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UALITY  BEGINS  WITH  CRUDE  MATERIALS 


All  crude  materials  received  at  the  Lilly 
Laboratories,  from  whatever  source,  must  meet 
exacting  specifications  before  acceptance. 

First  they  are  inspected  macroscopically,  and 
representative  samples  are  taken  for  detailed 
analysis.  Only  after  issue  of  a clean 
"bill  of  health”  from  the  botanist  or  chemist 
are  crude  drugs  placed  in  stock  to  await 
manufacturing  orders. 
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50  YEAR  CLUBoA<^% 
South  Dakota  State  Medical 
%>% 


Dr.  S.  M.  Hohf,  long-time  Yankton  surgeon, 
has  been  awarded  the  South  Dakota  State 
Medical  Association’s  first  50-year  practi- 
tioner pin. 

The  presentation  was  made  December  13th 
at  the  annual  meeting  of  the  Yankton  District 
Medical  Society.  Dr.  John  Calene,  Aberdeen, 
president  of  the  state  association,  was  present 
to  make  the  award,  and  it  was  the  first  of 
its  kind  in  the  state, 
making  Dr.  Hohf  the 
only  member  of  the  50 
year  Club  at  the  pres- 
ent time.  There  are 
other  physicians  in  the 
state  eligible  who  will 
receive  awards  during 
the  year  1949. 

The  veteran  surgeon 
was  born  in  Hopkins, 

Michigan,  on  August 
30,  1872,  the  son  of 
John  and  Barbara 
Hohf.  The  family 
moved  to  South  Da- 
kota when  young  Hohf 
was  nine  years  old,  and 
after  attending  the 
public  schools  he  be- 
came a student  at 
Grand  Island  College 
in  Nebraska.  He  re- 
ceived his  degree  in 


medicine  in  1897  at  the  Illinois  Medidal  Col- 
lege. The  doctor  married  Carrie  Sniffen  in 
1898  and  they  had  two  daughters.  Mrs.  Hohf 
died  in  1917,  and  he  married  again  in  1919  to 
Alice  Pihl.  They  had  two  children  a son  and 
daughter. 

Having  started  his  practice  in  Yankton  in 
the  year  1897,  Dr.  Hohf  has  been  serving  here 
for  the  past  51  years,  with  interruptions  for 

service  in  the  first 
World  War  and  post- 
graduate training.  For 
14  years  he  was  in  the 
surgery  department  of 
the  University  of 
South  Dakota,  term- 
inating that  affiliation 
in  1929.  He  is  a trustee 
of  Yankton  college,  a 
Fellow  of  the  Amer- 
ican College  of  Sur- 
geons, a member  of 
the  Clinical  Congress 
of  North  America,  past 
president  of  the  South 
Dakota  State  Medical 
Association,  and  of  the 
Yankton  District  Med- 
ical Society,  a member 
of  the  American  Med- 
ical Association  and 
the  Sioux  Valley  Med- 
ical Association. 


S.  M.  HOHF.  M.D. 

FIRST  MEMBER  OF  THE  SOUTH  DAKOTA  STATE  MEDICAL  ASSOCIATION  TO  BE 
AWARDED  THE  50  YEAR  CLUB  MEMBERSHIP  PIN. 
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Carcinoma  of  the  Thyroid  Gland 

Arnold  S.  Jackson,  M.D.* 

Madison,  Wisconsin 


If  all  adenomatous  goiters  were  removed 
between  the  ages  of  15  and  25,  the  subject  of 
carcinoma  of  the  thyroid  gland  would  scarcely 
merit  discussion.  This  procedure  would 
eliminate  nearly  90  per  cent  of  patients  with 
malignant  goiter  seen  at  the  present  time. 
Only  the  exceedingly  rare  form  arising  in 
association  with  exophthalmic  goiter,  the  un- 
common sarcoma,  and  a few  other  types 
would  be  observed. 

To  advocate  the  removal  of  all  adenomatous 
goiters  in  patients  after  15  years  of  age  might 
seem  to  be  a bold  statement,  yet  has  anyone 
ever  advanced  a logical  reason  why  they 
should  be  left  in  situ?  If  such  tumors  are 
found  in  the  breast  or  any  other  organ  of  the 
body,  no  one  feels  at  ease  until  they  are  re- 
moved and  a microscopic  examination  made. 
Because  there  are  so  many  persons  afflicted 
with  goiter  and  because  so  many  goiters  ap- 
pear to  be  innocuous  and  do  remain  innocent 
for  so  many  years,  the  laity  and  many  of  the 
profession  have  come  to  regard  these  tumors 
lightly. 

Yet,  when  one  stops  to  consider  that  by  the 
age  of  50  nearly  every  other  adenomatous 
goiter  has  become  toxic  and  has  inflicted 
irreparable  damage  upon  the  cardiovascular 
system,  that  1 out  of  5 has  become  substernal 
or  intrathoracic,  and  that  5 per  cent  become 
malignant,  the  necessity  for  their  early  re- 
moval is  apparent.  With  our  present  methods 
of  treatment  the  surgical  mortality  for  the 
removal  of  adenomatous  goiter  in  persons  in 
their  20’s  and  30’s  should  be  almost  nil  in  the 
hands  of  the  well-trained  thyroid  surgeon, 
but  this  mortality  rate  steadily  rises  with  in- 
creasing age  and  ensuing  complications,  such 
as  severe  cardivascular  and  liver  damage  and 
malignant  changes. 

It  is  true  that  if  at  the  present  time  an  at- 
tempt to  remove  all  adenomatous  goiters  was 
made,  a considerable  number  of  postopera- 
tive complications,  as  nerve  injuries,  tetany, 
and  hypothyroidism,  and  some  deaths  would 


occur.  That,  however,  would  be  the  fault  of 
a system  that  permits  a young  man  to  take 
one  year’s  internship  and  then  attempt  to  per- 
form a thyroidectomy.  Just  recently  2 
patients  came  to  me  with  bilateral  paralysis 
of  the  recurrent  laryngeal  nerves,  who  had 
been  operated  upon  by  one  thus  inadequately 
trained.  Until  our  hospitals  and  our  govern- 
ing bodies  make  it  mandatory  that  anyone 
desiring  to  do  major  surgery  be  required  to 
have  several  years  of  postgraduate  training, 
such  disasters  will  occur. 


Fig.  1 — Huge  nontoxic  adenoma  with  a mali- 
gnant degeneration.  Inoperable.  Only  biopsy  and 
deep  x-ray  therapy  given. 


In  preparing  a subject  for  discussion,  I like 
to  review  my  files  and  see  what  has  been  the 

* Director  of  the  Frieda  Meyers  Nishan  Founda- 
tion for  the  study  of  goiter  at  the  Jackson  Clinic, 
Madison,  Wis. 
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experience  of  others;  such  a resume  from  the 
time  of  Kocher  to  date  showed  108  papers  on 
this  subject.  No  attempt  to  read  all  these 
articles  was  made,  but  certain  ones  that 
seemed  outstanding  were  selected  for  study, 
and  among  these  authors  were  such  names  as 
Kocher,  DeQuervain,  Wilson,  Graham,  Eberts, 
Joll,  Mayo,  Crile,  Crotti,  Pemberton,  Hertzler, 
Dunhill,  Lahey,  Tinker,  Clute,  Dinsmore, 
Coller,  McClintock,  Klinck,  Ward,  Black, 
Means,  Cattell,  Davison,  Wetherell,  Brenizer, 
McKnight,  Portman,  DeCourcey,  Gillette, 
Cole,  Rawson,  and  Berlin.  The  fact  that  there 
were  many  others,  too  numerous  to  mention 
in  this  brief  treatise,  makes  it  apparent  that 
the  subject  has  not  been  neglected.  Still  a re- 


Fig.  2 — Note  metastatic  nodules.  Patient  suffer- 
ing severe  dyspnea,  hoarseness,  and  pain.  In- 
operable. Deep  x-ray  used. 


view  of  the  Transaciions  of  the  American 
Goiter  Association  showed  that  in  its  early 
years  few  papers  on  this  subject  were  brought 
to  the  attention  of  our  members.  One  of  the 
first  and  most  outstanding  papers  on  this  sub- 
ject was  that  presented  by  Pamberton''  at  the 
1938  meeting  of  this  group,  when  he  reviewed 


a series  of  774  cases.  It  remained  for  Cole, 2 
however,  to  really  kindle  interest  in  this 
subject  when  he  and  his  associates  presented 
their  startling  statistics  in  1945,  showing  a 
much  higher  incidence  of  malignant  goiter 
than  had  heretofore  been  published.  These 
authors  reported  an  incidence  of  17.1  per  cent 
carcinoma  in  a series  of  192  nodular  nontoxic 
goiters  (including  carcinoma).  Of  these  192 
cases,  100  were  multinodular  with  an  in- 
cidence of  11  per  cent  carcinoma,  and  92  were 
solitary  with  an  incidence  of  24  per  cent. 


Fig.  3 — Apparently  an  innocent  nodular  goiter 
of  fifty  years’  duration.  Patient  now  77  should 
have  had  thyroidectomy  many  years  ago. 


This  study  occasioned  considerable  dis- 
cussion inasmuch  as  most  authorities  had  re- 
ported an  incidence  of  about  4 per  cent  of 
carcinoma  in  adenomatous  goiter.  It  was 
challenged  by  Williams  at  the  1947  meeting 
of  the  American  Goiter  Association.  He  re- 
ported that  out  of  544,918  routine  admissions 
to  three  large  city  hospitals  in  the  East,  there 
were  3,221  patients  with  goiter,  and  but  64  of 
these  had  cancer  of  the  thyroid.  However, 
one  might  easily  take  issue  with  these  figures, 
since  probably  no  particular  study  was  made 
of  these  cases  for  goiter  and,  had  all  of  the 
3,221  patients  having  goiter  come  to  surgery. 
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a higher  incidence  of  malignancy  would  un- 
doubtedly have  been  found. 

It  has  been  my  impression  that  cancer  in 
goiter  is  becoming  more  prevalent.  Whether 
this  is  because  the  laity  and  the  profession 
have  become  more  cancer  conscious  and 
patients  are  coming  to  the  surgeon  before  it 
is  too  late,  or  because  our  pathologic  examina- 
tions are  becoming  more  routine  and  pains- 
taking, it  is  difficult  to  say.  In  the  month  of 
July  1948  I had  5 patients  under  my  care, 
which  number  exceeds  that  of  any  other 
month  in  the  past.  It  now  appears  that  the 
incidence  of  carcinoma  in  all  nodular  goiters 
approaches  5 per  cent,  and  in  those  that  come 
to  surgery  this  incidence  is  slightly  increased 
and  may  reach  as  high  as  7 per  cent.  This 
ratio  is  probably  constant  regardless  of  in 
what  section  of  the  country  the  studies  are 
made,  although  naturally  a greater  number 
of  cancer  cases  will  be  reported  in  an  endemic 
goiter  area. 

A statistical  review  of  the  cases  of  mali- 
gnant goiter  on  my  service  was  made  by  Dr. 
Sidney  Jackson^  and  shows  the  following 
summary.  Of  38  cases,  27  were  females  and 
12  males;  the  average  age  of  the  former  was 
58,  and  of  the  latter  59  years.  The  youngest 
patient  was  a female  aged  32,  and  the  oldest 
also  a female  aged  89.  There  were  only  3 
cases  or  7.5  per  cent  considered  to  be  toxic, 
whereas  35  or  92  per  cent  were  nontoxic.  Our 
records  covering  this  period  of  study  from 
1922  to  1948  show  that  of  the  21  patients  that 
we  have  so  far  traced,  21  patients  have  died 
of  malignancy;  however,  11  of  these  patients 
were  considered  inoperable  when  first  seen 
and  only  a biopsy  was  done  and  deep  x-ray 
therapy  given.  Perhaps  the  most  interesting 
case  was  that  of  a woman  upon  whom  a 
thyroidectomy  was  performed  followed  by 
radium  therapy  in  1926  for  a malignant 
endothelioma.  She  remained  well  until  1948, 
when  a recurrence  developed  and  deep  x-ray 
therapy  was  instituted.  In  classifying  these 
cases  17  were  in  the  adenocarcinoma  group, 
8 were  in  the  papillary  type,  3 were  sarcomas, 
and  there  was  one  each  of  the  epithelium, 
Hurthle  cell,  and  angio-endothelioma.  In  7 
that  were  considered  inoperable  it  was  not 
possible  to  obtain  a pathologic  diagnosis. 

It  is  interesting  to  note  that  in  17  cases  the 
diagnosis  was  not  suspected  clinically  and 


was  only  established  by  pathologic  study, 
often  of  only  a small  nodule.  None  of  these 
cases  occurred  in  a purely  hyperplastic  gland, 
but  1 instance  occurred  in  a case  of  ex- 
ophthalmic goiter  in  which  small  adenomas 
were  also  present. 

Of  the  38  cases  all  but  10  gave  a previous 
history  of  having  had  a goiter. 


Fig.  4 — Same  patient  a few  months  later  show- 
ing rapidly  growing  malignant  adenocarcinoma, 
grade  IV. 


While  we  have  been  unable  to  trace  all 
patients,  it  is  known  that  of  38  at  least  21  are 
dead.  Several  cases  are  still  undergoing  deep 
x-ray  therapy,  and  the  time  elapsed  is  too 
short  to  consider  the  results  of  much  value. 
However,  at  least  6 patients  may  be  con- 
sidered in  the  so-called  5-year-cure  class.  In 
goiter  studies  this  period  of  so-called  cure  is 
of  less  value  than  in  neoplasms  elsewhere  in 
the  body,  since  certain  low  grade  malignant 
goiters  such  as  the  papillary  type  are  prone 
to  recur  after  many  years. 

Most  authors  on  this  subject  have  been  con- 
fused by  the  multiplicity  of  classifications 
which  they  have  found  in  the  literature.  Like 
the  problem  of  goiter,  this  subject  is  com- 
plex and  far  from  settled.  The  microscopic 
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diagnosis  of  cancer  of  the  thyroid  is  fre- 
quently so  perplexing  that  even  leading 
pathologists  differ  in  their  opinions  as  to  the 
benign  or  malignant  nature  of  the  growth. 
In  order  to  assist  in  clarifying  many  of  these 
problems,  the  American  Goiter  Association 
has  established  a national  committee  on  this 
subject,  and  all  who  are  interested  are  invited 
to  submit  their  material  to  the  chairman  of 
this  committee.  Dr.  Allan  Graham^  of  Pitts- 
burgh. 

It  matters  little  which  classification  is  used 
so  long  as  it  is  not  so  complex  as  to  be  con- 
fusing, and  in  our  study  of  38  cases  we  have 
generally  used  the  one  advocated  at  the  Mayo 
Clinic,  namely: 

1.  Papillary  carcinoma 

2.  Carcinoma  in  adenoma 

3.  Adenocarcinoma  diffuse 

4.  Epithelium 

5.  Sarcoma 

We  are  largely  indebted  to  Pemberton  for 
clarifying  the  misunderstanding  that  existed 
for  many  years  regarding  the  so-called 
aberrant  thyroid  tumors.  It  was  formerly  be- 
lieved by  many  authorities  that  these  cervical 
gland  lesions  did  not  arise  from  the  thyroid 
but  were  actually  congenital  rests.  However, 
Pemberton,  Eberts^,  Clay,  Blackman,  Weth- 
erell®,  and  Black^  proved  that  these  tumors 
are  metastatic  and  that  the  lobe  of  the  thyroid 
gland  on  the  same  side  should  be  totally  re- 
moved. These  tumors  belong  in  the  first 
group  of  papillary  carcinomas  and  are  gen- 
erally of  a low  grade  malignancy.  Unlike 
carcinoma  elsewhere  in  the  body,  metastasis 
to  the  lymph  glands  here  is  far  less  serious. 
Removal  of  the  affected  lobe  of  the  thyroid, 
plus  the  glands,  and  adequate  postoperative 
roentgenotherapy  may  give  the  patient  many 
years  of  life  and  even  result  in  a cure.  As  a 
group,  papillary  carcinomas  constitute  about 
one-third  of  all  malignant  goiters;  they  are 
distinguished  histologically  by  their  papilli- 
form structure,  and  they  have  their  origin  in 
an  adenoma  or  from  the  gland  itself. 

Adenocarcinoma  in  an  adenoma  arises 
from  the  malignant  transformation  of  benign 
adenomas  and  is  commonly  termed  malignant 
adenoma.  Usually  this  tumor  is  simple,  but  it 
may  be  multiple.  It  invades  the  capsule  only 
in  the  late  stages  but  metastasizes  early  by 
way  of  the  blood  stream.  Although  often  of 


low  grade  malignancy,  they  are  in  some  in- 
stances highly  malignant,  and  because  of 
their  slowness  in  penetrating  the  capsule, 
they  may  not  be  detected  clinically.  In  Pem- 
berton’s study  38.1  percent  of  the  cases  fell 
into  this  group.  The  histological  picture 
aries  widely,  and  the  follicular  structure  may 
be  partially  or  completely  destroyed. 


Case  1244 

Photomicrograph  from  a very  cellular  portion  of 
an  adenocarcinoma  of  thyroid.  Small  acinous 
structures  without  colloid  can  be  seen.  Careful 
examination  will  reveal  variations  in  nuclear  de- 
tail but  no  mitotic  figures.  Other  sections  revealed 
capsular  invasion.  H & E stain.  X175 

Diffuse  adenocarcinoma  may  likewise  arise 
from  the  gland  or  an  adenoma,  and  its  his- 
tological picture  also  varies  widely;  it  may 
so  closely  resemble  a sarcoma  that  it  is  mis- 
taken for  the  latter.  They  are  highly  mali- 
gnant, grow  rapidly,  and  metastasize  either 
by  way  of  the  lymph  or  blood  stream.  Be- 
cause of  this  tendency  to  invade  the  surround- 
ing structures  they  are  easier  to  recognize 
clinically  than  the  first  two  groups.  Approx- 
imately one-third  of  the  cases  fall  into  this 
group.  The  prognosis  is  poor,  a high  per- 
centage being  inoperable  when  first  seen. 

Squamous  epithelioma  is  believed  by 
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Broders  to  arise  directly  from  the  thyroid 
gland  by  metaplasia  of  the  epithelium.  It 
constitutes  less  than  1 per  cent  of  malignant 
lesions  of  the  thyroid  and  consequently  for 
practical  purposes  may  be  disregarded. 

There  is  an  equally  low  incidence  in  sar- 
coma but  a high  rate  of  malignancy. 

There  are  several  practical  considerations 
of  the  subject  of  malignancy  of  the  thyroid  I 
would  like  to  mention  before  concluding. 

For  many  years  it  was  the  general  belief 
that  if  a case  could  be  recognized  clinically 
as  carcinoma  of  the  thyroid  there  was  no 
hope  for  the  patient.  While  in  general  this  is 
true,  we  now  can  offer  many  patients  several 
years  of  life,  particularly  those  in  the  papil- 
lary adenocarcinoma  group.  However,  when 
a patient  comes  in  giving  a history  of  a recent 
rapid  growth  of  an  adenomatous  goiter,  when 
he  complains  of  dyspnea,  hoarseness,  and 
when  the  structures  are  fixed  and  hard 
neither  surgery  nor  irradiation  can  offer  hope 
of  cure.  It  is  this  malignant  adenoma  group 
that  carries  such  a high  mortality  and  for 
which  the  best  hope  is  one  of  prophylactic 
treatment  by  early  removal  of  all  adenomas. 

More  especially  is  this  true  in  men  in  whom 
the  ratio  of  malignancy  is  high.  Although 
adenomatous  goiter  occurs  about  five  times 
as  often  in  women  as  in  men,  yet  almost  40 
per  cent  of  all  malignant  goiters  occur  in  the 
male.  The  extremely  high  incidence  of 
malignant  goiters  in  children  means  that 
every  nodular  goiter  in  a child  must  be  re- 
garded with  suspicion.  Fortunately  most  of 
these  lesions  are  of  the  papillary  type,  so  that 
their  early  removal  offers  an  excellent  chance 
of  cure.  For  many  years  most  surgeons  pre- 
ferred delaying  the  surgical  removal  of 
nodular  goiters  in  children  until  after  21  years 
of  age  because  of  the  tendency  for  recurrence 
to  develop.  With  our  increasing  knowledge 
of  the  possible  malignant  changes  which  de- 
velop in  these  tumors,  it  now  seems  advisable 
not  to  delay  surgery. 

Although  many  metabolic  studies  have 
been  conducted  on  malignant  goiters,  the 
basal  metabolic  rate  does  not  appear  to  bear 
any  special  relationship.  It  is  true  that  in 
Cole’s  series  the  incidence  of  malignancy  was 
much  higher  in  the  nontoxic  than  in  the  toxic 
nodular  group,  but  Pemberton  stated  that  the 
variations  in  the  level  of  the  basal  metabolic 


rate  are  dependent  on  the  type  of  the  coexist- 
tne  benign  thyroid  tissue,  rather  than  on  the 
malignant  tissue.  Because  of  dyspnea  due  to 
tracheal  compression,  the  metabolic  rate  is 
often  falsely  elevated  in  malignant  goiter. 

As  in  so  many  other  types  of  malignancy, 
it  is  unfortunate  that  nearly  1 out  of  every  2 
cases  of  cancer  of  the  thyroid  is  inoperable 
when  first  seen.  Although  roentgenotherapy 
frequently  has  a remarkable  effect  in  many 
of  these  cases,  the  results  are  too  often 
transient  and  rarely  curative. 

The  problem  in  the  final  analysis  then  re- 
solves itself  into  one  of  prophylaxis.  If  all 
children  of  school  age  received  10  mg.  of 
iodine  once  a week,  the  development  of 
adenomatous  goiters  would  be  tremendously 
curtailed.  In  Wisconsin  we  have  had  such  a 
preventive  program  in  effect  for  fifteen  years 
under  the  joint  supervision  of  the  State  Board 
of  Health  and  the  State  Medical  Society.  As 
chairman  of  this  committee  during  this 
period,  I have  noted  a decrease  in  the  in- 
cidence of  simple  or  colloid  goiter  in  some 
communities  of  from  80  per  cent  to  10  per 
cent.  It  is  my  belief  that  an  adenomatous 
goiter  arises  in  a neglected  colloid  goiter  as 
a further  compensatory  effort  on  the  part  of 
the  thyroid  gland  to  furnish  iodine  for  the 
growing  body  during  and  following  the  age 
of  puberty.  Few,  if  any,  nodular  goiters  have 
their  inception  after  the  child  reaches  ma- 
turity. At  the  present  time  we  have  240,000 
children  on  preventive  treatment  in  Wiscon- 
sin, and  we  are  now  making  plans  to  expand 
this  program  considerably  during  the  coming 
year. 

Radioactive  iodine  at  first  seemed  to  offer 
considerable  hope  in  the  actual  treatment  of 
malignant  goiter,  but  the  results  to  date  have 
' been  disappointing  because  only  certain  areas 
of  the  malignant  growth  are  affected.  I be- 
lieve it  is  correct  to  assume  that  as  yet  no 
patient  with  carcinoma  of  the  thyroid  may  be 
considered  cured  by  the  use  of  radioactive 
iodine. 

We  must  prevent  and  treat  colloid  goiter 
and  thereby  prevent  nodular  goiter.  We  must 
remove  nodular  goiter  when  detected  and 
prevent  malignant  goiter.  Only  by  preven- 
tive measures  and  early  treatment  will  the 
incidence  of  carcinoma  of  the  thyroid  be  de- 
creased and  the  mortality  lowered. 

(Continued  on  Page  36) 
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Eradication  of  Tuberculosis--Your  Responsibility* 

by 

J.  Arthur  Myers,  M.D.,  Minneapolis,  Minnesota 


In  tuberculosis  lay  organizations  are  ex- 
tremely helpful  to  the  medical  profession. 
One  of  the  finest  assets  of  the  physicians  of 
South  Dakota  is  the  State  Tuberculosis  As- 
sociation with  its  component  societies.  Mrs. 
H.  H.  Holdridge  who  has  been  executive  sec- 
retary of  this  organization  for  many  years 
has  directed  a program  of  tuberculosis  con- 
trol that  has  been  of  immense  value.  The 
Christmas  Seal  Sale  and  the  proper  expendi- 
ture of  funds  derived  therefrom  has  made  the 
citizenry  conscious  of  the  necessity  of  eradi- 
cating tuberculosis.  Thus  the  way  has  been 
paved  for  an  all  out  attack  on  this  disease  by 
the  medical  profession. 

The  eradication  of  tuberculosis  can  be  ac- 
complished in  any  state  or  in  the  nation  as  a 
whole  without  adding  a single  new  fact  to 
our  knowledge.  This  requires  the  most 
accurate  and  precise  diagnostic  and  thera- 
peutic procedures  in  possession  of  the  clin- 
ician and  veterinarian,  the  best  efforts  of  the 
epidemiologist,  the  laboratorian,  the  health 
officer,  the  nurse,  the  social  worker,  the 
health  educator,  the  fund  raiser,  and  a com- 
munity spirit  and  will  to  accomplish  the  goal. 
All  of  these  must  be  integrated  and  co- 
ordinated in  a relentless,  persistent,  untiring 
and  continuous  pursuit  of  and  destruction  of 
the  tubercle  bacillus.  The  eradication  pro- 
gram has  no  provision  for  compromise  and 
truce-making  with  this  organism.  It  must  be 
prosecuted  ruthlessly  and  unceasingly  until 
eradication  is  achieved.  The  realization  of 
such  an  accomplishment  is  not  an  idle  dream 
of  visionary  idealists.  Indeed,  it  is  being 
achieved  with  remarkable  success. 

Locating  the  Tubercle  Bacillus 

Locating  tubercle  bacilli  is  no  longer  de- 
pendent upon  seeing  them  with  the  micro- 
scope. Nearly  always  tubercle  bacilli  senitize 
human  tissues  within  three  to  seven  weeks 
after  they  invade  them.  After  sensitivity  has 
reached  its  height,  it  remains  quite  constant 
for  months  or  even  years,  but  if  no  reinfection 


occurs  it  decreases  and  may  reach  such  a low 
level  that  it  cannot  be  elicited  by  the  usual 
test  doses  of  tuberculin.  If  all  of  the  tubercle 
bacilli  in  the  body  die,  alergy  lingers  for  an 
undetermined  period  and  then  completely 
disappears. 

'After  allergy  attains  its  highest  plateau 
this  position  may  be  maintained  indefinitely 
by  the  occurrence  of  reinfection  from  exo- 
genous or  endogenous  sources.  Again,  when 
allergy  is  on  the  wane  it  may  be  “whipped” 
back  to  its  original  plateau  by  such  reinfec- 
tions. On  the  other  hand,  allergy  may  slowly 
or  rapidly  descend  from  its  highest  position, 
even  reaching  such  low  levels  that  it  it  barely 
detectable,  if  at  all,  by  the  usual  test  doses  of 
tuberculin  among  persons  in  the  terminal 
stages  of  acute  or  chronic  reinfection  forms 
of  tuberculosis. 

A characteristic  reaction,  to  Old  Tuber- 
culin or  PPD,  always  indicates  allergy,  which, 
in  turn,  means  the  presence  of  lesions  con- 
taining living  tubercle  bacilli.  The  detection 
of  allergy  does  not  require  any  instrument  of 
precision,  a long  period  of  training,  or  any 
particular  skill.  A high  school  student  can 
learn  in  a few  hours  all  that  is  necessary  in 
determining  whether  a reaction  is  present. 

Allergy  is  the  tubercle  bacillus’  most  stead- 
fast friend.  Without  it  this  organism  is  help- 
less to  cause  destruction  of  tissues  with  con- 
sequent illness  and  death. 

The  application  of  tuberculin  to  a super- 
ficial abrasion  or  injected  directly  into  the 
layers  of  the  skin  results  in  a reaction  plainly 
visible  to  the  unaided  eye,  or  is  readily 
palpated.  A tuberculin  reaction  determines 
the  presence  of  tubercle  bacilli  just  as  ac- 
curately as  the  microscope,  culture  medium, 
or  animal  inoculation.  This  powerful  weapon 
— - tuberculin  — should  be  in  the  hands  of 
every  physician  regardless  of  his  prime  in- 

* Presented  before  the  sixty-seventh  annual  meet- 
ing of  the  South  Dakota  State  Medical  Associa- 
tion in  Sioux  Falls,  May  31,  1948. 
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ierest  in  medicine  in  order  that  he  may  seek 
tubercle  bacilli  in  the  body  of  each  person 
whom  he  examines  regardless  of  age. 

There  are  several  good  methods  of  ad- 
ministering tuberculin,  such  as  applying  it 
directly  to  a superficial  scarification  of  the 
skin,  or  to  clean,  unabraded  skin  by  a patch 
of  material  containing  it.  The  most  accurate 
method,  however,  consists  of  introducing  a 
measured  amount  into  the  layers  of  the  skin 
with  a hypodermic  needle,  known  as  the  in- 
tracutaneous  or  the  intradermal  test  of  Man- 
toux.  The  first  dose  consists  of  0.1  of  a milli- 
gram of  Old  Tuberculin,  or  0.00002  milligrams 
of  PPD,  and  if  no  reaction  appears  in  72  to 
96  hours,  the  second  dose  consists  of  1.0  milli- 
gram of  Old  Tuberculin  or  0.005  milligrams 
of  PPD.  An  intermediate  amount  of  tuber- 
culin as  a single  test  dose  has  been  advocated 
and  will  probably  be  found  satisfactory  ex- 
cept for  those  whose  allergy  has  not  reached 
its  height  or  has  waned.  The  advantages  of 
a single  test  dose  are  obvious  from  the  stand- 
point of  saving  of  time,  et  cetera. 

Although  some  tuberculin  reactions  are  in 
evidence  within  48  hours  or  less  after  ad- 
ministration, the  best  time  to  read  tuberculin 
tests  is  at  72  or  even  96  hours.  This  avoids 
misinterpreting  small  areas  of  trauma  and 
hyperemia  which  have  usually  vanished  by 
this  time  but  ensures  the  finding  of  all 
characteristic  reactions  as  they  persist  this 
long  and  usually  much  longer.  One  may  miss 
the  occasional  delayed  reaction  which  makes 
its  appearance  later. 

The  characteristic  reaction  consists  of  an 
area  of  induration  or  edema  or  both  of  five 
millimeters  or  more  in  diameter.  Hyperemia 
or  redness  may  or  may  not  be  present.  The 
non-reactor  to  tuberculin  presents  no  edema 
or  induration  but  evidence  of  trauma  or 
hyperemia  may  be  seen  which  usually  dis- 
appears within  72  hours.  In  every  large 
group  of  persons  tested  there  are  likely  to  be 
some  with  shot-like  nodules  or  apparent  in- 
duration less  than  five  millimeters  in 
diameter.  Such  persons  are  best  recorded  as 
questionable  reactors  and  retested  again  in 
about  two  months.  The  allergy  may  be  only 
developing  at  the  time  of  the  first  testing  and 
be  definitely  in  evidence  two  months  later. 
If  the  questionable  reaction  again  appears 
within  two  months,  the  allergy  may  be  wan- 


ing, and  therefore  the  test  should  be  repeated 
once  or  possibly  twice,  using  two  to  five  milli- 
grams of  tuberculin. 

A characteristic  reaction  to  tuberculin,  re- 
gardless of  the  dose,  therefore,  indicates  the 
presence  of  living  tubercle  bacilli  in  the  body, 
with  the  exception  that  allergy  may  linger 
for  a time  after  all  organisms  have  died  in 
the  bodies  of  some  persons.  How  often  this 
occurs  no  one  knows.  Failure  to  react  to 
tuberculin  of  good  quality,  properly  adminis- 
tered in  sufficient  dosage,  indicates  the  ab- 
sence of  tubercle  bacilli  except  in  the  pre- 
allergic  state  and  sometimes  during  ex- 
tremely acute  or  advanced  chronic  disease  in 
the  terminal  stage.  The  tuberculin  reaction 
is  specific  evidence  of  the  presence  of  tuber-  . 
culosis  in  some  stage  of  its  development.  In- 
deed, it  is  the  most  effective  weapon  against 
this  disease  that  has  ever  been  placed  in  the 
hands  of  the  physician.  Tubercle  bacilli  in 
the  bodies  of  people  and  animals  can  be 
located  with  uncanny  accuracy  by  this  test. 

Visualizing  the  Tubercle  Bacillus 

Seeing  the  tubercle  bacillus  with  the  micro- 
scope is  a relatively  recent  achievement  of 
man.  When  Koch  first  reported  (1882)  that 
he  had  discovered  the  organism  which  causes 
tuberculosis,  he  made  available  the  first 
method  by  which  the  physician  could  obtain 
specific  evidence  of  the  presence  of  this 
disease  in  the  living  human  or  animal  body. 

When  it  became  possible  to  see  the  tubercle 
bacillus  with  the  microscope  it  was  thought 
that  diagnoses  could  be  promptly  made  in 
all  cases.  However,  it  was  soon  found  that 
the  wily  bacillus  hides  itself  from  view 
through  the.  microscope  until  it  has  accomp- 
lished the  major  part  of  its  purpose  and  has 
sent  its  progeny  out  to  infect  others.  It  is 
only  when  the  descendants  of  the  invading 
organism  are  being  dispatched  on  missions  of 
destruction  in  the  bodies  of  other  persons  and 
animals  that  they  may  be  apprehended  and 
visualized  under  the  microscope  or  diverted 
into  culture  medium  or  into  the  bodies  of 
experimental  animals  where  they  grow  and 
proliferate  as  readily  as  in  the  bodies  of  their 
would-be  victims.  They  usually  leave  the 
body  by  way  of  the  sputum,  the  urine  or  the 
feces,  although  some  find  their  way  to  the 
exterior  through  the  skin  from  underlying 
areas  of  disease  such  as  lymph  nodes,  bones 
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and  joints.  Therefore  searching  the  sputum, 
feces,  urine,  pus  from  discharging  ears,  sur- 
face draining  sinuses,  etc.,  may  result  in  citing 
the  tubercle  bacillus.  However,  by  the  time 
organisms  can  be  found  in  this  manner,  ob- 
viously they  have  contaminated  the  environ- 
ment of  their  host  and  have  often  found  new 
abodes  in  the  bodies  of  other  persons  or 
animals.  Moreover,  by  this  time  they  have 
usually  caused  so  much  destruction  in  one 
or  more  organs  of  the  host  that  restoration 
of  health  and  freedom  from  contagion  is  at- 
tended by  much  difficulty,  if  at  all. 

The  mere  discovery  of  the  tubercle  bacillus 
and  man’s  ability  to  see  it  under  the  micro- 
scope and  grow  it  on  culture  medium  and  in 
animals  did  not  prove  a serious  blow  to  this 
organism.  If  no  other  specific  evidence  of 
tuberculosis  had  been  discovered,  obviously 
little  would  have  been  accomplished  in  its 
control  to  date,  and  accurate  diagnoses  would 
still  be  possible  in  most  cases  after  the  disease 
is  advanced  and  contagious,  thus  leaving  the 
individual  and  his  human  and  animal  asso- 
ciates in  a bad  plight. 

Minor  advances  have  been  made  in  search- 
ing for  the  tubercle  bacillus,  one  of  which 
consists  of  gastric  lavage.  Bronchial  lavage 
has  also  recently  been  recommended.  In  per- 
sons with  demonstrable  pulmonary  lesions 
who  apparently  have  no  sputum  some  bacilli 
may  reach  the  pharynx  and  are  swallowed. 
Others  are  eliminated  by  way  of  the  liver, 
and  through  the  duodenum  some  of  them 
may  find  their  way  into  the  stomach.  In  both 
cases,  obviously  they  are  eliminated  by  way 
of  the  intestinal  tract.  Although  gastric 
lavage  is  not  a new  procedure,  it  has  become 
widely  used  during  the  last  decade  or  so. 
When  gastric  washings  are  to  be  studied  for 
tubercle  bacilli,  they  should  be  obtained  pre- 
ferably before  the  individual  arises  in  the 
morning,  and  thus  before  peristalsis  empties 
the  stomach.  Moreover,  they  should  be  ex- 
amined promptly  or  neutralized  at  once  if 
the  examination  is  to  be  postponed  more  than 
six  hours. 

Another  method  consists  of  removing  a 
part  of  a suspected  area  of  disease,  such  as  a 
superficial  lymph  node  or  from  a bronchial 
damification  through  the  bronchoscope  and 
examining  it  under  the  miscroscope  and 
attempting  to  grow  tubercle  bacilli  in  culture 


medium  or  in  animals. 

When  large  numbers  of  tubercle  bacilli  are 
present  in  the  sputum,  gastric  washings, 
urine,  etc.,  properly  prepared  smears  from 
these  materials  inspected  with  the  microscope 
may  reveal  the  organisms.  However,  as  many 
as  10,000  to  100,000  tubercle  bacilli  per  cubic 
centimeter  of  sputum  may  escape  detection 
on  direct  microscopic  inspection.  Therefore, 
some  of  the  material  should  be  planted  on 
culture  medium  or  preferably,  inoculated 
into  guinea-pigs,  where  the  organisms  if 
present  multiply  and  produce  colonies  or 
areas  of  disease. 


Tubercle  bacilli  can  no  longer  be  definitely 
identified  by  microscopic  inspection  alone. 
When  stained  and  viewed  under  the  micro- 
scope, they  appear  so  much  like  other  bacilli 
that  are  only  saprophytes  that  one  is  never 
justified  in  saying  that  tubercle  bacilli  are 
seen.  The  best  that  can  be  said  is  that  acid- 
fast  bacilli  are  present.  However,  if  other 
findings,  such  as  x-ray  shadows,  tuberculin 
reaction,  etc.,  are  present,  one  is  justified  in 
making  a presumptive  diagnosis  of  tuber- 
culosis. In  the  meantime,  however,  one 
should  always  insist  upon  accurate  labora- 
tory methods  to  determine  the  identity  of 
the  organism.  This  will  often  save  the  phys- 
ician a great  deal  of  embarrassment  in  event 
of  subsequent  litigation,  disability  claims, 
applications  for  insurance,  etc. 

Laboratory  methods  for  determining  path- 
ogenicity of  acid-fast  bacilli  have  been  too 
time-consuming.  They  have  consisted  of:  (1) 
attempting  to  grow  the  organism  in  media  on 
which  the  pathogenic  forms  flourish;  and  (2) 
inoculating  them  into  guinea  pigs  — a more 
preferable  procedure.  Growth  on  culture 
media  usually  required  several  weeks.  Re- 
cently Dubos  and  his  associates  have  pro- 
duced a medium  in  which  the  organisms  pro- 
liferate rapidly  so  the  waiting  time  is  mark- 
edly reduced.  The  usual  animal  inoculation 
requires  six  to  eight  weeks  or  even  longer. 
However,  by  injecting  the  suspected  sub- 
stance subcutaneously  into  the  groin,  biopsy 
of  lymph  no^^^to^ther  with  the  conversion 
to  sensitivity  toCt^^i'^^oprotein,  often  makes 
accurate  deter^ihatfqh’-^^^sible  within  three 
weeks.  ^ 

Moreover,  by  mi^rpscopjf^spection  one 
cannot  determine  th^'<^)6  bf^ti^^le  bacil- 
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lus,  since  the  human,  bovine,  and  avian  types 
appear  so  much  alike.  Here  again,  culture 
media  and  animal  inoculation  are  necessary 
to  differentiate  one  from  the  other.  In  some 
parts  of  the  world  the  bovine  type  of  tubercle 
bacillus  causes  a great  deal  of  disease  among 
humans.  Its  course  apparently  is  no  different 
than  disease  produced  by  the  human  type. 
While  almost  no  humans  are  now  becoming 
infected  by  the  bovine  type  of  tuberculosis 
in  this  country  because  of  the  eradication 
program  of  the  veterinarians,  these  ap- 
parently is  a good  deal  of  residual  tuber- 
culosis of  the  bovine  type  which  people 
acquired  when  there  was  still  so  much  tuber- 
culosis among  cattle  and  other  domestic 
animals.  For  example,  Horton  has  found  a 
sizable  number  of  patients  in  the  Homer 
Folks  Sanatorium  at  Oneota,  New  York,  who 
have  the  bovine  type  of  pulmonary  tuber- 
culosis. Such  persons  not  only  transmit  this 
type  to  other  people  but  also  to  domestic 
animals,  particularly  cattle.  In  fact,  Tice,  of 
Norwich,  New  York,  has  reported  the  case 
of  one  man  with  the  bovine  type  of  pul- 
monary tuberculosis  who  infected  97  head  of 
his  own  cattle.  Apparently  it  has  come  to 
the  point  where  there  is  more  danger  of 
cattle  and  other  domestic  animals  contract- 
ing tuberculosis  from  people  than  vice-versa. 
Therefore  in  any  given  case  of  tuberculosis 
it  is  not  enough  just  to  determine  the  path- 
ogenicity of  the  tubercle  bacilli  recovered, 
but  one  should  also  determine  whether  they 
are  of  the  bovine  or  human  type.  Despite  the 
fact  that  recovery  of  tubercle  bacilli  indicates 
that  the  disease  is  already  contagious,  this 
constitutes  the  final  court  of  appeal  in  the 
diagnosis  of  tuberculosis  of  a given  lesion. 
If  these  organisms  cannot  be  found,  one  can 
never  say  with  absolute  certainty  that  a 
lesion  is  tuberculous.  The  tuberculin  reaction 
only  informs  the  physician  that  such  bacilli 
reside  in  the  body.  Therefore  the  administra- 
tion of  the  tuberculin  test  and  a careful 
search  for  tubercle  bacilli  when  lesions  are 
in  evidence  are  indispensable  to  the  diag- 
nostitian  and  must  be  routinely  done  in  every 
examination  for  this  disease. 

The  Diagnosis  of  Tuberculosis 

Every  individual  who  reacts  to  tuberculin, 
regardless  of  age,  has  at  least  primary  tuber- 
culous lesions  and  may  at  the  moment  or  at 


any  subsequent  time  have  reinfection  type 
of  disease.  The  tuberculin  test  is  enough  to 
diagnose  with  accuracy  the  presence  of  pri- 
mary or  first  infection  type  of  tuberculosis, 
but  if  affords  no  information  concerning  the 
superimposition  of  the  reinfection  type.  A 
careful  search  should  be  made,  therefore, 
for  this  type  of  disease  among  all  tuberculin 
reactors.  If  it  is  not  found,  periodic  examina- 
tions are  in  order  as  long  as  the  individual  is 
a reactor  to  tuberculin  regardless  of  age. 

Symptoms.  In  most  of  the  acute  reinfection 
forms  of  tuberculosis  symptoms  are  usually 
an  early  manifestation  of  the  disease.  This 
applies  to  meningitis,  miliary  tuberculosis, 
pneumonia,  pleurisy,  pericarditis,  peritonitis, 
and  synovitis.  In  the  chronic  forms  of  tuber- 
culosis, however,  symptoms  may  be  totally 
absent  and  never  appear  unless  the  disease 
reaches  an  extensive  stage  of  development. 
This  applies  to  tuberculosis  of  the  bones  and 
joints,  the  kidneys,  lungs,  and  in  fact,  all 
parts  of  the  body  in  which  chronic  tuber- 
culosis develops.  As  long  as  we  postponed 
examination  until  symptoms  appeared  we 
often  found  tuberculosis  of  the  bones  and 
joints  after  so  much  destruction  had  occurred 
that  deformity  and  permanent  impairment 
of  function  were  inevitable.  Lungs  were  often 
too  extensively  diseased  to  be  treated  success- 
fully, and  tubercle  bacilli  had  been  emanat- 
ing from  them  and  reaching  the  bodies  of 
others  over  long  periods  of  time.  These  facts 
necessitated  a program  that  would  find  most 
of  the  chronic  tuberculous  lesions  well  in 
advance  of  the  appearance  of  symptoms. 

Whether  it  be  in  the  office  of  the  private 
physician,  the  hospital  or  elsewhere,  children 
who  react  to  tuberculin  should  be  completely 
examined  periodically.  Chronic,  clinical  tub- 
erculosis among  them  is  usually  extrath- 
oracic.  The  disease  may  attack  the  spine,  the 
hip  joints  or  the  knee  joints,  resulting  in 
kyophosis  shortening  of  an  extremity,  or 
ankylosis,  unless  the  physician  is  watching 
for  these  conditions  in  the  pre-symptom  stage. 
Tuberculous  lymphadenitis  of  the  reinfections 
type  is  also  seen  with  considerable  frequency 
among  children  who  have  primary  tuber- 
culosis. 

With  the  approach  of  adolescence,  chronic 
reinfection  type  of  pulmonary  tuberculosis 
begins  to  make  its  appearance  among  tuber- 
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culin  reactors.  The  percentage  in  whom  this 
occurs  at  this  age  is  small  but  is  important 
because  if  not  detected  the  prognosis  is  poor, 
and  also  there  are  so  many  young  associates 
to  whom  the  disease  may  spread.  The  num- 
ber of  reactors  who  develop  chronic  clinical 
pulmonary  lesions  increases  with  the  decades 
of  life.  Therefore,  all  who  come  into  adult- 
hood as  reactors,  as  well  as  those  who  acquire 
their  infection  later,  should  be  completely 
examined  periodically.  The  word,  completely, 
is  used  advisedly  because  of  the  strong  tend- 
ency in  many  places  to  limit  the  examina- 
tion to  the  chest.  Approximately  10  to  15 
per  cent  of  clinical  tuberculous  lesions  in 
adults  are  extrathoracic.  These  may  or  may 
not  coexist  with  pulmonary  lesions. 

The  reactor  in  whom  no  evidence  of  tuber- 
culosis can  be  found  in  the  chest  by  any  phase 
of  the  examination  may  have  meningitis, 
miliary  disease,  renal  involvement,  lesions  in 
the  bones  and  joints,  etc.  Therefore,  an  ex- 
amination limited  to  the  chest  is  not  adequate. 
We  must  constantly  keep  in  mind  that  when 
symptoms  are  present,  no  matter  how  many 
or  how  few,  how  severe  or  how  mild,  they 
are  never  pathognomonic  for  tuberculosis. 

Physical  Examination.  This  should  always 
include  x-ray  film  inspection  of  the  chest 
and  any  other  part  of  the  body  suspected 
which  lends  itself  to  this  kind  of  inspection. 
However,  it  should  never  be  limited  to  x-ray. 
This  phase  of  the  examination  is  only  an  aid 
in  assembling  information  about  the  presence 
or  absence  of  lesions.  To  omit  x-ray  inspec- 
tion of  the  chest  in  adult  tuberculin  reactors 
is  to  do  inferior  diagnostic  work.  It  fre- 
quently reveals  shadows  of  lesions  which 
cannot  possibly  be  located  by  any  other 
phase  of  the  examination.  Thus  the  x-ray  is 
indispensable.  Moreover,  in  lesions  which 
are  detectable  by  other  phases  the  x-ray  may 
reveal  a greater  extent  than  is  suspected. 
Again,  the  x-ray  may  show  changes  that  occur 
in  the  size  of  the  lesion  or  within  it  such  as 
clearing  or  cavitation,  when  one  makes 
periodic  inspections. 

Because  the  x-ray  is  so  helpful  there  has 
been  a tendency  to  exaggerate  its  value  and 
overlook  its  limitations.  In  order  to  keep  the 
x-ray  in  the  high  place  it  deserves,  we  must 
not  claim  more  than  it  is  capable  of  deliver- 
ing. Otherwise  it  will  fall  into  disrepute. 


Nothing  could  bring  about  a more  rapid  de- 
terioration of  confidence  of  the  public  and 
even  the  physician  in  the  x-ray  than  attempts 
to  make  diagnoses  from  x-ray  shadows  alone. 
Roemmich  says:  It  is  too  bad  that  in  the 
anxiety  of  justifying  case  finding  methods, 
case  registers  are  stuffed  with  x-ray  diag- 
neses.  If  x-ray  diagnoses  without  bac- 
teriological and  clinical  support  are  accepted 
for  sanitorium  care  some  precious  isolation 
facilities  will  be  wasted  on  arrested  tuber- 
culosis or  non-tuberculous  disease.” 

With  the  usual  postero-anterior  exposure 
the  x-ray  film  provides,  a somewhat  limited 
view  of  the  lungs  — in  fact,  25  per  cent  is 
obscured  from  vision  by  the  more  dense 
shadows  of  the  heart,  diaphragm,  ribs,  etc. 
Although  much  of  the  reinfection  type  of 
tuberculosis  of  a chronic  nature  appears  in 
those  parts  of  the  lungs  that  are  reasonably 
well  visualized,  there  are  also  lesions  which 
develop  in  the  areas  which  one  does  not  see 
on  the  x-ray  film.  Therefore,  in  seeking 
pulmonary  disease  one  starts  with  a 25  per 
cent  handicap.  The  second  serious  limitation 
of  the  x-ray  is  that  even  clearly  visualized 
shadows  of  areas  of  disease  are  never  path- 
ognomonic. Those  produced  by  tuberculosis 
are  closely  imitated  by  those  of  a number  of 
other  diseases.  Thus  it  is  never  possible  with 
any  accuracy  to  call  the  name  of  a disease 
from  the  shadow  it  casts.  The  third  handicap 
is  that  gross  lesions  must  exist  before  they 
cast  shadows  that  can  be  seen  on  the  film.  At 
any  given  time  most  of  the  tuberculous  lesions 
among  the  people  of  a community,  industry, 
etc.,  have  not  attained  gross  proportions  and 
therefore  they  escape  detection  by  x-ray  in- 
spection. They  are  in  the  pre-x-ray  stage  of 
development.  Moreover,  some  lesions  which 
are  large  enough  to  be  visualized  by  the  naked 
eye  are  not  dense  enough  to  absorb  x-rays  and 
therefore  they  cast  no  shadow.  Every  phys- 
ician should  know  these  limitations  and  ex- 
plain them  to  his  clientele,  the  survey  groups, 
etc.  If  this  is  done,  the  x-ray  will  be  accepted 
for  what  it  is  worth  and  no  more.  With  these 
deductions  it  is  still  so  valuable  that  it  can 
never  safely  be  omitted  in  any  examination 
of  the  chest. 

There  is  nothing  very  exacting  about  read- 
ing x-ray  films  of  the  chest,  since  two  or  more 
physicians,  independently  reading  the  same 
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group  of  films,  will  often  differ  as  much  as 
25  to  30  per  cent  in  their  interpretations.  In- 
deed, the  same  physician  who  reads  a large 
group  of  films  on  one  date  and  inspects  the 
same  films  a month  later  without  knowing 
that  he  has  seen  them  before  may  disagree 
with  himself  in  as  many  as  15  to  20  per  cent 
of  the  cases. 

The  only  sound  and  truly  efficacious  pro- 
cedure in  tuberculosis  control,  with  eradica- 
tion as  the  ultimate  goal,  consists  of  periodic 
x-ray  film  inspection  of  the  chest  of  the 
adults  tuberculin  reactors.  This  is  the  scien- 
tific, fundamental  and  practical  approach  to 
the  solution  of  the  problem.  All  who  present 
x-ray  shadows,  either  on  the  initial  inspection 
or  at  any  subsequent  time  must  have  the 
diagnosis  completed  to  determine  etiology, 
and  those  found  to  be  tuberculous  must  be 
adequately  managed.  In  this  manner,  infec- 
tions among  the  public  at  large  can  be 
promptly  stopped  and  for  the  most  part  pre- 
vented in  the  future.  At  the  present  moment 
this  method  is  practical  in  many  parts  of  the 
United  States.  However,  there  are  other 
places,  particularly  some  of  our  large  cities, 
where  more  spade  work  needs  to  be  done 
before  this  refined  method  can  be  used  to 
best  advantage.  In  such  places  chest  x-ray 
surveys,  with  completion  of  examination 
when  necessary  and  adequate  follow-up  and 
care  of  those  found  to  have  tuberculosis,  is 
an  excellent  procedure. 

The  tuberculosis  Control  Division  of  the 
United  States  Public  Health  Service  has  al- 
ready done  several  such  surveys  in  an  ad- 
mirable manner.  Diagnoses  are  not  made 
from  x-ray  shadows,  but  all  who  present 
them  are  urged  to  be  completely  examined. 
Wherever  the  public  responds  satisfactorily 
most  of  those  with  contagious  tuberculosis 
are  detected.  If  such  a survey  is  conducted 
once  or  twice  and  proper  disposition  is  made 
of  the  active  cases  found  the  population 
should  be  ready  for  the  refined  tuberculin 
test  which  discovers  the  tuberculosis  that 
the  x-ray  misses.  From  this  time  on  it  is 
only  necessary  to  make  periodic  x-ray  film 
inspection  of  the  chests  of  the  adult  tuber- 
culin reactors.  With  exogenous  infections 
stopped  or  reduced  to  a minimum  in  a com- 
munity, obviously  the  number  of  tuberculin 
reactors  will  decrease  from  year  to  year,  and 


therefore  the  problem  gradually  becomes 
smaller  until  the  disease  makes  its  last  stand 
among  the  aged. 

The  plan  of  the  Tuberculosis  Control  Di- 
vision of  the  United  States  Public  Health 
Service  to  offer  every  city  of  100,000  or  more 
population  a chest  x-ray  survey,  including 
every  adult  above  15  years,  is  most  admirable. 
It  should  be  unstintedly  supported  by  phys- 
icians, nurses,  and  all  other  health  workers. 
Every  effort  should  be  made  to  obtain  the 
best  possible  support  and  cooperation  of  the 
public  in  all  of  these  cities.  The  personnel  of 
the  Tuberculosis  Control  Division  since  its 
inception  has  been  of  the  best  quality.  Their 
surveys  are  conducted  on  a high  and  dignified 
level  which  cominands  the  admiration  and 
respect  of  all  concerned.  They  engender  in 
the  public  mind  a consciousness  concerning 
tuberculosis  which  has  never  before  existed 
and  yet  is  so  important  when  later  initiating 
a more  refined  program  leading  to  eradica- 
tion. 

Isolation  and  Treatment 

To  exterminate  tuberculosis  in  a state, 
adequate  provision  must  be  made  for  the 
isolation  of  every  person  with  contagious 
disease,  preferably  in  sanatoriums  and  hos- 
pitals. In  as  far  as  possible  treatment  should 
be  begun  among  those  whose  disease  has  not 
yet  become  contagious.  This  does  not  always 
require  hospitalization.  The  earlier  tuber- 
culosis is  found,  the  more  satisfactory  it  is 
generally  treated  and  the  shorter  the  period 
of  hospitalization  for  the  contagious  cases. 
There  are  always  some  who  do  not  respond 
well  to  treatment,  and  their  disease  advances 
in  spite  of  it.  There  are  others  whose  disease 
is  so  extensive  or  of  such  a nature  that  it  can- 
not be  rendered  non-contagious.  Such  per- 
sons require  isolation  as  long  as  they  live. 
There  are  some  with  thick  walled  cavities  in 
both  lungs,  always  contagious,  who  are  not 
ill.  They  are  able  to  work  and  should  not 
be  hospitalized.  In  most  of  our  states  there 
are  enough  such  cases  to  justify  the  provision 
of  one  or  more  institutions  or  buildings  where 
they  can  have  good  domiciliary  care  and  are 
permitted  to  work  up  to  the  safe  limit  of 
their  capacity. 

Surveys  are  sometimes  discouraged  on  the 
ground  that  there  are  no  beds  in  hospitals 
and  sanatoriums  available  for  the  cases  found. 
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This  is  not  a logical  objection  because  there 
is  a great  deal  that  can  be  done  for  both 
contagious  and  pre-contagious  cases  of  tuber- 
culosis outside  of  sanatoriums  and  hospitals. 
If  the  individual  knows  that  he  has  con- 
tagious disease  and  his  family  is  informed 
there  is  much  that  they  can  do  to  prevent 
the  dissemination  of  tubercle  bacilli.  Often 
persons  with  contagious  tuberculosis  in- 
volving only  one  lung  can  have  the  sputum 
converted  by  artificial  pneumothorax  while 
they  remain  in  bed  at  home.  Others  in  the 
pre-contagious  state  can  have  the  disease 
brought  under  control  and  contagion  pre- 
vented by  ambulatory  artificial  pneumo- 
thorax. Wherever  a sizable  number  of  per- 
sons is  found  whose  contagion  cannot  be  con- 
trolled in  the  home,  they  afford  the  best 
possible  argument  for  provision  or  additional 
beds  in  hospitals  and  sanatoriums.  The  need 
is  apparent,  and  if  properly  informed  the 
public  will  see  to  it  that  the  beds  are  pro- 
vided. 

Attempts  to  reduce  virulence  of  tubercle 
bacilli,  increase  resistance  of  man  and  to 
immunize  against  tuberculosis  have  been 
legion.  They  date  back  to  1883.  Over  and 
over  persons  who  have  developed  so-called 
immunizing  agents  have  practically  promised 
the  world  freedom  fromtuberculosis  in  a 
short  time.  In  each  instance,  however,  the 
worker’s  enthusiasm  outran  his  judgment, 
and  in  a brief  time  his  method  was  in  the  dis- 
card. The  very  nature  of  tuberculosis  has 
made  it  so.  An  attack  of  the  disease  itself 
does  not  immunize  against  subsequent  at- 
tacks. All  persons  ill  or  dead  from  tuber- 
culosis had  mild  primary  disease  before  the 
destructive  form  developed.  This  should 
have  immunized  or  protected  them  against 
illness  and  death  if  immunity  had  developed 
as  it  does  in  smallpox.  Moreover,  an  attack 
of  clinical  tuberculosis  does  not  immunize 
against  similar  subsequent  attacks.  In  fact, 
tuberculosis  is  notorious  as  a relapsing 
diease.  Many  of  the  so-called  immunizing 
substances  have  been  thought  by  their  pro- 
ducers and  sponsors  to  result  in  resistance  of 
the  animal  or  human  body  to  the  tubercle 
bacillus.  In  each  case,  however,  the  evidence 
was  too  flimsy,  despite  its  careful  study,  to 
justify  its  universal  adoption. 

Chemotherapy.  During  the  past  few  years 


chemotherapy  has  been  in  the  limelight,  first 
with  the  sulfones,  consisting  mainly  of 
diasone,  promin  and  promizole.  These  drugs 
did  not  prove  adequate,  but  their  possibilities 
have  not  been  exhausted.  Streptomycin  has 
done  more  to  influence  the  course  of  tuber- 
culosis than  any  drug  that  has  ever  been 
employed.  In  the  beginning  of  its  use  it  was 
hoped  that  this  antibiotic  would  have  a bac- 
teriocidal effect  on  tubercle  bacilli  in  the 
human  and  animal  tissues.  Although  this 
was  not  realized,  it  does  have  an  important 
bacteriostatic  effect.  Never  before  have  the 
highly  fatal  forms  of  acute  tuberculosis  such 
as  meningitis  and  miliary  disease  responded 
to  treatment.  Streptomycin  has  definitely 
altered  their  courses  in  a considerable  num- 
ber of  cases.  Life  has  been  extended,  and  in 
some  the  disease  appears  to  have  been  well 
controlled.  However,  even  in  these  cases  too 
little  time  has  elapsed  to  make  sure  that  the 
disease  will  not  reactivate.  Lesions  on  mucous 
membranes  throughout  the  respiratory  and 
digestive  tracts  often  make  an  immediate 
favorable  response  to  streptomycin  therapy. 
Some  appear  to  have  healed,  but  much  longer 
observation  is  necessary  before  this  word 
can  be  used.  Symptomatic  relief  results  from 
streptomycin  therapy  of  the  urinary  bladder. 
Sinuses  which  have  long  discharged  from  the 
surface  of  the  body  are  sometimes  closed 
and  appear  to  be  healed  in  four  or  five  weeks. 
Already  some  have  reopened,  and  it  is  not 
certain  whether  the  others  will  remain  closed. 
Obviously  this  depends  upon  the  efficacious- 
ness of  the  drug  on  the  underlying  lesions. 
When  only  a gram  or  less  of  streptomycin 
is  administered  per  day,  the  toxic  effects  such 
as  those  involving  the  auditory  and  vestibular 
nerves  are  much  less  than  when  larger  doses 
were  used.  In  these  smaller  doses  the  drug 
apparently  is  as  efficacious  as  in  larger  doses. 
Unfortunately  with  the  smaller  doses  re- 
sistant strains  flourish  or  others  become  re- 
sistant in  approximately  the  same  manner 
as  when  larger  doses  were  used.  When  the 
drug  has  been  administered  for  two  months 
50  per  cent  or  more  of  the  tubercle  bacilli  are 
resistant.  Against  these  streptomycin  has  no 
efficaciousness,  either  in  the  body  of  the  orig- 
inal patient  or  one  who  contracts  tuberculosis 
from  him.  There  is  a possibility  that  short 
periods  of  administration  repeated  from  time 
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to  time  may  avoid  a preponderance  of  the 
organisms  from  becoming  resistant.  Ob- 
viously the  best  time  to  treat  tuberculosis  by 
chemotherapy  is  as  soon  after  the  individual 
becomes  a reactor  to  tuberculin  as  possible. 
The  lesions  are  small  and  vascular  so  the 
organisms  may  be  reached  by  way  of  the 
blood  stream.  However,  streptomycin  is  ap- 
parently not  the  proper  drug  for  such  treat- 
ment; because  it  is  not  a germicide  and  re- 
sults in  resistance  of  the  organisms. 

Special  Projects 

In  most  states  it  is  not  possible  to  institute 
an  ideal  program  on  a statewide  basis  at 
once.  While  this  is  being  developed,  how- 
ever, there  is  much  that  can  be  accomplished, 
such  as  the  following  projects: 

(1)  Every  physician,  regardless  of  the 
nature  of  his  practice,  that  is,  ophthalmology, 
general  surgery,  general  practice,  etc.,  should 
be  supplied  regularly  with  tuberculin  or 
PPD  and  requested  to  admister  it  to  every 
patient  he  examines  for  any  purpose.  The 
reactors  should  have  the  examination  com- 
pleted as  described  above.  An  important 
segment  of  the  state’s  population  would  be 
reached  through  the  private  offices  of  the 
physicians  in  this  manner.  In  conjunction 
with  this,  every  hospital  should  make  the 
tuberculin  test  a part  of  the  routine  examina- 
tion for  all  entering  patients  who  have  not 
recently  been  tested.  The  remainder  of  the 
examination  should  be  completed  for  tuber- 
culosis as  indicated.  Hospitals  should  also 
examine  their  entire  personnel  periodically, 
beginning  with  the  tuberculin  test.  This 
should  include  all  institutions  for  the  men- 
tally ill  and  also  the  penal  institutions. 

(2)  All  colleges  and  universities  should  re- 
quire a complete  examination  for  tuber- 
culosis on  every  entering  student  and  periodi- 
cally thereafter,  as  well  as  every  member  of 
the  personnel,  both  teaching  and  otherwise. 

(3)  Chest  x-ray  surveys  should  be  con- 
ducted in  all  of  the  large  cities  until  the 
disease  is  so  reduced  that  more  refined 
methods  are  applicable. 

(4)  Each  pre-school  and  school  child 
should  be  tested  with  tuberculin.  Every 
reactor  has  been  in  contact  with  a contagious 
case  of  tuberculosis,  which  should  be  sought 
among  his  adult  associates.  All  high  school 
student  reactors  should  not  only  have  the 


sources  sought  but  should  have  periodic  x- 
ray  inspection  of  the  chest  with  completion 
of  examination  when  indicated.  Tuberculosis 
work  in  the  schools  is  by  no  means  obsolete. 
Indeed,  it  should  be  prosecuted  to  the  Nth 
degree  because  it  affords  our  best  tuber- 
culosis educational  opportunity  and  brings 
to  light  many  cases  of  clinical  tuberculosis 
among  children’s  adult  associates. 

(5)  The  examination  of  each  member  of 
the  family  prior  to  the  birth  of  a child  and  all 
adults  who  will  subsequently  frequent  the 
home  may  uncover  cases  of  clinical  tuber- 
culosis and  prevent  infants  from  becoming 
infected. 

(6)  Contrary  to  a general  belief,  there  is 
more  contagious  tuberculosis  among  persons 
beyond  the  age  of  50  years  for  the  number 
living  than  at  any  other  age  period  in  life. 
Often  elderly  persons  with  this  disease  in 
contagious  form  are  relatively  free  from 
symptoms.  One  of  the  most  important  pro- 
jects in  any  community  consists  of  adequate 
examination  beginning  with  the  tuberculin 
test  of  all  elderly  persons  for  tuberculosis. 

Although  we  are  still  without  a proved  im- 
munizing agent  and  do  not  have  a drug  that 
destroys  tubercle  bacilli  in  human  tissues, 
we  can  accomplish  tuberculosis  eradication 
in  any  state  where  the  people  have  the  will 
to  do  so.  The  method  is  exceedingly  simple 
and  consists  of  (1)  finding  all  persons  in- 
fected with  tubercle  bacilli  by  the  tuberculin 
test.  (2)  Examining  and  reexamining  the 
reactors  so  as  to  detect  at  the  earliest  possible 
time  the  clinical  disease  that  exists  or  sub- 
sequently develops  among  them.  (3)  Provid- 
ing adequate  sanatorium  and  hospital  beds 
for  the  isolation  and  care  of  ail  contagious 
cases  and  making  sure  that  such  cases  remain 
in  isolation  as  long  as  this  disease  is  con- 
tagious. The  efficaciousness  of  this  method 
has  been  thoroughly  proved. 

YOUR  1949 
DUES 

ARE  DUE  NO IV! 
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Pre  and  Postoperative  Care  of  the  Patient 

with  Malignancy* 

Charles  G.  Johnston,  M.D.  and  Homer  M.  Smathers,  M.D. 


Exceedingly 
important  in 
the  pre  and 
post-operative 
care  of  the 
patient  is  the 
psychological 
preparation  of 
a patient  to 
meet  the  prob- 
lems which 
confront  him. 

All  too  often 
little  thought  is 
given  to  the 
part  which  the  patient  must  play  if  a success- 
ful outcome  is  to  be  achieved.  I have  felt 
that  it  is  quite  important  to  take  the  patient 
rather  frankly  into  our  confidence  since  he 
has  so  much  at  stake,  and  if  properly  ap- 
proached so  that  he  has  a proper  attitude, 
his  behavior  can  do  so  much  to  help  in  assur- 
ing a successful  outcome. 

The  pre  and  postoperative  care  of  the 
patient  with  cancer  is  little  different  from 
that  of  the  average  patient  if  the  cancer  is 
treated  early.  Early  diagnosis  permits  treat- 
ment at  a time  when  the  patient  is  in  fairly 
normal  condition  and  the  patient  stands 
operation  well  even  though  the  procedure  is 
an  extensive  one. 

There  is  a growing  concept  of  wide  excision 
in  the  treatment  of  cancer.  This  idea  is  not 
new  and  has  long  been  a basic  consideration. 
However,  despite  the  general  acceptance,  all 
too  often  excision  has  been  inadequate. 
Reasons  for  this  are  in  general  as  follows: 
Attempts  to  save  functional  anatomical  units 
intact,  concern  over  immediate  mortality, 
unreliable  anesthesia  for  long  and  severe 
operations  and  lack  of  training  of  the  surgeon 
for  the  more  extensive  operative  procedure, 
difficulty  in  control  of  sepsis,  and  obtaining 
sufficient  amounts  of  whole  blood.  It  is  not 
my  purpose  to  discuss  these  problems  but  I 


cannot  help  but  comment  on  them  because  if 
a cancer  is  to  be  treated  successfully,  nothing 
short  of  complete  removal  of  all  involved 
tissue  is  sufficient. 

The  necessity  for  wide  removal  of  mali- 
gnant tissue  dictates  that  operations  upon 
most  cancer  patients,  especially  those  with 
visceral  involvement  shall  be  extensive  pro- 
cedures. Even  for  the  patient  who  is  in  good 
condition  this  is  an  ordeal  which  is  accom- 
panied with  blood  and  fluid  loss  and  likely  to 
cause  shock.  When  such  procedures  are 
carried  out  on  patients  who  are  in  poor 
nutrition,  anemic,  or  cachectic,  the  possibility 
of  successful  outcome  is  markedly  dimin- 
ished. 

Preoperatively,  it  is  important  that  the 
patient  be  restored  to  as  near  normal  con- 
dition as  is  possible.  To  consider  the  usual 
normal  values  for  laboratory  data  as  optimum 
is  sometimes  quite  fallacious.  As  an  instance, 
a patient  who  has  lost  weight  may  have  a 
serum  protein  level  of  7.0.  Under  ordinary 
circumstances  this  would  appear  to  be  quite 
normal,  but  in  an  emaciated  patient  the  total 
protein  stores  may  be  so  depleted,  despite 
the  apparently  normal  value,  that  the  patient 
actually  has  a marked  protein  deficit.  If  in 
addition  there  is  associated  dehydration  the 
actual  total  circulating  serum  protein  may  be 
very  low  even  though  high  values  are  re- 
ported by  a single  determination.  Equally 
important  is  the  adequacy  of  the  formed  ele- 
ments of  the  blood,  and  the  same  difficulty 
may  be  encountered  if  single  determinations 
are  depended  upon  for  red  cell  count  and 
hemoglobin. 

Most  everyone  is  aware  of  the  inadequacy 
of  the  usual  laboratory,  determinations  in  the 
evaluaticiv  of  tnese  depleted  patients.  Even 
whqn  -aQcompanied  with  ihe.  determination 
of,  plasma  volume,  the  facts  are  . nor,  all  at 

y*  Fro, 11  the.  Department  of  Su’-gery^,  Wayne  Uni- 
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hand  since  the  depletion  is  not  confined  alone 
to  the  blood  stream  but  to  other  tissues  as 
well.  It  would  be  excellent  if  it  were  possible 
to  resolve  the  problem  into  a simple  formula, 
and  several  have  been  suggested.  I know  of 
none  which  can  be  depended  upon  even  as 
general  guides  and  if  relied  upon  explicitly, 
are  more  harmful  than  valuable.  In  my  own 
experience  the  general  clinical  evaluation  of 
the  patient  has  been  more  helpful  and  a 
general  estimation  of  the  nutritional  status 
is  best  obtained  from  the  amount  of  weight 
lost.  Even  this  is  but  a rough  guage  since  the 
weight  of  patients  in  poor  nutrition  may  con- 
sist partly  of  the  weight  of  extracellular 
water  even  when  obvious  edema  is  not 
present. 

The  cancer  patient  ought  to  be  so  carefully 
prepared  for  surgery  that  one  is  not  required 
to  limit  the  procedure  to  the  extent  that  wide 
excision  is  not  possible.  Frequently  this  can- 
not be  accomplished  but  unless  there  are 
present  conditions  which  require  immediate 
operation,  enough  time  should  be  taken  to  get 
the  patient  in  as  good  condition  as  is  possible. 
So  far  as  food  and  fluids  are  concerned  the 
best  means  of  introduction  is  by  mouth.  Even 
food  taken  without  appetite,  or  if  necessary 
by  Levine  tube,  is  usually  better  than  that 
given  by  parenteral  routes.  Moderate  quan- 
tities given  frequently  are  much  better  toler- 
ated and  assimilated  than  are  large  quantities 
given  less  frequently.  So  long  as  there  are 
functional  segments  of  small  bowel  present 
it  is  highly  useful  for  absorption.  In  a series 
of  experiments  reported  by  my  associates 
(1),  the  fact  that  patients  with  continuous  in- 
testinal suction  drainage  could  be  kept  in 
positive  nitrogen  balance  was  well  shown. 
When  it  is  possible  to  encourage  a patient  to 
eat  adequate  amounts,  a selection  of  high 
protein  food  should  be  allowed.  Diets  of 
choice  are  usually  better  taken  than  diets 
strictly  prepared.  If  the  patient,  because  of 
anorexia  will  not  eat,  feeding  by  a tube  in  the 
stomach  is  worthwhile  provided  this  is  not 
forced  too  much  as  .to  pause  vomiting.  In  in- 
stances where  .there  is,  obstruction  to  .empty- 
ing of  the  stomach,  the^  question  of.  doing  an 
ileostoniy  for  feeding  purposes  must  be  cou- 
si(^ered.  An  ileostomy  for  feeding  purposes 
is  quite  artificial  and  ft  is  almost  as  easy 
to  do  an  anterior  'gastroehterbstorhy.  This 


allows  more  normal  and  adequate  nutrition 
and  permits  the  patient  to  regain  strength  to 
allow  a more  extensive  operation  later.  When 
it  is  not  possible  to  feed  patients,  amino  acids 
may  be  given  by  vein  but  this  is  not  as  effec- 
tive a method  of  restoring  body  protein. 

Adequate  nutrition  is  important  not  only 
because  it  permits  of  better  opportunity  to 
eradicate  cancer  by  a wide  excision  but  also 
to  assure  adequate  wound  healing.  Assurance 
of  adequate  vitamin  C intake  likewise  is 
essential  if  wound  healing  is  to  take  place 
normally  (2).  Depletion  of  vitamin  K is  not 
infrequent  in  cachectic  patients  and  it  is  wise 
to  supply  vitamin  K especially  if  the  pro- 
thrombin is  decreased. 

In  cases  where  the  large  bowel  is  to  be 
opened,  sulfasuxidine  is  an  aid  in  decreasing 
the  bacterial  flora  as  in  the  oral  administra- 
tion of  streptomycin.  It  is  our  custom  to  give 
a gram  of  streptomycin  daily  for  four  to  five 
days  before  surgery  on  the  large  bowel.  I 
agree  that  this  is  not  an  essential  to  large 
bowel  surgery  as  we  can  get  along  without  it 
by  careful  surgery.  However,  it  is  well  known 
that  either  sulfasuxidine  or  streptomycin  will 
markedly  decrease  the  bacterial  flora  and 
this  is  of  importance  in  decreasing  the 
dangers  of  peritonitis.  Therefore,  it  seems  to 
me  that  it  is  poor  judgment  not  to  take  ad- 
vantage of  these  substances  if  time  permits  of 
their  administration  before  large  bowel  sur- 
gery is  contemplated. 

The  primary  object  is  preparation  of  the 
patient  for  an  adequate  operation.  It  is  much 
better  to  take  sufficient  time  to  prepare  the 
patient  to  stand  an  adequate  operation  than 
it  is  to  do  an  inadequate  operation  because  of 
the  inability  of  the  patient  to  stand  the  pro- 
cedure. 

Circulating  blood  volume  must  be  adequate 
before  operation.  Transfusions  are  given  pre- 
ferably one  each  day  for  sufficient  time  be- 
fore operation  to  bring  the  hemoglobin  level 
to  normal  values  and  if  the  patient  is  below 
normal  weight  the  level  ought  to  be  greater 
than  what  is  considered  as  normal. 

During  an  extensive  operation  replacement 
of  blood  is  essential  and  there  must  be  an 
adequate  supply  at  hand  not  only  to  replace 
the  amount  lost  but  also  to  maintain  blood 
pressure  during  a shocking  procedure.  Coller 
(3)  has  pointed  out  that  even  in  ordinary 
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operations  the  blood  loss  is  greater  than  one 
might  ordinarily  suppose.  When  removal  of 
carcinomata,  especially  those  in  the  visceral 
cavities,  is  accomplished,  even  though  great 
care  is  exercised  to  clamp  all  bleeding  points, 
blood  loss  from  raw  surfaces  is  likely  to  be 
extensive.  In  a recent  resection  of  the  blad- 
der, uterus  and  rectum  with  the  associated 
lymphatics,  it  was  necessary  to  use  21  pints 
of  blood  during  the  operation.  It  is  not  to  be 
expected  that  such  quantities  of  blood  will 
remain  to  support  the  patient  in  the  post- 
operative period.  Stewart  (4)  has  presented 
data  which  indicates  that  during  acute  blood 
loss  a great  drain  is  placed  on  the  patient’s 
blood  store,  and  transfused  blood  is  rapidly 
lost  from  the  blood  vessels.  It  is  therefore 
necessary  to  give  supporting  blood  until  the 
patient  stabilizes.  Associated  with  extensive 
operations  even  when  care  is  taken  to  replace 
blood  loss,  shock  is  often  an  added  important 
problem.  Patients  who  remain  in  shock  for 
long  periods  may  have  difficulty  in  excreting 
fluids  and  scanty  'or  complete  lack  of  urine 
may  result.  Anuria  is  an  alarming  problem 
because  immediately  following  a severe  op- 
eration the  problem  of  maintaining  adequate 
fluid  balance  is  so  important.  The  distur- 
bance associated  with  lack  of  function  of  the 
urinary  secreting  mechanism  deprives  one 
not  only  of  a relatively  good  measure  of  con- 
trol of  hydration  but  prevents  excretion  of 
excesses.  A patient  with  normal  kidney  func- 
tion will  stand  some  over-hydration;  without 
normal  kidney  function  excess  fluid  adminis- 
tration is  usually  the  rule.  Furthermore,  it  is 
common  practice  to  increase  the  total  amount 
of  fluid  given  in  the  hope  of  stimulating 
urinary  excretion.  Campbell  (5)  has  pointed 
out  that  this  is  likely  to  cause  more  havoc 
than  do  good.  The  fluid  and  salt  tend  to  pile 
up  in  the  intracellular  spaces  and  actually 
cause  further  dehydration,  and  also  make  it 
less  likely  that  the  kidneys  will  begin  excret- 
ing. Campbell  has  indicated  that  limitation  of 
fluid  is  more  effective  in  correcting  post- 
operative anuria  than  is  the  excessive  ad- 
ministration of  salt  and  glucose  solution  and 
also  stresses  the  fact  that  there  should  be 
little  concern  about  reducing  the  high  blood 
urea. 

As  a rule,  the  average  patient  even  if  he 
cannot  take  fluids  or  food  by  mouth  will  do 


well  on  a total  of  3000  cc’s  of  fluid  intake  by 
vein  with  9 grams  of  sodium  chloride.  In  the 
case  of  excessive  sweating  or  loss  of  fluid  by 
fistulae,  diarrhea  or  vomiting,  additional 
amounts  should  be  given  to  cover  these  losses. 
The  following  case  report  and  table  indicates 
the  effect  of  excessive  salt  administration  by 
vein  in  bringing  about  a decrease  of  urinary 
output.  It  is  presented  as  an  error  in  in- 
terpreting the  actual  state  of  hydration. 

Example  of  Excess  Salt  and  Fluid 
Administration 


Date 

Blood 

Urea 

Total  Intake 
Serum  I,  V. 

Chlorides  Fluid  Chlorides 

Urine 

Output 

cc. 

Suction 

3-11 

29 

3-15 

390 

5500 

31  gms. 

1615 

1400 

3-21 

3000 

16.6 

600 

5000 

3-22 

5000 

24.6 

500 

3-23 

108 

370 

7000 

32 

250 

3-24 

116 

401 

2000 

65 

no 

900 

3-25 

172 

0 

0 

140t 

3-28 

0 

0 

830t 

3-29 

276 

499 

0 

0 

o 

CO 

flnvoluntary  ^Intestinal  Irrigations 


J.  O.,  is  a 38-year  old  man,  who  had  a 
thoracic  vagotomy  performed  in  1947.  After 
operation  he  was  relieved  of  his  pain  and  was 
well  except  for  an  occasional  bout  of  dis- 
tention for  7 months,  when  he  began  to  have 
tension  in  his  abdomen  with  nausea  and 
vomiting.  Periodic  lavage  relieved  him  for 
a few  days.  X-ray  examination  showed 
marked  gastric  retention.  Night  secretions 
which  had  been  approximately  1600  cc’s  with 
80°  of  free  acid  was  again  approximately 
1800  cc’s  with  36°  free  acid.  On  the  basis  of 
these  findings  it  was  thought  that  an  incom- 
plete vagotomy  had  been  performed  and  a 
gastric  resection  was  indicated.  Accordingly, 
on  the  10th  of  March,  1948,  a gastric  resection 
was  performed.  Two  days  later  the  patient 
had  severe  epigastric  pain  and  a blow  out  of 
his  duodenal  stump  was  considered  but  there 
did  not  seem  to  be  sufficient  findings  to  in- 
dicate this.  His  epigastric  pain  became  more 
severe  and  the  patient  became  jaundiced.  We 
felt  at  the  time  that  he  probably  had  either 
marked  edema  about  the  common  duct  or 
that  there  was  a small  retroduodenal  leak. 
Accordingly  on  March  14  the  patient  was  ex- 
plored through  a small  transverse  incision 
and  nothing  unusual  found.  The  gallbladder 
was  not  dilated  and  bile  could  be  expressed 
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easily.  A biopsy  of  the  liver  was  not  taken. 
Following  operation  the  patient  felt  some 
better  but  his  jaundice  increased.  On  the 
15th  of  March  the  patient  received  5500  cc’s 
of  fluid  containing  31  grams  of  salt  because 
it  was  thought  he  was  dehydrated.  However, 
he  was  up  and  about  but  continued  on  in- 
testinal suction  for  a portion  of  each  day  al- 
though the  patient  was  able  to  take  small 
amounts  of  food.  His  oral  intake  was  sup- 
plemented by  intravenous  fluids  with  no  less 
than  9 grams  of  salt  per  day.  He  continued 
to  put  out  small  amounts  of  urine  and  it  was 
thought  that  he  was  suffering  from  hypo- 
chloremia  on  the  basis  of  low  serum  chloride 
determinations  and  massive  amounts  of  salt 
were  given  him  by  vein.  The  urinary  output 
decreased.  On  the  evening  of  the  24th  of 
March  the  true  nature  of  his  mineral  balance 
was  determined.  All  fluids  were  stopped  by 
vein,  intestinal  lavage  begun  and  the  patient 
given  more  fluids  and  food  by  mouth.  During 
the  administration  of  excess  salt  the  patient 
had  periods  of  disorientation  and  bouts  of 
pulmonary  edema. 

He  was  given  supportive  treatment  as  re- 
gards his  failing  cardiac  state  and  aside  from 
this  nothing  was  done  except  limiting  in- 
travenous fluids.  Because  he  was  incontinent 
no  accurate  measure  of  urinary  output  was 
possible  but  there  was  a definite  increase  of 
urine.  At  postmortem  nephrosis  was  present. 

Another  opposite  type  of  error  is  illustrated 
in  the  following  case  report  and  table  in  that 
excessive  fluid  and  salt  loss  was  not  replaced 
when  it  became  obvious  that  the  patient  was 
dehydrated,  and  was  drawing  heavily  on  his 
salt  reserves.  Corrective  measures  were 
rapidly  successful. 

J.  L.,  a 38-year  old  white  male,  entered  the 
hospital  July  14,  1948.  He  gave  a 15-year 
ulcer  history  with  one  perforation.  For  3 
months  prior  to  entry  he  had  had  partial 
pyloric  obstruction.  On  July  15th  the  patient 
was  given  2000  cc.  of  59^  glucose  in  water  and 
1000  cc.  of  parenamine.  Gastric  suction  re- 
moved 2900  cc.  and  the  urine  output  was  100 
cc.  Gastric  analyses  and  night  secretion 
studies  removed  more  chlorides  the  following 
3 days.  On  July  17th  a reaction  to  parenamine 
occurred  and  this  fluid  was  discontinued  with 
no  substitute.  Urine  output  continued  very 
low  but  the  specific  gravity  ranged  from 


1.023  to  1.015.  Listlessness  was  noted  on  July 
19  and  on  the  21st  the  blood  urea  was  248 
mg.  per  100  cc.  1000  cc.  of  5%  glucose  in  saline 
was  added  to  the  I.  V.  intake  on  July  22  and 
continued  through  July  29.  Soft  diet  was 
begun  July  24.  Urine  output  and  blood  urea 
as  well  as  the  general  condition  of  the  patient 
showed  marked  response  to  the  addition  of 
salt.  Diet  alone  was  well  tolerated  beginning 
July  30. 


Duodenal 

Ulcer  with 

Obstruction 

Date 

Urine 

Specific 

Gravity 

Blood  Urea 
mg/100  cc. 

Total 

Intake 

Total 

Output 

7-15 

1.023 

48 

2000 

100 

7-21 

248 

2000 

200 

7-23 

276 

3000 

2025 

7-27 

1.011 

160 

3000t 

1870 

diet 

7-29 

88 

3000t 

diet 

8-2  72 

tinvoluntary  ^Intestinal  Irrigations 

Postoperatively,  nutrition,  fluid,  mineral 
and  vitamin  requirements  are  equally  im- 
portant as  before  operation.  Whenever 
possible  these  requirements  should  be  sup- 
plied in  as  normal  a manner  as  is  possible.  All 
too  often  parenteral  routes  are  used  when  the 
patient  can  take  these  by  mouth.  Routine 
programs  for  feeding  patients  seem  quite 
illogical  and  if  the  patient  is  permitted  some 
choice  will  control  diet  and  fluid  intake  better 
than  any  one  can  control  it  for  him.  It  is  my 
custom  to  allow  diet  of  choice  immediately 
following  operation.  Most  patients  will  not 
eat  until  food  is  acceptable  unless  encouraged 
and  if  told  to  eat  or  drink  only  what  and  when 
they  desire,  they  will  do  much  better  than  if 
given  diets  which  they  feel  they  must  eat 
whether  they  wish  it  or  not.  In  many  in- 
stances oral  intake  is  not  possible  and  then 
fluids  and  food  must  be  supplied  by  other 
routes.  If  the  patient  is  well  nourished  and 
hydrated  before  operation  the  needs  post- 
operatively are  not  so  urgent. 

Individuals  who  are  carrying  on  in  their 
usual  daily  routine  are  less  likely  to  have 
postoperative  complications.  Accordingly,  the 
patient  should  be  urged  to  do  as  nearly  as 
possibly  after  operation  as  he  did  before.  Un- 
less the  patient’s  general  condition  is  such 
that  he  cannot  under  any  circumstance  get 
out  of  bed  he  will  do  much  better  going  to  the 


— 18  — 


JANUARY  1949 


bathroom  than  using  a bed  pan.  The  matter 
of  getting  on  and  off  bed  pans  for  the  average 
patient  is  much  more  strenous  than  using 
modern  plumbing  equipment.  We  do  not 
hesitate  to  move  the  patient  immediately 
postoperative  for  fear  of  wound  difficulties. 
Immediately  postoperative  the  wound  should 
hold  together,  and  actually  if  wound  de- 
hiscence is  feared,  it  is  to  be  expected  to  occur 
in  the  second  week  and  not  the  first  week. 
A patient  must  be  told  not  to  stifle  cough  and 
to  avoid  shallow  breathing  because  the 
average  patient  has  a great  fear  of  wound 
disruption  and  will  tend  to  underventilate. 
Postoperative  distention  is  a difficulty  which 
must  always  be  considered  not  only  because 
of  the  discomfort  it  causes  a patient  but  be- 
cause of  the  pathological  changes  which  it 
engenders.  A markedly  distended  patient  has 
a lowered  vital  capacity,  greater  possibilities 
for  changes  in  the  composition  of  the  blood 
plasma,  and,  of  course,  difficulties  in  alimen- 
tation are  always  present.  A great  many 
patients  will  not  need  continuous  postopera- 
tive aspiration,  but  as  a protective  measure  in 
cases  who  have  had  extensive  operations 
within  the  peritoneal  cavity  postoperative 
gastric  or  intestinal  suction  until  the  patient 
begins  to  desire  food  is  exceedingly  good  in- 
surance. 

It  is  our  custom,  especially  with  operations 
on  the  lower  intestinal  tract,  to  employ  pre- 
operative small  intestinal  intubation,  not  only 
because  it  is  an  aid  in  the  operative  pro- 
cedure but  also  because  it  permits  of  better 
postoperative  control  of  distention.  Since 
using  this  procedure  for  right  colon  resection 
we  have  not  felt  it  necessary  to  do  a two-stage 
operation  since  the  patient’s  convalescence 
following  a one-stage  procedure  is  so  satis- 
factory. 

We  do  not  as  a rule  administer  any  of  the 
chemotherapeutic  drugs  postoperatively  un- 
less there  is  some  indication  for  it.  In  cases 
in  which  peritonitis  is  suspected,  selected 
forms  of  chemotherapy  are  given.  In  patients 
in  which  there  is  massive  spill  of  intestinal 
content,  penicillin,  streptomycin,  or  both,  is 
usually  given. 

Some  years  ago  we  were  interested  in  the 
possibility  of  administering  oxygen  to 
patients  in  high  concentrations  in  the  hope 
that  it  would  decrease  the  tendency  towards 
postoperative  ileus  as  well  as  supply  in- 


creased oxygen  to  the  patient.  Unless  there 
is  marked  decrease  in  vital  capacity  or  de- 
pression in  circulation,  the  administration  of 
oxygen  is  usually  of  no  advantage  and  it 
causes  a great  deal  of  difficulty  to  the  patient 
either  because  of  confinement  in  an  oxygen 
tent  or  the  irritation  from  drying  from  ad- 
ministration by  nasal  catheter.  When  needed, 
it  is  an  important  adjunct  in  therapy,  but  the 
majority  of  patients  do  not  require  it.  While 
postoperative  phlebothrombosis  in  our  clinic 
has  not  occurred  frequently,  it  is  well  to 
examine  a patient’s  leg  for  calf  tenderness  or 
swelling.  Usually  in  cases  where  phleboth- 
rombosis occurs  there  is  additional  suggestive 
evidence  from  the  temperature  and  pulse 
chart.  A slight  increase  in  temperature  and 
pulse  usually  precedes  the  tenderness  of  the 
calf.  In  cases  where  phlebothrombosis  is  sus- 
pected postoperatively,  heparin  in  25  mg. 
doses  repeated  every  6 hours  is  given.  The 
rationale  for  this  is  based  upon  the  fact  that 
a small  amount  of  heparin  is  effective  in  re- 
ducing the  tendency  of  the  blood  to  clot  and 
we  do  not  feel  that  it  is  necessary  to  com- 
pletely prevent  clotting.  While  a small 
amount  of  heparin  is  effective,  if  dicoumarol 
is  to  be  used  it  is  necessary  to  depress  the 
prothrombin  to  35%  or  below.  The  difficul- 
ties associated  with  the  control  of  dicoumarol 
may  be  dangerous.  If  the  signs  and  sym- 
ptoms of  phlebothrombosis  are  clear  cut  we 
do  not  hesitate  to  ligate  the  superficial 
femoral  vein.  The  number  of  femoral  liga- 
tions on  surgical  patients  in  our  clinic  is  ex- 
ceedingly few.  We  do,  however,  do  a fair 
number  of  ligations  of  patients  with  cardiac 
disease  who  develop  a frank  evidence  of 
phlebothrombosis  with  or  without  evidence 
of  pulmonary  infraction. 

When  care  is  exercised  to  prepare  the 
patient  for  operation,  extensive  procedures 
may  be  carried  out  with  the  expectation  that 
postoperative  complications  will  be  small.  If 
the  patient  is  properly  stimulated  to  ignore 
his  operative  procedure  one  might  expect 
trouble  only  in  the  occasional  patient.  Such 
postoperative  complications  must  be  rec- 
ognized earljr^  and  .prompt  adequate  therapy 
instituted.  Px6pet,Acare  to  maintain  the 
patient  constant,%%h^  a good  physiological 
state  permits'^^to  carry*^©iit  successfully  the 
dictum  that  in  of^^qr  Cd%re^  cancer  patients 
adequately,  a wid^.q'XjCisidn  m Ihe  cancerous 
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tissue  is  necessary  and  nothing  short  of  this 
can  be  considered  as  adequate  surgical  treat- 
ment of  cancer. 
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ILLUSTRATIONS  TO  BE  ISSUED  SOON 

Soon  to  be  issued  in  book  form  are  the  Ciba 
illustrations  of  anatomy  and  pathology  which 
were  prepared  by  Frank  H.  Netter,  M.D. 
These  full  color  drawings  have  been  dis- 
tributed to  physicians  for  the  last  several 
years  in  portfolio  form  by  Ciba  Pharmaceu- 
tical Products,  Inc.,  Summit,  N.  J. 

These  anatomical  charts  have  been  widely 
acclaimed  in  the  medical  profession.  In  many 
medical  schools  they  are  used  as  teaching  aids 
and  physicians  have  found  them  valuable  in 
office  instruction  of  patients. 

While  portfolios  of  new  drawings  will  be 
issued  from  time  to  time,  this  new  book  will 
bring  together  those  that  were  distributed 
up  to  January  1,  1948. 

The  book  will  measure  dVz  x I2V2  inches 
and  contain  224  pages,  showing  191  of  these 
anatomical  charts  printed  in  full  color.  It 
will  be  sold  by  Ciba  at  a price  to  cover  only 
the  actual  printing  and  binding  costs. 

The  subjects  covered  in  the  book  will  be  as 


follows; 

Number 

Full-Color 

Subject  Plates 

The  Lungs  and  Chest  - 36 

Injuries  to  the  Chest 12 

The  Esophagus 12 

The  Stomach 19 

The  Duodenum 12 

The  Small  Intestine 20 

The  Colon 20 

Injuries  of  the  Abdomen 10 

The  Testicle __14 

The  Prostate 5 

The  Male  Breast  2 

The  Female  Breast  18 

The  Heart  and  Aorta 11 


The  ilustrations  will  be  printed  on  80-pound 
gloss  enamel  paper  and  the  book  will  be 
bound  in  boards  with  blue  buckram  covering 
and  the  title  stamped  in  genuine  gold  on  the 
front  and  spine. 


• Pnje4€>^Ul}e>  ^a44/i4ixU  P^iodudd.  • 
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EWING  OUTLINES 
TEN  YEAR  PLAN 

The  Annual  Conference  of  the  State  and 
Territorial  Health  Officers  with  the  Surgeon 
General  of  the  U.  S.  Public  Health  Service 
was  held  in  Washington,  D.  C.,  on  November 
14  to  17.  Headlined  on  the  program  was  a 
talk  by  Oscar  R.  Ewing,  Federal  Security  Ad- 
ministrator, on  the  subject  “The  Job  Ahead.” 
Mr.  Ewing  introduced  his  subject  by  stating 
that  the  election  had  made  one  thing  clear— 
that  the  American  people  were  squarely  be- 
hind the  social  and  economic  program  in- 
itiated under  the  Roosevelt  administration 
and  carried  on  so  vigorously  by  President 
Truman.  He  stated  that  a golden  opportunity 
now  presented  itself  for  the  completion  of  the 
whole  program  and  that  this  was  precisely 
what  the  administration  proposed  to  do. 

Mr.  Ewing  then  discussed  the  ten-year  plan 
which  he  had  worked  out  at  the  request  of 
the  President  for  the  purpose  of  developing 
the  health  resources  of  the  nation  and  raising 
the  health  standards  of  the  people.  The  plan 
proposes  to  increase  our  medical  manpower 
by  forty  to  fifty  percent  by  1960.  This  would 
be  done  by  building  new  medical  colleges,  ex- 
panding present  ones,  and  establishing 
scholarships  to  permit  more  students  to  take 
training.  Mr.  Ewing  stated  “Much  of  this 
manpower,  we  hope,  will  inevitably  be  at- 
tracted to  rural  and  small  town  practice.” 
(One  wonders  why  our  small  towns  will  at- 
tract doctors  in  1960  when  they  cannot  be 
attracted  at  present).  A sixty-five  percent 
increase  in  hospital  beds  is  proposed  in  the 
next  ten  years.  Extension  of  full  time  public 
health  service  to  all  areas,  expansion  of  ma- 
ternal and  child  health  services,  provision  of 
care  for  chronic  illness,  increased  preventive 
work  in  mental  health,  and  extension  of 
facilities  for  dental  care  are  also  proposed. 

Having  outlined  his  proposals,  Mr.  Ewing 
stated  that  to  try  to  make  available  all  the 
facilities  he  proposed  without  taking  steps 


to  bring  them  within  the  reach  of  the  average 
pocketbook  would  be  begging  the  whole 
question.  In  his  opinion,  national  health  in- 
surance is  the  answer.  Mr.  Ewing  made  the 
following  statement  as  to  how  his  proposed 
system  would  work; 

“Suppose  national  health  insurance  should 
go  into  operation  tomorrow.  In  every  com- 
munity, each  doctor  would  decide  individ- 
ually for  himself  whether  or  not  he  wanted 
to  practice  under  the  system.  If  he  decided 
he  did,  he  and  the  other  like-minded  doctors 
would  get  together  with  the  local  committee 
set  up  to  administer  the  system.” 

“This  committee  would  operate  on  a 
strictly  decentralized  basis,  much  as  our  local 
draft  boards  operated  during  the  war.  The 
doctors  would  sit  down  with  the  committee 
and  work  out  a basic  set  of  service  fees — so 
much  for  an  ordinary  office  visit,  so  much, 
let  us  say,  for  a tonsillectomy,  so  much  for 
delivering  a baby.  These  fees  would  be 
agreed  to  as  a fair  and  reasonable  scale  for 
the  community  for  which  they  were  set.” 

“Then,  each  person  covered  by  the  insur- 
ance would  select  his  own  physician.  The 
physician  would  decide  whether  or  not  he 
wanted  that  particular  patient.  If,  later, 
either  wanted  to  renege  on  his  choice,  he 
would  be  free  to  make  the  change.  The  only 
difference  between  the  insurance  system  and 
the  present  system  is  that  the  doctor  would 
receive  his  fees  out  of  the  general  insurance 
fund,  rather  than  through  the  somewhat 
painful  process  of  collecting  it  from  his 
patient.” 

Mr.  Ewing  believes  that  the  election  con- 
stitutes a mandate  from  the  people  to  insti- 
tute a plan  of  national  health  insurance.  He 
holds  a high  position  in  our  government  and 
there  is  no  doubt  that  his  proposed  legislation 
will  be  introduced  at  the  next  session  of 
Congress.  Should  a national  health  insurance 
law  be  enacted,  it  will  be  administered 
through  the  various  State  Health  Depart- 
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merits.  Your  State  Health  Officer  realizes 
that  such  a program  would  place  him  in  a 
position  of  great  responsibility  and  authority. 
He  does  not  aspire,  however,  to  the  position 
of  a medical  dictator.  Unimpressed  by  the 
crusaders  for  socialized  medicine,  he  re- 
affirms his  opinion  that  government  responsi- 
bilities in  medicine  should  be  limited  to  those 
services  which,  because  of  their  nature,  can- 
not be  provided  by  the  individual  for  him- 
self. Adequate  public  health  service  for  the 
population  as  a whole  is  highly  desirable  and 
necessary.  The  medical  problems  of  the  in- 
dividual and  the  supplying  of  medical  care 
are  not,  however,  proper  functions  of  govern- 
ment. 

For  medicine  and  the  allied  professions  the 
next  few  months  are  critical.  Proponents  of 
national  health  insurance  are  strategically  in 
the  best  position  they  have  ever  occupied. 
They  can  be  depended  on  to  make  the  most 
of  their  opportunity. 

G.  J.  Van  Heuvelen,  M.D. 

Superintendent 

South  Dakota  State  Board  of  Health 


ASSESSMENT  ACTION  DISCUSSED 

Progress  in  American  medicine  is  an 
achievement  which  we,  as  doctors,  are  proud 
to  relate  to  the  general  public. 

Yet,  for  some  time  now,  many  stories 
reaching  lay  readers  have  dealt  with  isolated 
cases  of  distress,  indicting  the  medical  pro- 
fession, along  with  articles  based  on  glib 
promises  of  social  planners. 

During  the  ensuing  year,  the  medical  pro- 
fession must  concentrate  its  efforts  on  one 
problem:  to  tell  the  American  people  about 
the  many  contributions  which  the  medical 
profession  has  made  to  alleviate  disease, 
preserve  life  and  postpone  death.  Our  story 
must  stress  the  importance  of  our  present 
system  of  voluntary  care  and  present  the  true 
facts  about  medical  care  and  health  protec- 
tion. 

The  House  of  Delegates  of  the  American 
Medical  Association,  at  the  Interim  Session 
in  St.  Louis,  fully  recognized  these  problems 
by  creating  a means  for  carrying  on  a nation- 
wide health  education  program.  To  finance 
this  program  an  assessment  of  $25  was  made 
on  each  member  of  the  American  Medical 
Association.  Members  of  the  American  Med- 


ical Association  do  not  pay  dues.  If  they  de- 
sire to  become  Fellows  of  the  Scientific 
Assembly  they  make  application  and  pay  $12 
a year  dues,  which  include  a subscription  to 
The  Journal.  This  hardly  pays  for  the  paper 
and  printing;  notwithstanding  the  fact  that 
the  doctor  receives  the  best  medical  period- 
ical published  anywhere  in  the  world. 

In  1947,  the  expenses  of  the  Association 
exceeded  income.  For  that  reason  dues  of 
Fellows  were  raised  from  $8  to  $12.  However, 
even  higher  costs  have  kept  apace  with  this 
raise  and  the  Association  may  show  a net  loss 
for  1948. 

The  medical  profession  as  a whole  is  of  the 
firm  opinion  that  government  control  of  med- 
icine would  lower  the  standards  of  medical 
care  in  the  United  States,  and  is  so  sincere 
in  this  belief  that  it  feels  everything  possible 
should  be  done  to  prevent  such  control  from 
being  thrust  upon  us. 

A coordinating  committee  has  been  formed 
to  help  solve  many  of  the  problems  which  we 
face,  and  it  is  enlisting  the  support  of  every 
physician.  This  committee  is  composed  of 
Dr.  E.  L.  Henderson,  chairman.  Dr.  Edward 
S.  Hamilton,  Dr.  Gunnar  Gundersen,  Dr. 
Walter  B.  Martin,  Dr.  Louis  H.  Bauer,  Dr. 
John  W.  Cline,  Dr.  William  Bates,  Dr.  R.  B. 
Robins,  Dr.  R.  L.  Sensenich,  and  Dr.  George 
F.  Lull. 


TEN  COMMANDMENTS 
OF  PREPAYMENT 

Number  One 

Thou  shalt  not  allow  the  quality  of  medical 
service  to  the  individual  American  ever  to 
deteriorate  behind  a curtain  of  prepayment. 

Number  Two 

Thou  shalt  not  take  a fee  for  service  from 
the  prepayment  plan  fund  and  then  add  an 
extra  extreme  bill  thereto  to  the  patient 
merely  because  you  can  get  away  with  it. 

Number  Three 

Thou  shalt  not  disparage  the  voluntary  pre- 
payment system,  for  American  medicine  is 
committed  to  this  method  of  easing  the  finan- 
cial burden  of  sickness. 

Number  Four 

Thou  shalt  not  over-sell  prepayment — it  is 
only  one  of  the  several  elements  available  to 
assist  individuals  in  the  pursuit  of  health, 
and  is  only  one  answer  to  the  federal  control 
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of  medicine.  There  are  many  others  as  can  be 
seen  from  the  Ten  Point  National  Health  Pro- 
gram of  the  A.M.A. 

Number  Five 

Thou  shaft  not  damn  prepayment  with 
faint  praise. 

Number  Six 

Thou  shaft  readily  admit  some  imperfec- 
tions inherent  in  prepayment.  At  the  same 
time  thou  shaft  indicate  that  the  voluntary 
and  experimental  nature  of  prepayment 
plans  constitute  a great  measure  of  their 
strength. 

Number  Seven 

Thou  shaft  do  everything  possible  to  help 
maintain  actuarily  correct  data  and  as  a 
participating  physician  thou  shaft  willingly 
provide  necessary  information  which  will  en- 
able prepayment  plans  to  keep  necessary 
records. 

Number  Eight 

Thou  shaft  abide  by  the  decisions  of  the 
majority  in  your  society  and  publicly  support 
the  prepayment  plan  adopted  and  do  your 
utmost  to  make  it  work. 

Number  Nine 

Thou  shalt  not,  however,  become  a prepay- 
ment “cultist,”  stating  that  one  particular 
type  of  voluntary  prepayment  system  is  the 
only  correct  method  and  that  all  other  ap- 
proaches are  wrong. 

Number  Ten 

Thou  shalt  continue  as  an  American  phys- 
ician to  stress  the  dignity  of  the  individual 
and  the  fact  that  ones  health  is  much  more 
the  concern  of  the  individual  than  it  is  the 
concern  of  any  political  unit  of  society  and 
shall  continue  to  urge  all  individuals  to 
assume  their  proper  share  of  this  responsi- 
bility. 

IF  YOU  MOVE  — 

PLEASE  NOTIFY  THE 
JOURNAL  OFFICE 

300  First  National  Bank 
Sioux  Falls,  South  Dakota 


IT  HAPPENED  IN 

ILLINOIS  . . . The  Chicago  Medical  School 
was  given  full  approval  by  the  American 
Medical  Association  and  the  Association  of 
American  Medical  Colleges.  Approval  was 
announced  at  the  November  9 meeting  of  the 
AAMC  meeting  in  White  Sulphur  Springs. 

NEW  JERSEY  . . . The  Woman’s  Auxil- 
iary set  up  a program  of  rural  health  educa- 
tion and  find  that  it  has  had  an  overwhelming 
vacation. 

OHIO  . . . The  County  Health  Commis- 
sioners in  Ohio  have  set  up  a Conference  to 
serve  as  a medium  for  the  interchange  of  in- 
formation and  viewpoints  and  for  the  de- 
velopment of  procedures  relating  to  all 
phases  of  public  health. 

HAWAII  . . . The  Territorial  Medical  As- 
sociation announced  in  their  Journal  that 
they  have  arranged  to  provide  Medicine  of 
the  Year  to  their  members. 


SCHERING  SUPPLIES  TAX  GUIDE  TO 
PHYSICIANS 

“The  “Schering  Physicians’  Income  Tax 
Guide,”  a 93  page  compilation  of  essential  in- 
formation on  the  proper  completion  of  fed- 
eral income  tax  estimates  and  returns,  is  be- 
ing distributed  to  the  medical  profession  upon 
request  by  Schering  Corporation  of  Bloom- 
field, New  Jersey.  Every  possible  situation 
is  covered  clearly  and  concisely,  from  general 
tax  return  procedure  to  such  problems  as  bad 
debts  or  the  deductibility  of  reading  matter 
for  the  physician’s  waiting  room. 

Prepared  especially  for  physicians  by  tax 
experts,  Hugh  J.  Campbell  and  James  B. 
Liberman  of  New  York,  the  “Schering  Phys- 
icians’ Income  Tax  Guide”  includes  charts  of 
sample  tax  returns,  completely  filled  in,  and 
accompained  by  lists  of  permissible  deduc- 
tions. The  books  have  been  prepared  for 
complimentary  distribution  by  the  Medical 
Service  Department  of  Schering  Corporation, 
world’s  largest  manufacturer  of  sex  hor- 
mones. 
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NATIONAL  CONFERENCE 

ON  MEDICAL  SERVICE 
PRELIMINARY  PROGRAM 


The  National  Conference  on  Medical  Serv- 
ice will  meet  at  the  Palmer  House  in  Chicago 
on  February  6th.  The  Preliminary  program 
for  this  meeting  is  as  follows: 

9:00  a.  m.  Registration;  Foyer  of  Red 
Lacquer  Room  Fourth  Floor 
Palmer  House. 

9:30  a.  m.  Call  to  order: 

Appointment  of  Committees. 
Address  of  the  President — E.  F. 
Sladek,  M.D.,  Traverse  City, 
Michigan. 

9:45  a.  m.  Legalized  Medical  Research. 

Medical  Problems — Chris  J.  D. 
Zarafonetis,  M.D.,  University 
of  Michigan. 

Legal  Problems — George  Wak- 
erlin,  M.D.,  University  of 
Illinois. 


10:25  a.  m.  Title  to  be  announced — James  R. 

McVay,  M.D.,  Kansas  City, 
City,  Missouri;  Chairman, 
Council  on  Medical  Service, 
A.  M.  A. 

10:50  a.  m.  Progress  of  the  World  Health  Or- 
ganization — Frank  Calderone, 
M.D.,  Director,  American  Of- 
fice, World  Health  Organiza- 
tion. 


11:05  a.  m.  Progress  of  the  World  Medical 
Association  — Creighton  Bar- 
ker, M.D.,  Executive  Secretary, 
Connecticut  State  Medical  As- 
sociation. 

11:20  a.  m.  Medical  Program  of  the  United 
Mine  Workers  of  America  Wel- 
fare and  Retirement  Fund  — 
Warren  F.  Draper,  M.D.,  Ex- 
ecutive Medical  Director. 


11:40  a.  m.  Discussion  Period. 

12:15  p.  m.  Subscription  Luncheon. 


1:00  p.  m. 
2:00  p.  m. 

2:30  p.  m. 

2:40  p.  m. 


3:40  p.  m. 
4:00  p.  m. 


The  A.  M.  A.  puts  on  its  Fighting 
Togs.  Speaker  to  be  announced 

What’s  Happening  in  Washing- 
ton This  Week  — James  D. 
Boyle,  United  Public  Health 
League. 

Discussion.  To  be  opened  by 
Joseph  S.  Lawrence,  M.D., 
Director  of  the  Washington 
Office,  A.  M.  A. 

Panel  Discussion  on  Postgrad- 
uate Education  of  the  Doctor. 

(a)  Responsibility  of  Medical 
Schools  in  Continued  Post- 
graduate Education  of  the 
Doctor  — George  N.  Aa- 
gaard.  Director  of  Post- 
graduate Medical  Educa- 
tion Program,  University  of 
Minnesota. 

(b)  Function  of  the  State  Med- 
ical Society  in  Postgradu- 
ate Work — C.  W.  Smith, 
M.D.,  Harrisburg,  Penn- 
sylvania. 

(c)  Survey  Findings  on  Spec- 
ialization in  Colorado  — 
Harold  I.  Goldman,  M.D., 
Denver,  Colorado. 

Discussion  Period. 

Can  Corporations  Such  as  Hos- 
pitals Legally  Engage  in  the 
Practice  of  Medicine? — Wilbur 
Bailey,  M.D.,  Los  Angeles,  Cal- 
ifornia. 


4:30  p.  m.  Report  of  Committees  and  Elec- 
tion of  Officers. 

5:00  p.  m.  Adjournment. 

(Note:  All  papers  will  begin 
exactly  as  scheduled. 
No  speaker  will  be  al- 
lowed to  speak  over- 
time.) 
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A.  M.  A.  Delegates  Report— Interim  Session 

November  30,  1948  to  December  3.  1948  — St.  Louis,  Missouri 
H.  Russell  Brown,  M.D.,  Watertown,  S.  D. 


This  interim  session  of  the  A.M.A.  proved 
to  be  an  outstanding  meeting.  With  scientific 
meetings  designed  for  the  general  prac- 
titioner, there  was  evident,  wide  spread  satis- 
faction in  the  quality  and  value  of  the  meet- 
ing. Approximately  2,200  fellows  were  reg- 
istered and  the  total  registration  exceeded 
4,500. 

The  House  of  Delegates  session  was  charac- 
terized by  its  usual  almost  100%  attendance 
and  attention  to  business.  No  comment  need 
be  made  in  this  report  regarding  the  import- 
ance of  the  problems  which  face  the  medical 
profession  for  decision  and  action. 

Dr.  W.  L.  (Buck)  Pressley  of  Due  West, 
South  Carolina  received  the  general  prac- 
titioner award  of  the  A.M.A.  for  1948.  Our 
own  Dr.  Lyle  (Bunny)  Hare,  Spearfish,  South 
Dakota  was  one  of  the  three  candidates  to 
be  nominated  by  the  Board  of  Trustees.  He 
placed  second  in  the  voting,  receiving  52  of 
the  166  votes  which  were  cast. 

In  recognition  of  outstanding  service  to  the 
public  and  to  American  Medicine  rendered 
by  a distinguished  and  nationally  known  lay- 
man, the  House  of  Delegates  awarded  to 
Reverend  Alphonse  Schwitalla,  S.  J.,  Dean  of 
St.  Louis  University  Medical  School,  a cer- 
tificate of  appreciation  and  a gold  medal. 

The  proposal  of  Associated  Medical  Care 
plans  to  form  a national  stock  insurance  com- 
pany was  given  lengthy  and  serious  con- 
sideration by  the  House  of  Delegates.  Final 
action  by  the  House  disapproved  the  proposal 
for  an  insurance  company  but  approved  the 
formation  of  a national  enrollment  agency. 
It  instructed  the  Council  on  Medical  Service 
to  continue  to  promote  the  development  and 
extension  of  Voluntary  Medical  Care  plans, 
and  recommended  that  A.M.C.P.  get  out  of 
the  policy  making  field. 

Far-reaching  changes  in  the  complexion  of 
the  A.M.A.  will  result  from  another  action  of 
the  House.  From  now  on  the  A.M.A.  will  be- 
gin to  fight  vigorously  for  the  principles  in 
which  it  believes.  Recognizing  that  the  pro- 
ponents of  compulsory  sickness  insurance  will 


intensify  their  battle  and  attempt  to  force  a 
decision  by  congress  during  the  next  year  or 
two,  the  House  voted  to  begin  a nation-wide 
campaign:  (1)  to  acquaint  the  people  with  the 
superior  advantages  of  American  Medicine 
over  government  dominated  systems  in  other 
countries,  (2)  to  awaken  the  people  to  the 
dangers  of  a politically  controlled  compulsory 
health  insurance  system,  (3)  to  further  stim- 
ulate the  growth  of  voluntary  health  in- 
surance systems. 

To  support  this  nation-wide  educational 
campaign,  the  House  of  Delegates  voted 
unanimously  to  assess  each  member  of  the 
A.M.A.  twenty  five  dollars.  Concurrently  the 
Board  of  Trustees  established  a Planning 
Committee  of  ten  members.  This  will  con- 
sist of  four  from  the  Board  of  Trustees,  three 
from  the  House  of  Delegates,  and  ex  officio, 
the  chairman  of  the  Board,  President  and 
Secretary.  The  present  personel  of  this  com- 
mittee consists  of:  Drs.  Edwin  S.  Hamilton, 
Illinois;  Gunnar  Gunderson,  Wisconsin;  Wal- 
ter B.  Martin,  Virginia;  and  Louis  H.  Bauer, 
New  York,  as  members  of  the  Board  of  Trus- 
tees; Drs.  William  Bates,  Pennsylvania;  John 
W.  Cline,  California;  and  R.  B.  Robins, 
Arkansas,  as  members  from  the  House  of 
Delegates;  Drs.  R.  L.  Sensenich,  Indiana, 
President;  Elmer  L.  Henderson,  Kentucky, 
Chairman;  and  George  F.  Lull,  Illinois,  Sec- 
retary and  General  Manager.  This  planning 
committee  will  determine  and  govern  the 
overall  policies  and  conduct  of  the  forthcom- 
ing educational  campaign. 

During  the  meeting  discussions  were  had, 
and  decisions  arrived  at,  on  many  other 
matters  of  less  major  importance.  To  discuss 
all  of  them  would  make  this  report  too 
lengthy.  It  is  recommended  that  each  mem- 
ber of  the  association  read  the  proceedings  of 
the  House  of  Delegates  for  more  detailed  in- 
formation. 

Again,  I wish  exp^^  appreciation  for 
the  honor  and  privilg^a  dL'^.^p^esenting  the 
South  Dakota  Stat^  Medi&al  Als(^ation  as 
Delegate  to  the  A.M.A!  / ■ ^ ^ 7>>. 


1949  DISTRICT  OFFICERS 

SOUTH  DAKOTA  STATE  MEDICAL  ASSOCIATION 


Aberdeen  Districl  #1 

President — P.  V.  McCarthy,  M.D. 
Vice-president — J.  C.  Rodine,  M.D. 
Secretary-treasurer — G.  Steele,  M.D. 
Delegates — P.  V.  McCarthy,  M.D. 

J.  C.  Rodine,  M.D. 

Alternates — Carson  Murdy,  M.D. 

G.  Steele,  M.D. 

Watertown  District  #2 

President — J.  H.  Crawford,  Jr.,  M.D. 
Vice-president — Mary  A.  Schmidt,  M.D. 
Secretary-treasurer — John  Argabrite,  M.D. 

Brookings-Madison  District  #3 

President — Dean  C.  Austin,  M.D. 
Vice-president — Donald  Scheller,  M.D. 
Secretary-treasurer — C.  M.  Kershner,  M.D. 
Delegates — F.  E.  Boyd,  Jr.,  M.D. 

E.  A.  Hofer,  M.D. 

Alternates — Magni  Davidson,  M.D. 

Clarence  Sherwood,  M.D. 

Pierre  District  lf4 

President — M.  A.  Hetrick,  M.D. 
Vice-president — L.  C.  Askwig,  M.D. 
Secretary-treasurer — M.  M.  Morrisey,  M.D. 
Delegate — L.  C.  Askwig,  M.D. 

Huron  District  JfS 

President — Paul  Tschetter,  M.D. 
Vice-president — H.  P.  Adams,  M.D. 
Secretary-treasurer — Theo.  Hohm,  M.D. 
Delegate — R.  A.  Buchanan,  M.D. 

Alternate — Theo.  Hohm,  M.D. 

Mitchell  District  #6 

President — C.  S.  Moran,  M.D. 
Vice-president — H.  R.  Lewis,  M.D. 
Secretary-treasurer — F.  D.  Gillis,  Jr.,  M.D. 
Delegates — C.  F.  Binder,  M.D. 

F.  J.  Tobin,  M.D. 

Alternates — W.  R.  Ball,  M.D. 

W.  F.  Bollinger,  M.D. 


Sioux  Falls  District  #7 

President — H.  M.  Dehli,  M.D. 
Vice-president — C.  J.  McDonald,  M.D. 
Secretary — D.  H.  Manning,  M.D.  - 
Treasurer — Paul  C.  Reagan,  M.D. 
Delegates — George  Stevens,  M.D. 

C.  J.  McDonald,  M.D. 

John  Kittelson,  M.D. 

D.  H.  Manning,  M.D. 
Alternates — J.  A.  Nelson,  M.D. 

H.  B.  Shreves,  M.D. 

H.  M.  Dehli,  M.D. 

E.  H.  Rich,  M.D. 

Yankton  District  ifS 

President — C.  B.  McVay,  M.D. 
Vice-president — F.  W.  Haas,  M.D. 
Secretary-treasurer — F.  J.  Abts,  M.D. 
Delegates — C.  B.  McVay,  M.D. 

F.  W.  Abts,  M.D. 

Alternates — E.  R.  Schwartz,  M.D. 

T.  H.  Sattler,  M.D. 

Black  Hills  District  ^9 
President — H.  E.  Davidson,  M.D. 
Vice-president — G.  Heidepreim,  M.D. 
Secretary-treasurer — F.  J.  Gilbert,  M.D. 

Rosebud  District  #10 
no  officers 

Northwest  District  #11 
President — F.  C.  Totten,  M.D. 
Secretary-treasurer — L.  D.  Harris,  M.D. 
Delegate — C.  E.  Lowe,  M.D. 

Alternate — J.  A.  Lowe,  M.D. 

Whetstone  District  #12 

President — Joseph  Lovering,  M.D. 
Vice-president — Harry  Brauer,  M.D. 
Secretary-treasurer — L.  D.  Dawson,  M.D. 
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SEVENTH  CONGRESS  ON 
RHEUMATIC  DISEASES 

The  Seventh  International 
Congress  on  Rheumatic 
Deseases  will  be  held  in  New 
York  City,  May  30  through 
June  3,  1949  under  the  spon- 
sorship of  the  International 
League  against  Rheumatism. 
Hosts  will  be  the  officers  and 
the  400  members  of  the 
American  Rheumatism  As- 
sociation, assisted  by  the 
New  York  Rheumatism  As- 
sociation. 

The  congress  will  be  the 
first  International  Congress 
on  Rheumatic  Diseases  to  be 
held  in  the  United  States.  It 
will  provide  the  first  oppor- 
tunity since  the  war  for  phys- 
icians and  scientists,  from 
Europe  and  North  and  South 
America,  to  meet  together  to 
present  and  discuss  new  de- 
velopments concerning  the 
rheumatic  diseases,  which 
constitute  one  of  the  greatest 
causes  of  world  wide  in- 
validity. The  Congress  is  be- 
ing held  with  the  official 
sanction  of  the  United  States 
government  whose  State  De- 
partment will  cooperate  in 
the  issuance  of  official  invita- 
tions to  various  governments 
and  Rheumatism  Associa- 
tions. 

Headquarters  for  the  Con- 
gress will  be  the  Waldorf- 
Astoria  Hotel,  at  which  ses- 


sions will  be  presented  dis- 
cussing certain  fundamental 
and  clinical  topics  relating  to 
rheumatology. 

Prospective  participants 
are  invited  to  take  part  in 
all  of  these  programs  and 
these  participants  should 
submit  titles  of  their  papers 
to  the  Program  Committee 
for  consideration. 


ABERDEEN  DISTRICT 
ELECTS  OFFICERS 

The  Aberdeen  District 
Medical  Society  held  a 
dinner  meeting  at  the  Alonzo 
Ward  Hotel  Tuesday  eve- 
ning, December  14th,  with 
approximately  thirty  pres- 
ent. Dr.  E.  A.  Banner  of  the 
Department  of  Gynecology 
and  Obstetrics  of  the  Mayo 
Clinic,  Rochester,  Minnesota, 
read  an  excellent  paper  on 
“Prolonged  Labor.” 

The  following  officers  were 
elected  for  1949: 

President 

Dr.  P.  V.  McCarthy, 
Aberdeen 

Vice-president 

Dr.  John  Rodine,  Aber- 
deen 

Secy.-treas. 

Dr.  Granville  Steele, 
Aberdeen 

Delegates 

Dr.  P.  V.  McCarthy 
Dr.  John  Rodine 


Alternates 

Dr.  Carson  Murdy,  Aber- 
deen 

Dr.  Granville  Steele 
Dr.  Paul  Bunker  was  re- 
elected to  serve  for  three 
years  on  the  Board  of  Cen- 
sors with  Dr.  J.  E.  Bruner, 
Aberdeen  and  Dr.  Paul  Scal- 
lin,  Redfield,  whose  terms 
continue. 


NORTHWEST  DISTRICT 
ELECTS  TOTTEN 

The  Northwest  District 
Medical  Society  met  at  the 
Brown  Palace  Hotel  in  Mo- 
bridge,  Sunday  evening,  De- 
cember 5,  with  eight  of  the 
twelve  doctors  in  the  area  in 
attendance.  It  was  decided  to 
elect  officers,  which  was  the 
first  such  election  in  several 
years.  Results  of  the  elec- 
tion made  Dr.  F.  C.  Totten 
of  Lemmon,  president;  Dr. 
L.  D.  Harris  of  Mobridge,  sec- 
retary; Dr.  C.  E.  Lowe  of  Mo- 
bridge, delegate;  and  Dr. 
J.  A.  Lowe  of  Mobridge,  al- 
ternate delegate. 

Speakers  at  the  meeting 
were  President  John  L. 
Calene  and  Executive  Secre- 
tary John  C.  Foster  of  the 
State  Medical  Association. 
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DR.  S.  M.  HOHF  HONORED 


Pictured  above  is  Doctor  S.M.Hohf,  Yankton  who  was  awarded 
membership  in  the  50  year  club  by  Doctor  J.  L.  Calene,  Aberdeen, 
President  of  the  State  Association. 


— Photo  by  Martin  Honner,  Courtesy  of  Yankton  Press  & Dakotan 


C.  B.  McVAY 
ELECTED  TO  HEAD 
YANKTON  DISTRICT 

At  a meeting  of  the  Yank- 
ton District  Medical  Society 
at  Sacred  Heart  Hospital 
December  13,  Dr.  C.  B.  Mc- 
Vay  was  elected  president 
for  the  coming  year.  F.  W. 
Haas  was  named  vice-presi- 
dent and  F.  J.  Abts  was  re- 
named secretary-treasurer. 
Drs.  McVay  and  Haas  will 
serve  as  delegates  and  Drs. 


Sattler  and  Schwartz  as  al- 
ternates. Censors  elected 
were  M.  A.  Auld,  one  year; 
A.  P.  Reding,  two  years;  and 
Donald  Slaughter,  three 
years. 


KOREN  JOINS  CLINIC 

Dr.  Paul  Koren  will  be  as- 
sociated with  the  Dawley- 
Kegaries  Clinic  in  Rapid 
City,  South  Dakota,  after 
March  1.  He  will  specialize 
in  ear,  nose,  and  throat. 


Research  Fellowships 
Available 

Announcement  of  the 
availability  of  10  research 
fellowships  to  be  awarded 
for  one  year  in  the  fields  of 
medicine,  dentistry,  and 
pharmacy  has  been  an- 
nounced by  the  University  of 
Illinois  Graduate  College  in 
Chicago. 

The  fellowships  carry  stip- 
ends of  $1,800  per  year  for 
medical  and  dental  graduates 
and  $1,200  for  pharmacy 
graduates,  with  exemption 
from  tuition  fees  for  all  ap- 
pointees. Registration  in  the 
Graduate  College  for  credit 
toward  M.S.  or  Ph.D.  degrees 
is  required. 

Appointments  cover  a 
calendar  year  with  a one 
month  vacation.  Fellows  are 
eligible  for  re-appointment 
in  competition  with  the  new 
applicants. 

Candidates  for  fellowships 
must  have  completed  a min- 
imum training  acquired  in 
any  one  of  the  following 
ways,  or  the  equivalent 
thereof: 

1.  Work  leading  to  the  B.S. 
or  B.A.  and  M.D.  de- 
grees. 

2.  Work  leading  to  the 
B.S.,  M.S.,  and  D.D.S. 
degrees. 

3.  Work  leading  to  the  B.S. 
or  B.A.  degree  in  a four- 
year  collegiate  course 
and  to  the  D.D.S.  de- 
gree. 

4.  Work  leading  to  the 
B.S.,  D.D.S.,  or  M.D.  de- 
grees. 

5.  Work  leading  to  the  B.S. 
or  B.A.  degree  followed 
by  a degree  in  pharmacy 
(4  year  course). 

6.  Three  years  of  collegiate 
work  followed  by  a de- 
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gree  in  pharmacy  (4 
year  course)  and  M.S. 
degree  in  pharmacy. 

Candidates  should  indicate 
the  field  of  research  in  which 
they  are  interested  and  sub- 
mit transcripts  of  their 
scholastic  credits,  together 
with  the  names  of  three  for- 
mer science  teachers  as  ref- 
erences. Appointments  will 
be  announced  March  1,  1949, 
or  shortly  thereafter.  The 
fellowship  year  begins  on 
July  1,  1949,  or  September  1, 
1949. 

Formal  application  blanks 
may  be  secured  from  the 
Secretary  of  the  Graduate 
Committee,  1853  W.  Polk 
street,  Chicago  12,  Illinois. 


LOVERING  ELECTED 
PRESIDENT 

Dr.  Joseph  Lovering,  Web- 
ster, was  elected  president  of 
the  12th  District  Medical 
Society  with  Dr.  H.  H. 
Brauer  of  Sisseton  named 
vice-president.  Dr.  L.  D. 
Dawson  of  Milbank  con- 
tinues as  secretary-treasurer. 


PHYSICIANS  ATTEND 
DISTRICT  MEETING 

Dinner  was  served  at  the 
Bates  hotel  to  doctors  and 
auxiliary  members  who  at- 
tended the  3rd  District  med- 
ical meeting  which  was  held 
in  Brookings  early  in  De- 
cember. Following  the  din- 
ner, separate  meetings  by  the 
two  organizations  took  place. 

The  doctors  elected  Dr. 
Dean  Austin,  Brookings, 
president.  Dr.  D.  L.  Scheller, 
Arlington,  vice  president  and 
Dr.  Calvin  Kershner,  Brook- 
ings, re-elected  secretary- 
treasurer. 

Auxihary  members  met  in 
the  home  of  Mrs.  Magni 


Davidson  and  elected  Mrs. 
H.  R.  Wold,  president;  Mrs. 
G.  Ploughman,  vice  president 
and  Mrs.  Richard  Baughman, 
secretary-treasurer.  Mrs. 
Nettum  spoke  to  the  group 
regarding  the  South  Dakota 
plan  for  insurance  against 
cost  of  hospital  and  medical 
care.  Mrs.  Davidson  served 
Christmas  cookies  and  coffee 
at  the  conclusion  of  the 
meeting. 


DR.  E.  R.  LONG 

ANNOUNCES  STUDIES 

Application  of  the  science 
of  genetics  to  the  tubercu- 
losis germ  in  an  effort  to  find 
out  why  some  of  the  germ’s 
offspring  become  resistant  to 
drugs  and  eventually  pre- 
dominate over  drug-sensitive 
germs  will  be  undertaken  in 
studies  sponsored  by  the  Na- 
tional Tuberculosis  Associa- 
tion. 

Dr.  Esmond  R.  Long,  di- 
rector of  research  for  the 
NTA,  announced  that  genetic 
studies  of  the  tubercle  ba- 
cillus, the  germ  which  causes 
tuberculosis,  are  among  22 
research  projects  which  the 
Committee  on  Medical  Re- 
search and  Therapy  of  the 
NTA’s  medical  section,  the 
American  Trudeau  Society, 
will  recommend  to  the  Board 
of  Directors  for  the  coming 
year.  The  Board  will  act  on 
the  grants  at  a meeting  in 
February. 

Research  projects  ap- 
proved by  the  Committee  on 
Medical  Research  and  Ther- 
apy include  clinical  and  basic 
laboratory  studies  and  labor- 
atory work  of  a service  type, 
such  as  the  tubercle  bacillus 
Culture  Bank  maintained  by 
the  NTA  at  the  Trudeau 
Laboratory,  Trudeau,  N.  Y. 


In  line  with  established  pol- 
icy of  the  Association,  said 
Dr.  Long,  the  grants  will  be 
made  to  qualified  investi- 
gators with  well  equipped 
laboratories  who  are  in  a 
position  to  carry  on  related 
tuberculosis  studies. 

SEVENTH  DISTRICT 
HOLDS  ELECTION 

At  a meeting  held  Decem- 
ber 28,  at  the  Cottage  in 
Sioux  Falls,  the  following 
doctors  were  named  officers 
of  the  Seventh  District  Med- 
ical Society: 

H.  M.  Dehli,  M.D.,  Colton 
— President;  C.  J.  McDonald, 
M.D.,  Sioux  Falls — Vice- 
president;  D.  H.  Manning, 
M.D.,  Sioux  Falls — Secre- 
tary; Paul  Reagan,  M.D., 
Sioux  Falls — Treasurer. 

A business  meeting  was 
held  with  about  fifty  mem- 
bers in  attendance. 

SPEARFISH  HONORS 
DR.  LYLE  HARE 

The  Chamber  of  Commerce 
of  Spearfish  honored  Doctor 
Lyle  Hare,  runnerup  in  the 
A.M.A.’s  General  Prac- 
tioner’s  award,  at  a banquet 
Wednesday  December  29th. 
The  toastmaster  for  the 
occasion  was  W.  E.  Lown, 
Spearfish  retailer,  who  in- 
troduced John  C.  Foster, 
Executive  Secretary  of  the 
S.D.S.M.A.,  Doctor  A.  S. 
Jackson,  Lead,  Doctor  E.  C. 
Woodburn,  President  Emer- 
itus, of  Black  Hills  Teachers 
College,  Judge  Harry  Illsley, 
New  Castle,  Wyo.  and  W.  E. 
Dickey,  Spearfish  banker. 

Dickey  presented  Doctor 
Hare  with  a rod  and  reel  for 
following  his  hobby  of  trout 
fishing,  naming  the  city  of 
Spearfish  as  the  group  mak- 
ing the  community  gesture. 
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PHARMACEUTICAL  DIVISION 

BLISS  C.  WILSON.  Editor 


BOARD  OF  PHARMACY  BULLETIN 
Bliss  C.  Wilson,  Secretary,  Pierre 

The  Federal  Food,  Drug  and  Cosmetic  Act 
prohibits  the  retail  sale  of  certain  “Rx- 
legend”  drugs  except  on  prescription.  The 
Food  and  Drug  Administration  regards  a 
prescription  to  be  a WRITTEN  order  which 
bears  the  SIGNATURE  of  the  physician.  A 
prescription  calling  for  any  “Rx-legend”  drug 
should  never  be  refilled  by  a pharmacist 
without  written  authorization  from  the  pre- 
scriber,  in  the  opinion  of  FDA  officials.  The 
Food  and  Drug  Administration  has  recently 
taken  the  position  that  the  refilling  of  any 
prescription,  whether  it  calls  for  a “Rx- 
legend”  drug  or  not,  is  akin  to  over-the- 
counter  sale  if  the  pharmacist  does  not  have 
the  physician’s  written  authority  to  refill. 
On  refills  of  prescriptions  not  calling  for  “Rx- 
legends”  drugs,  the  FDA  says,  a pharmacist 
has  two  choices  if  he  does  not  have  the  phys- 
ician’s written  authority:  (1)  He  may  regard 
the  refill  request  as  an  over-counter  trans- 
action and  sell  the  drug  in  its  originial 
package;  or  (2)  he  may  prepare  a new  package 
incorporating  under  his  own  label  adequate 
directions  for  use,  statement  of  contents,  and 
any  other  information  required  by  the  Food, 
Drug  and  Cosmetic  Act. 

The  relationship  between  physicians  and 
pharmacists  for  more  than  a century,  has 
established  that  common  practice  regards  a 
prescription  to  be  an  order  from  a physician 
to  a pharmacist  to  furnish  medicine  to  a 
patient  under  that  physician’s  directions  for 
use.  Common  practice  has  established  that 
any  such  order,  whether  verbal  or  written, 
may  still  be  regarded  as  a prescription.  Com- 
mon practice  has  established  that  a phar- 
macist may  accept  a prescription  by  tele- 
phone, and  unless  the  statutes  specifically 
prohibit  the  filling  of  such  prescription  with- 
out “the  signature  of  the  prescribing  phys- 
ician,” then  the  pharmacist  may  fill  that  pre- 
scription and  enter  it  in  his  prescription  file 
without  the  actual  signature  of  the  physician. 


Common  practice  has  established  that  the 
pharmacist  is  permitted  to  refill  any  pre- 
scription in  his  file  at  the  request  of  the 
patient,  provided  the  refilling  of  such  pre- 
scription is  not  prohibited  by  law  or  that  the 
physician  has  not  requested  that  the  pre- 
scription should  not  be  refilled.  Common 
practice  has  established  that  the  pharmacist’s 
authorization  for  refilling  a prescription  is 
IMPLIED  whenever  the  physician  has  not 
indicated  to  the  pharmacist  that  such  pre- 
scription is  not  to  be  refilled.  Common  prac- 
tice has  established  that  the  ethics  of  the  pro- 
fession prohibit  a pharmacist  from  refilling 
any  prescription  where  he  has  any  reason  to 
suspect  that  such  refilling  would  not  meet 
with  the  approval  of  the  prescribing  phys- 
ician. We  believe,  that  operation  under  these 
common  practices  has  brought  about  an 
efficient  method  of  supplying  medicine  to  the 
patient  as  the  physician  would  have  it  sup- 
plied and  that  this  method  is  in  the  best  in- 
terests of  the  public  health. 

The  position  taken  by  the  Food  and  Drug 
Administration  would  lead  us  to  believe  that 
these  common  practices  are  “all  wrong”;  that 
no  prescription  should  be  regarded  as  such 
unless  it  bears  the  signature  of  the  prescrib- 
ing physician;  that  no  physician  ever  intended 
that  any  of  his  prescriptions  should  ever  be 
refilled  unless  he  stated  this  in  writing  on  the 
prescription;  that  pharmacists  have  been  “in 
error,”  these  many  years,  in  refilling  pre- 
scriptions without  written  authority;  that  the 
pharmacist  has  no  ethics  and  that  it  is  better 
for  him  to  betray  the  physician  by  telling  the 
patient,  “Your  physician  has  neglected  to  in- 
dicate that  this  prescription  is  refillable  but 
I have  the  alternative  to  sell  you  exactly  the 
same  medicine  in  the  manufacturer’s  original 
package,”  or,  “This  medicine  is  a combination 
of  drugs  and  while  I am  not  permitted  to  sell 
it  to  you  under  a prescription  label,  I will  be 
glad  to  compound  it  for  you  exactly  as  your 
physician  prescribed.  I will  show  on  my  label 
the  exact  amounts  of  every  ingredient  and 
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give  you  all  of  the  information  required  by 
law.  We  do  not  give  copies  of  prescriptions, 
any  more,  but  you  can  purchase  this  same 
combination  of  drugs  at  any  drug  store  if  you 
will  show  them  my  label.  I hope  they  don’t 
overcharge  you  or  undersell  me.” 

It  will  not  be  easy  to  change  our  common 
practices  to  proposed  practices  which  are  the 
exact  opposite.  Must  we  do  this  to  escape  the 
penalties  of  Federal  Law  merely  to  satisfy 
the  opinion  of  the  Administration  charged 
with  enforcement  of  that  law?  In  our  opinion 
the  position  taken  by  the  Food  and  Drug  Ad- 
ministration is  unreasonable  and  un-war- 
ranted.  We  are  merely  trying  to  reach  the 
same  goal  of  SUPPLYING  MEDICINE  TO 
THE  PATIENT  EXACTLY  AS  THE  PHYS- 
ICIAN WOULD  HAVE  IT  SUPPLIED.  But, 
we  are  trying  to  do  this  from  opposite  direc- 
tions. Under  our  common  practices,  we 
assume  that  the  physician  has  no  objection  to 
having  his  prescriptions  refilled  unless  he  in- 
dicates this  verbally  or  writes  on  the  pre- 
scription “Do  Not  Refill.”  Under  FDA  pro- 
posed practices,  we  assume  that  no  physician 
wishes  to  have  any  prescription  refilled  and 
unless  the  physician  writes,  “Please  Refill” 
on  the  prescription,  it  would  be  proper  and 
lawful  for  the  pharmacist  to  supply  the 
patient’s  request  in  an  over-the-counter 
transaction. 

Only  the  physician  and  pharmacist  know 
the  exact  contents  of  a prescription  that  is 
identified  to  the  patient  by  number  only.  To 
reveal  this  information  to  the  patient,  under 
common  practices,  would  be  unethical.  The 
patient  might  lose  faith  in  the  physician  and 
faith  in  the  medicine.  The  FDA  would  have 
pharmacists  reveal  this  information  as  a “law- 
ful practice”  and  thereby  encourage  self- 
medication. 

What  can  South  Dakota  pharmacists  and 
physicians  do  about  these  radical  changes  in 
prescription  practices  which  have  been 
forced  upon  our  professions  by  the  Food  and 
Drug  Administration?  Our  attorney  informs 
us  that  any  position  taken  by  a federal  en- 
forcement agency  has  the  “effect  of  law.” 
Our  government  is  still  a representative 
government.  Pharmacists  and  physicians 
who  consider  the  position  taken  by  the  Food 
and  Drug  Administration  as  unreasonable, 
can  write  to  their  Senators  and  Congressman 


and  urge  them  to  use  their  influence  to  have 
such  rulings  recinded  or  reversed. 

It  is  the  duty  of  the  South  Dakota  Board  of 
Pharmacy  to  notify  all  Registered  Pharmacies 
of  the  position  taken  by  the  Federal  Food  and 
Drug  Administration  with  regard  to  (1)  What 
constitutes  a prescription?  and  (2)  When  may 
a prescription  be  refilled?  The  FDA  position 
is  explained  in  the  first  paragraph  of  this 
article.  Pharmacist  Managers  are  urged  to 
take  prompt  action  or  govern  themselves 
accordingly. 


JOINT  MEETING  OF  EXECUTIVE  BODIES 
OF  PH.  A.  AND  N.  A.  R.  D. 

Any  plan  which  would  deprive  medicine 
and  allied  medical  professions  of  their  private 
enterprise  status  came  in  for  condemnation 
at  the  annual  joint  meeting  of  the  executive 
committee  of  the  National  Association  of  Re- 
tail Druggists  and  the  council  of  the  Amer- 
ican Pharmaceutical  Association  held  in 
Chicago  on  December  10.  The  joint  meeting 
also  expressed  itself  in  opposition  to  any 
movement  which  would  withdraw  from  the 
public  the  full  right  of  selection  of  physician, 
dentist  and  pharmacist. 

The  Chicago  meeting  was  the  sixth  of  the 
joint  conferences  between  the  two  national 
organizations.  This  procedure  was  approved 
by  both  organizations  several  years  ago  so 
that  matters  of  outstanding  importance  to 
pharmacy  might  have  the  benefit  of  joint  de- 
bate. 

The  meeting  was  presided  over  by  Frank 
W.  Moudry,  chairman  of  the  N.A.R.D.  execu- 
tive committee.  Dr.  George  D.  Beal,  chair- 
man of  the  A.Ph.A.  council,  serving  as  co- 
chairman. 

The  joint  group  expressed  deep-seated  con- 
cern over  what  it  viewed  as  the  “inevitable 
demoralization  of  prescription  practice,”  if 
the  labeling  of  prescriptions,  which  term  in- 
cluded refills,  is  to  be  governed  by  the  label- 
ing provisions  of  the  Federal  Food,  Drug  and 
Cosmetic  Act. 

After  extensive  discussion  of  this  subject, 
the  meeting  went  on  record  calling  for  “an 
appropriate  bill  to  be  introduced  in  the  next 
Congress  which  will  exempt  the  labeling  of 
prescriptions  including  refills  from  Section 
502”  of  the  Act. 

The  tax  exemption  now  enjoyed  by  con- 
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sumer  cooperatives  which  are  in  competition 
with  other  fully  taxed  businesses  was  con- 
demned as  not  only  unjust  and  discriminatory 
but  as  fostering  unfair  competition.  The  joint 
meeting  expressed  the  opinion  that  granting 
tax  exemption  to  consumer  cooperatives  was 
“destructive  of  our  democratic  economic  sys- 
tem.” 

The  joint  meeting  took  the  position  that  the 
regulation  of  barbiturates  was  a matter  for 
the  states  to  deal  with,  and  it  urged  the 
pharmaceutical  associations  in  those  states 
that  do  not  now  have  adequate  barbiturate 
legislation  to  sponsor  the  barbiturate  bill  en- 
dorsed by  the  National  Drug  Trade  Con- 
ference. 

The  conference  approved  the  recommenda- 
tion of  the  Pharmaceutical  Survey  with  re- 
spect to  the  need  for  improving  and  strength- 
ening the  four-j^ear  curriculum  leading  to  the 
degree  of  Bachelor  of  Science  in  Pharmacy. 

This  curriculum  was  defined  as  the  basic 
training  for  pharmacists  in  that  it  provided 
“the  essential  knowledge  and  skill  for  the 
practice  of  pharmacy.”  “Taking  note  of  the 
controversy  now  raging  over  the  desirability 
of  a six-year  course  leading  to  the  pro- 
fessional degree  of  Doctor  of  Pharmacy,  the 
joint  group  said  that  colleges  of  pharmacy 
should  “be  encouraged  to  study  the  feasibility 
of  instituting”  such  an  extended  curriculum 
so  that  its  educational  value  and  the  pro- 
fessional opportunities  open  to  the  holders 
of  the  Doctor  of  Pharmacy  degree  might  “be 
experimentally  established.” 

“The  publication,  distribution  and  sale  of 
salacious,  obscene  and  indecent  books,  mag- 
azines and  periodicals,  with  particular  ref- 
erence to  comic  books  which  feature  and  extol 
crime  and  sex  and  which  are  otherwise 
offensive  to  good  civic  and  moral  standards,” 
were  condemned.  Pharmacists  were  urged  to 
take  an  active  part  in  bringing  about  the  dis- 
continuance of  such  publications. 

As  another  means  of  curbing  the  distribu- 
tion of  such  publications,  the  joint  body  con- 
demned the  “block  selling”  of  magazines  on 
the  ground  that  this  practice  is  a “major 
factor  in  obtaining  distribution  of  offensive 
magazines”  which  otherwise  would  not  be 
stocked  by  many  retailers. 

The  conference  took  the  position  that  the 
public  health  programs  in  the  various  states 


should  reflect  “the  consensus  of  professional 
thinking  of  the  medical  care  professions.”  In 
order  that  such  consensus  might  be  developed 
and  at  the  same  time  bring  about  a “closer 
degree  of  cooperation  between  medicine, 
pharmacy,  dentistry,  nursing,  hospital  ad- 
ministrators and  public  health  officials,”  the 
joint  body  expressed  the  opinion  that  allied 
health  councils  representing  all  the  medical 
care  profssions  should  be  established  in  all 
the  states. 

Federal  legislation  was  approved  to  re- 
peal or  “substantially  reduce”  tax  on  alcohol 
used  in  the  manufacture  of  medicinal  pre- 
parations. This  tax  was  characterized  as  “in- 
defensibly high.”  It  was  further  asserted  that 
the  effect  of  the  tax  was  to  raise  the  cost  of 
medical  care  and  thus  constitutes  an  “un- 
justifiable burden  on  those  segments  of  the 
population  least  able  to  bear  it.” 

State  pharmaceutical  associations  were 
urged  to  make  appropriate  exhibits  at  the 
annual  conventions  of  state  medical  societies. 
Such  exhibits,  in  the  opinion  of  the  con- 
ference, would  tend  to  make  the  medical  pro- 
fession more  aware  of  the  professional  serv- 
ices the  pharmacists  were  qualified  to  ren- 
der. 

The  conference  gave  consideration  to  the 
practice  of  certain  manufacturers  the  effect 
of  which  was  to  deprive  the  pharmacist  of 
his  “professional  right”  to  distribute  vet- 
erinary products  and  to  deal  generally  in 
health  supplies.  This  practice  was  con- 
demned as  discriminatory. 

The  conference  took  cognizance  of  the  de- 
sire expressed  by  many  pharmacists  that 
manufacturers  supply  prescription  products 
in  the  “quantities  such  as  are  usually  pre- 
scribed.” Manufacturers  were  urged  to  study 
the  feasibility  of  packaging  their  preparations 
in  order  that  they  might  conform  to  this  re- 
quest. Such  a procedure  on  the  part  of  the 
manufacturer  would,  in  the  opinion  of  the 
conference,  result  in  greater  availability  of 
new  prescription  products  in  retail  drug 
stores  and  tend  to  reduce  the  pharmacist’s 
inventory. 

The  joint  meeting  declared  “that  all  phar- 
macy services  rendered  by  hospitals,  regard- 
less of  size,  shall  be  under  the  immediate 
supervision  of  a registered  pharmacist.” 
Recognizing  that  there  are  instances  where 
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“full-time  employment  of  pharmacists  would 
be  uneconomic  and  unnecessary,”  pharm- 
acists in  their  respective  communities  were 
urged  to  offer  their  services  to  smaller  hos- 
pitals on  a part-time  basis  where  this  is  found 
desirable. 

The  practice  of  physicians  “of  supplying 
their  patients  with  samples  of  drugs  which 
the  retail  pharmacist  may  only  dispense  on 
prescription,”  was  condemned.  State  pharma- 
ceutical associations  were  urged  to  take  this 
matter  up  with  state  medical  societies  for 
such  action  as  might  tend  to  eliminate  the 
practice.  Manufacturers  should  be  requested, 
in  the  opinion  of  the  conference,  “to  take 
steps  to  minimize  the  evil  in  the  promiscuous 
distribution  of  such  samples.” 

The  conference  voiced  strong  opposition  to 
combination  deals  that  are  uneconomical  for 
the  average  drug  store.  These  deals  were  des- 
cribed as  “an  unwarranted  burden  on 
efficient  merchandising.” 

The  joint  body  urged  pharmacists  to  dis- 
continue the  use  of  “cut  rate”  or  similar  terms 
in  connection  with  the  operation  of  drug 
stores.  Such  terms  “cast  aspersions  on  the 
integrity  of  the  profession,”  the  joint  group 
declared. 

In  order  that  drug  stores  might  be  easily 
identified  as  such,  pharmacists  were  urged 
to  cease  using  store  front  signs  and  other 
designations  which  frequently  appear  on 
non-drug  outlets  and  other  stores  having  no 
connection  with  pharmacy  or  the  distribution 
of  drugs  and  medicines. 


A MESSAGE  TO  THE  PHARMACISTS  OF 
AMERICA 

from  Harold  E.  Stassen 

The  pharmacist  has  attained  a respected 
position  in  American  life  as  a wise  counsellor 
and  a warm  friend.  The  “corner  drug  store” 
has  become  an  American  symbol  of  help  and 
hope  in  time  of  illness. 

In  his  liason  role  between  the  medical  pro- 
fession and  the  public,  the  pharmacist  can  be 
an  invaluable  force  in  the  fight  against  heart 
disease,  the  nation’s  leading  cause  of  death. 
The  American  Heart  Association  is  now 
mobilizing  all  our  country’s  resources  to  com- 
bat this  serious  health  menace.  Next  Feb- 
ruary 7 to  28,  the  Association  and  its  local 
affiliates  will  conduct  an  all-out  campaign  to 


support  a program  of  scientific  research, 
education,  and  community  service.  It  is  our 
earnest  hope  that  every  pharmacist,  as  a 
leader  in  the  community,  will  take  his 
natural  place  in  the  forefront  of  this  cam- 
paign. 

The  most  important  weapon  of  attack 
against  heart  disease  is  scientific  research. 
Much  more  knowledge  of  the  heart  diseases 
is  needed  before  many  of  their  fundamental 
mysteries  can  be  solved.  New  drugs  must  be 
found,  new  surgical  techniques  and  mehods 
of  treatment  discovered. 

The  known  facts  about  heart  disease  and 
the  latest  scientific  advances  must  be  brought 
to  the  public  to  eliminate  needless  anxiety 
and  to  assure  better  health  precautions.  As 
a guardian  of  the  public  health,  the  pharm- 
acist can  help  present  the  essential  facts  about 
heart  disease  to  the  public.  Enjoying  the  con- 
fidence of  the  community,  he  is  also  in  a 
strategic  position  to  enlist  direct  public  sup- 
port behind  the  heart  disease  program. 

In  the  interests  of  better  community  re- 
lations, high  standards  of  public  service,  and 
a healthier  America,  the  American  Heart 
Association  is  seeking  the  closest  cooperation 
from  the  pharmacists  of  the  country  to  assure 
the  success  of  the  1949  Naional  Campaign.  We 
are  confident  that  the  response  will  be 
prompt  and  enthusiastic,  in  accordance  with 
the  best  traditions  of  the  profession. 

Harold  E.  Stassen 
National  Campaign  Chairman 

Support 

NATIONAL 
HEART  WEEK 

February  14-21,  1949 
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Reports  from  the  Washington  Representative  of  N.  A.R.  D. 

by 


George  H.  Prates 


WHAT  GOES  ON  HERE  — AT  RANDOM 

DIAL  DEODORANT  SOAP,  manufactured 
by  Armour,  is  NOT  subject  to  the  20%  excise 
tax. 

KORVO  TAXABLE.  The  Miscellaneous 
Tax  Unit  of  the  Treasury  Department  has 
ruled  that  KORVO,  recommended  as  a scalp 
cleaner  for  sufferers  of  excessive  dandruff 
and  scalp  itch  is  subject  to  the  20%  excise 
tax. 

CONGRESSIONAL  CONTACT  COM- 
MITTEES. The  turnover  in  the  membership 
of  the  incoming  Congress  makes  it  necessary 
for  us  to  rebuild  our  congressional  contact 
committees.  Won’t  you  please  send  us  the 
names  and  addresses  of  retail  druggists  in 
your  community  or  state  who  are  personally 
acquainted  with  their  Representatives  in 
Congress.  When  a Senator  or  Representative 
hears  from  his  constituents  he  is  more  apt  to 
lend  an  attentive  ear  to  any  issue  you  may 
wish  to  discuss.  We  solicit  your  cooperation 
and  trust  that  you  will  not  delay  in  getting 
this  information  to  us.  HELP  N.A.R.D. 
HELP  YOU! 

$1,000  IN  PRIZES.  Pharmacy  College 
Seniors  ATTENTION!  Do  you  want  to  earn 
$500?  Again,  in  1949,  the  N.A.R.D.  will  set 
aside  $1,000  to  be  known  as  “The  N.A.R.D. 
Fund  for  the  Betterment  of  Retail  Pharmacy,” 
which  any  senior  student  may  share  with  the 
college  itself,  in  equal  parts,  under  the  rules 
and  regulations  governing  last  year’s  contest. 
Any  senior  is  invited  to  write  a thesis  on  some 
subject  connected  with  the  general  theme 
“The  Economics  of  the  Drug  Store,”  and  sub- 
mit it  to  the  Dean  by  April  1,  1949.  The  Dean 
will  have  the  thesis  judged  on  their  merit 
and  will  submit  the  best  two  to  the  N.A.R.D. 
The  N.A.R.D.  will  name  a panel  of  impartial 
judges  to  select  the  final  winner  by  June  1, 
1949.  The  N.A.R.D.  will  thereupon  send  to 
the  national  winner  its  check  for  $500  and  to 
the  school  in  which  he  was  enrolled  a check 


in  the  same  amount.  Here’s  a chance  for 
some  enterprising  pharmacy  college  senior  to 
get  that  “nest  egg”  he  wants. 

PHARMACEUTICAL  SURVEY.  After  a 
two-and-a-half-year  searching  analysis  into 
the  realms  of  pharmacy,  the  American  Coun- 
cil on  Education  has  released  the  first  of  its 
findings.  The  program  designed  to  find  out 
what  present  day  pharmacy  is  — what  makes 
it  click  — and  what  its  future  seems  to  be  — 
cost  $162,000.  Dr.  Edward  C.  Elliott,  Director 
of  the  Pharmaceutical  Survey,  President 
Emeritus,  Purdue  University;  formerly  Pro- 
fessor University  of  Wisconsin,  and  Chan- 
cellor of  the  University  of  Montana,  with  a 
skilled  staff  of  experts  and  special  phar- 
maceutical consultants,  labored  diligently  in 
the  vineyard  of  pharmacy  — exploring, 
analyzing,  and  studying  the  profession.  The 
first  official  release  of  the  findings  and 
recommendations  are  referred  to  as  the 
“WHITE  BOOK.”  It  may  be  obtained  from 
The  American  Council  on  Education,  744 
Jackson  Place,  N.  W.,  Washington  6,  D.  C. 
Price  $1.00. 

FINANCIAL  REPORT.  During  the  second 
quarter  of  1948,  the  net  income  after  taxes  of 
all  U.  S.  manufacturing  corporations  was 
estimated  at  $2.8  billion.  This  amount  was  at 
approximately  the  same  level  as  in  the  pre- 
ceding quarter  but  about  $350  million  above 
the  corresponding  quarter  of  1947. 

SOYBEAN  OIL  REFINED.  Citric  Acid, 
the  stuff  that  puts  zip  and  “bite”  in  your 
morning  grapefruit,  now  helps  manufacturers 
produce  tastier  soybean  oil  for  salad  dressings 
and  other  food  products. 

RECORD  HARVEST.  The  greatest  aggre- 
gate harvest  of  farm  crops  in  U.  S.  history 
moved  rapidly  toward  completion  under 
virtually  ideal  conditions  during  October. 
With  a record  breaking  corn  crop  the  out- 
look for  crops  in  general  is  higher  than  pre- 
dicted in  October. 
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CORRECTED  TAX  RULING.  In  the  No- 
vember 15  issue  of  the  N.A.R.D.  Journal,  Page 
1950,  it  was  stated  that  Bubble  Bath  prepara- 
tions were  not  subject  to  the  20%  excise  tax 
if  they  contained  more  than  5%  saponaceous 
matter  and  were  not  advertised  or  recom- 
mended for  toilet  purposes.  When  that  copy 
was  sent  to  press  that  information  was 
correct.  Subsequently,  however,  the  Mis- 
cellaneous Tax  Unit  of  Internal  Revenue 
changed  its  ruling.  Accordingly,  all  bubble 
baths  and  similar  foaming  bath  preparations, 
regardless  of  the  soap  content  and  regardless 
of  whether  they  are  perfumed  are  subject  to 
the  tax  imposed  when  sold  at  retail.  This  is 
the  third  ruling  within  a three  month  period. 

PROCEDURAL  CHANGE  IN  REPORT- 
ING EXCISE  TAX.  The  Internal  Revenue 
Bureau  has  ruled  that  the  forms  on  which 
excise  taxes  are  now  reported  will,  in  the 
future,  be  reduced  from  triplicates  to  dup- 
licates. When  the  new  forms  are  put  in  circu- 
lation they  will  be  of  the  duplicate  variety. 
The  pharmacist  will  send  the  original,  to- 
gether with  his  payment,  to  the  collector  — 
retaining  the  duplicate  for  his  record.  It  is 
not  expected  that  these  forms  will  be  avail- 
able until  the  old  stock  in  each  collector’s 
possession  has  been  depleted.  The  N.A.R.D. 
will  petition  Congress  in  1949  to  eliminate 
the  present  necessity  of  having  a notary  pub- 
lic affix  his  signature  to  the  return  forms.  As 
the  situation  is  now  if  the  amount  is  over  $10 
the  form  must  be  notarized.  The  N.A.R.D.  be- 
lieves this  is  a foolish  procedure  because  in- 
come tax  returns  may  be  signed  under 
penalty  of  perjury,  why  can’t  excise  tax  re- 
ports be  treated  in  like  manner. 

NEW  NARCOTIC  REGULATION.  Anew 
narcotic  form  will  soon  be  issued  according  to 
Commissioner  of  Narcotics  Harry  J.  An- 
slinger.  It  will  place  no  further  burden  on 
the  retail  pharmacist.  He  submits  two  copies 
of  his  order  to  the  wholesaler  and  the  latter 
is  relieved  of  submitting  detailed  monthly 
returns. 

YOU  CANNOT  SELL  TINCTURE  OF 
GINGER  over  the  counter  nor  on  a doctor’s 
prescription.  It  is  declared  an  intoxicant  by 
government,  likewise  — Elixir  Aromatic 
Aniseseed  Cordial,  Essence  of  Peppermint 
(containing  less  than  3%  oil),  and  prepara- 
tions of  similar  character  are  susceptible  of 


beverage  use  and  may  not  be  sold  over  the 
counter  by  retail  druggists. 

YOU  CANNOT  SELL  ETHLY  ALCOHOL 
across  the  counter  unless  you  buy  it  in 
sealed  government  stamped  bottles  and  have 
a retail  liquor  dealer’s  license.  It  must  be  sold 
in  the  original  container.  You  cannot  fill  a 
doctor’s  prescription  for  Ethyl  Alcohol  from 
your  prescription  stock. 

SOCIAL  SECURITY.  A greatly  expanded 
social  security  program,  designed  to  add 
twenty  million  more  Americans  to  the  forty 
million  now  covered  by  law  will  no  doubt 
have  the  early  attention  of  Congress.  Em- 
braced in  the  program  will  be  national  health 
insurance,  added  social  security  benefits,  edu- 
cational aid  and  increased  living  allowances 
for  old  people.  More  doctors,  dentists,  nurses, 
and  technical  assistants  are  needed  and  the 
federal  government  plans  to  assist  in  training 
more  of  them  for  public  health  and  welfare. 
“Everywhere  we  turn,”  said  Mr.  Ewing, 
Federal  Security  Administrator,  personnel 
is  our  bottleneck  in  the  health  field. 

SELECTIVE  SERVICE.  Inductees,  under 
the  new  Selective  Service  Act,  who  want  to 
be  officers,  will  have  a good  chance  if  they 
score  110  or  more  on  the  intelligence  test 
given  after  induction.  The  Pharmacy  Section 
of  the  Army  Medical  Corps  and  Navy  can  use 
pharmacists  who  qualify  and  want  to  make 
a career  of  the  armed  services.  Commissions 
start  with  second  lieutenant  and  ensign  re- 
spectively. 

CONGRESS  PROGRAM  as  seen  by  Repre- 
sentative Wright  Patman.  It  appears  now 
that  the  81st  Congress,  which  convened 
January  3,  will  provide  more  money  for  de- 
fense and  possibly  have  a larger  budget  than 
last  year.  It  now  looks  like  Congress  will 
probably  adopt  laws  providing  higher  taxes 
on  corporations;  revision  of  the  Taft-Hartley 
Law,  but  not  repeal;  a higher  minimum  wage 
of  75c  an  hour  instead  of  the  present  40c; 
public  housing  on  a substantial  scale;  more 
water  power  projects;  price  controls  on  basic 
materials,  probably  some  on  manufactured 
things;  allocation  of  scarce  basic  materials, 
which  will  be  a rationing  for  industry; 
moderate  further  control  of  credit;  liberaliza- 
tion of  Social  Security,  making  it  broader; 
and  more  protection  for  lower  income  people 
in  taxes  and  benefits.  The  tax  on  margarine 
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is  high  upon  the  list  for  repeal  by  the  Demo- 
crats. The  tax  law  will  then  be  attacked  in 
18  States. 

THE  FOOD  AND  DRUG  ADMINISTRA- 
TION has  sent  out  a statement  of  policy  to 
manufacturers,  packers,  and  distributors  of 
veterinary  preparations  and  animal  feeds.  A 
number  of  products  have  been  developed  to 
promote  fattening,  increase  milk  or  egg  pro- 
duction, or  effect  other  physiological  changes 
in  farm  animals.  Many  of  these  compounds 
contain  as  active  ingredients  substances  the 
toxicity  of  which  is  known  to  be  of  a high 
order.  For  example,  thiouracil,  a very  potent 
drug,  has  been  proposed  for  use  to  promote 
fattening.  When  such  substances  are  added 
to  food  they  render  the  food  adulterated 
under  the  Federal  Food,  Drug,,  and  Cosmetic 
Act.  The  Federal  Security  Agency  has  the 
authority  to  deny  the  channels  of  interstate 
commerce  to  food  containing  added  poisonous 
or  deleterious  ingredients  which  are  unneces- 
sary in  its  production  or  which  can  be  avoided 
by  good  manufacturing  practice.  These  com- 
pounds must  be  considered  as  new  drugs  and 
the  Federal  Security  Agency  in  considering  a 
new  drug  application  will  require  satisfactory 
evidence  that  the  meat  or  other  food  is  en- 
tirely free  of  any  poisonous  or  deleterious 
ingredient  resulting  therefrom  at  the  time  of 
marketing  as  ground  for  refusal  to  make  the 
application  effective. 

COLLECTIONS  OF  INTERNAL  REV- 
ENUE for  toilet  preparations  for  the  month 
of  October  ’48  were  $6,335,804.21.  For  the 
same  month  in  ’47  they  were  $7,048,093.37  — 
decrease  — $712,289.16  but  considering  the 
prior  fiscal  year  in  comparison  to  the  current 
fiscal  year  ending  October  31,  1948  collections 
for  1948  exceeded  those  of  the  former  year  by 
$77,071.98. 

THE  ARMY  MEDICAL  DEPARTMENT 
will  soon  point  its  research  guns  at  another 
disease  that  has  long  been  an  enigma  to  the 
medical  world.  Major  General  Raymond  W. 
Bliss,  the  Surgeon  General  of  the  Army,  has 
announced.  Malignant  melanoma  is  not  a 
common  disease;  but  because  early  diagnosis 
has  seldom  been  possible,  and  because  treat- 
ment (other  than  early  surgery)  has  never 
been  found,  the  Army  has  decided  to  make  an 
intensive  study  of  some  400  autopsy  and  sur- 
gical specimens.  Malignant  melanoma  orig- 


inates from  an  apparently  harmless  black 
mole  and  kills  with  lightening  speed.  A mole 
that  has  been  inconspicuous  for  years  may 
suddenly  grow  larger  and  become  deeper  in 
color.  This  may  happen  after  the  nevus  has 
been  irritated  or  bruised  through  contact 
with  a tight  collar,  a belt,  or  a shoe.  One 
dermatologist  has  said,  “Anyone  who  per- 
mits a mole  to  become  inflamed  takes  part  in 
his  self-destruction.” 

EMPTY  COMPACT  TAX  RULING  RE- 
VERSED. Under  past  rulings,  empty  com- 
pacts with  a small  envelope  of  powder,  or  a 
rouge  or  lipstick  refill  not  included  in  the 
case  itself  but  packed  with  the  article  at  point 
of  sale,  have  been  held  to  be  taxable  on  the 
total  selling  price  of  the  combination.  The 
Miscellaneous  Tax  Unit  has  now  held  that 
where  an  empty  vanity  with  or  without 
empty  lipstick  case  or  sold  in  combination 
with  a rouge  refill,  an  envelope  of  powder  or 
a lipstick  refill,  the  tax  should  be  computed 
in  proportion  to  the  value  of  the  refills  as 
against  the  case.  The  taxable  portion  of  any 
such  combination  may  be  determined  by 
applying  to  the  selling  price  of  the  unit  the 
ratio  of  the  retail  selling  prices  of  the  taxable 
and  non-taxable  articles  when  they  are  sold 
separately.  Thus,  in  the  present  case,  the  tax 
will  apply  to  that  portion  of  the  retail  selling 
price  of  the  combination  which  is  allocable 
to  the  lipstick  and  rouge  fillers. 

ACCORDING  TO  THE  VETERANS  AD- 
MINISTRATION more  than  a million  and  a 
half  veterans  were  treated  during  fiscal  year 
1948  under  the  “home  town”  medical  pro- 
gram. Treatments  averaged  three  per  vet- 
eran, according  to  a VA  report  showing  a 
total  of  4,416,612  treatments  by  both  VA  staff 
doctors  and  private  physicians  during  the 
year  ending  June  30,  1948.  Individuals 

treated  numbered  1,626,169.  The  private  phys- 
icians treated  761,165  veterans,  cooperating 
with  the  VA  in  a program  designed  to  pro- 
vide “home  town”  care  for  disabilities  at- 
tributed to  wartime  service.  They  were  paid 
$11,437,739  for  2,735,429  treatments,  establish- 
ing an  average  charge-per-treatment  of  $4.18 
and  a cost-per-veteran  of  $15.03. 
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AMERICAN  HEART  ASSOCIATION 
1949  NATIONAL  CAMPAIGN 

The  pharmacists  of  South  Dakota  will  again 
have  the  opportunity  to  participate  in  the 
program  to  combat  the  heart  diseases  when 
the  American  Heart  Association  opens  its 
1949  National  Campaign  in  February.  The 
dates  are  February  7-28,  with  National  Heart 
Week  falling  in  the  week  of  Valentine’s  Day, 
February  14-21.  The  goal  this  year  for  a 
program  of  research,  education  and  com- 
munity service  is  $5,000,000. 

Members  of  our  profession  are  well  aware 
of  the  extent  and  seriousness  of  heart  disease 
and  of  the  importance  of  the  heart  program. 
Participation  in  a well-integrated  program  to 
bring  the  facts  of  heart  disease  to  the  public 
and  encourage  support  of  the  heart  crusade 
will  be  in  line  with  the  historic  position  of 
pharmacists  in  cooperating  with  worthy 
movements  to  advance  the  public  health. 

The  facts  of  heart  disease  speak  for  them- 
selves. One  out  of  twenty  of  our  population 
has  some  form  of  heart  disease  — one  out  of 
three  deaths  is  from  this  cause.  The  annual 
toll  of  deaths  from  heart  disease  — nearly 
600,000  deaths  a year  — exceeds  the  number 
of  deaths  from  the  next  five  leading  causes 
combined.  These  five  are  cancer,  accidents, 
kidney  disease,  pneumonia  and  tuberculosis. 
Deaths  from  the  cardiovascular  diseases  are 
three  times  as  high  as  cancer,  six  times  as 
high  as  accidents,  nine  times  as  high  as 
pneumonia,  eleven  times  as  high  as  tuber- 
culosis. Over  the  age  of  35,  diseases  of  the 
heart  and  blood  vessels  are  the  leading  causes 
of  death. 

Progress  in  research  and  treatment  of  the 
heart  diseases  in  the  past  twenty-five  years 
has  been  greater  than  during  all  the  centuries 
before.  The  use  of  penicillin  has  led  to  pre- 
vention and  treatment  of  subacute  bacterial 
endocarditis,  formerly  fatal  in  most  cases. 
Reduction  of  recurrent  attacks  of  acute 
rheumatic  fever  has  been  achieved  by  use  of 
sulfa  drugs.  Surgical  treatment  has  been  de- 
veloped in  the  case  of  congenital  heart  de- 
fects (as  with  “blue  babies”)  and  in  the  re- 
lief of  symptoms  of  some  cases  of  high  blood 
pressure.  Syphilitic  cardiovascular  disease  is 
now  responding  to  proper  treatment,  while 
prompt  medical  or  surgical  treatment  of  the 
underlying  thyroid  disease  is  effecting  cures 


of  thyroid  heart  disease.  Medical  (by  use  of 
the  drugs,  dicumarol  and  heparin)  and  sur- 
gical treatment  of  the  blood  vessels  in  the 
arms  and  legs  has  been  an  important  advance. 

Despite  this  scientific  progress,  the  need  for 
research  in  the  heart  diseases  is  still  pressing. 
Three  major  diseases  — rheumatic  fever 
(forerunner  of  rheumatic  heart  disease),  high 
blood  pressure  and  hardening  of  the  arteries 
— cause  90%  of  all  cardiovascular  disease,  but 
science  has  yet  to  discover  the  causes  of  any 
of  the  three.  Rheumatic  fever,  too,  causes 
90%  of  all  heart  disease  in  children  and  is  the 
leading  fatal  disease  between  the  ages  of  5 
and  19.  Research  into  the  causes  of  these  con- 
ditions is  vitally  necessary  — experience  has 
shown  that  where  causes  are  known,  preven- 
tion and  cure  can  follow. 

The  educational  phase  of  the  heart  pro- 
gram is  to  keep  the  medical  profession  in- 
formed of  advances  in  the  heart  field  and  to 
bring  the  known  facts  of  heart  disease  to  all 
the  public.  The  American  Heart  Association 
publishes  the  American  Heart  Journal,  the 
only  scientific  journal  in  the  United  States 
exclusively  devoted  to  cardiovascular  disease. 
The  Association  also  publishes  a considerable 
amount  of  other  educational  material,  lay  and 
professional.  Other  educational  phases  of  the 
program  include  postgraduate  training  of 
physicians,  nurses  and  allied  groups  in  diag- 
nosis, prevention  and  treatment  of  the  heart 
diseases. 

The  community  service  program  of  the 
American  Heart  Association  and  its  local 
affiliates  is  aimed  at  making  certain  that 
facilities  exist  for  diagnosis  and  treatment  of 
heart  disease  and  that  the  quality  of  these 
services  is  maintained  at  the  highest  level. 
Community  cardiac  programs  are  also  con- 
cerned with  the  rehabilitation  and  vocational 
guidance  of  heart  patients,  helping  them  to 
adopt  a way  of  working  and  living  for  more 
happy,  useful  years. 

It  is  for  the  expansion  of  this  three-way 
program  — research,  education  and  commun- 
ity service  — that  the  American  Heart  As- 
sociation seeks  $5,000,000  in  its  1949  National 
Campaign.  Harold  E.  Stassen  is  National 
Chairman  and  the  campaign  is  supported  by 
leading  physicians  and  businessmen  through- 
out the  country.  The  Association  has  again 
appealed  to  the  pharmacists  of  the  nation  to 
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make  an  important  contribution  to  the  Heart 
Campaign  through  display  of  the  “Plastic 
Heart”  coin  collection  boxes  and  other  cam- 
paign materials  especially  provided  for  them. 

Please  act  at  once  on  the  direct  message 
which  has  been  sent  to  you  by  mail.  If  you 
have  not  received  such  a message,  you  may 
contact  the  American  Heart  Association 
directly  at  1775  Broadway,  New  York,  N.  Y. 
for  participating  display  material. 

MODERN  THERAPEUTIC  AGENTS 
G.  C.  Gross 

Associate  Professor  of  Pharmacology 
South  Dakota  State  College 

CRYSTALLINE  VITAMIN  B12 
Independent  investigation  in  England  and 
the  United  States  has  resulted  in  the  isolation 
from  liver  of  a crystalline  compound  which 
produces  positive  hematological  responses  in 
patients  with  addisonian  pernicious  anemia. 
In  April  1948  the  American  investigators, 
Rickes,  Brink,  Koniuszy,  Wood  and  Folkers 
(1)  reported  the  isolation  of  this  compound 
and  suggested  the  name  Vitamin  B^^.  Shortly 
after  this.  Smith  and  Parker  (2)  in  England 
described  the  isolation  from  Ox  liver  of  an 
anti-pernicious  anemia  factor,  which  they  said 
was  probably  the  same  substance  as  that 
described  by  Rickes  and  co-workers. 

Both  groups  of  investigators  obtained  the 
compound  in  the  form  of  red  needle  shaped 
crystals  (1)  (2).  On  the  micro-stage  the  crys- 
tals darken  to  black  at  about  210-220°  but  do 
not  liquefy  below  300°  (1).  Autoclaving  an 
aqueous  solution  of  Vitamin  B^^  for  15  min- 
utes at  121°  had  little  effect  on  its  activity 
when  assayed  microbiologically,  but  exposure 
of  the*vitamin  to  0.015  N sodium  hydroxide 
solution  caused  95  percent  inactivation  in  95 
hours  and  exposure  to  0.01  N hydrochloric 
acid  solution,  89  percent  in  95  hours  (3). 

Vitamin  B’^  has  established  as  a cobalt 
complex  (3)  (4)  and  the  red  color  of  the 
needles  is  probably  due  in  part  at  least  to  the 
presence  of  this  facor.  In  one  analysis,  4 per- 
cent of  cobalt  was  found  in  the  crystals  (4). 
The  presence  of  Cobalt  seems  to  be  significant 
in  view  of  its  role  as  an  essential  trace  ele- 
ment in  nutrition.  The  presence  of  phos- 
phorus and  nitrogen  in  the  vitamin  also  has 
been  demonstrated,  but  tests  for  sulfur  were 
negative  (3).  The  molecular  weight  appears 
to  be  in  the  neighborhood  of  1550-1750  (4). 


Crystalline  Vitamin  B12  has  been  tested 
for  growth  activity  for  Lactobacillus  lactis 
Dorner  and  found  to  be  microbiologically 
active  (5).  This  micro-organism  requires  two 
unidentified  growth  factors;  one  of  them 
(LLD  factor)  seems  to  be  related  to  the  ac- 
tivity of  commercial  liver  preparations  used 
in  treating  pernicious  anemia,  and  it  may  be 
that  the  LLD  factor  is  the  therapeutically 
active  principle  in  these  extracts.  In  these 
tests.  Vitamin  B^^  compared  with  an 

arbitrarily  selected  liver  concentrate  standard 
assigned  a potency  of  1000  units/mg.  On  this 
basis,  the  potency  of  Vitamin  B''^  was  about 
11,000,000  units/mg.  when  a 23  hour  growth 
period  was  used  and  about  17,000,000  units/- 
mg.  when  a 42  hour  growth  period  was  used 
(5). 

Clinical  tests  of  crystalline  Vitamin  B''^  in 
the  treatment  of  pernocious  anemia  have 
shown  that  the  compound  has  a strong  posi- 
tive hematological  activity.  Minute  amounts 
of  the  compound  are  very  potent  in  producing 
such  a response.  In  one  study  (6)  the  crystal- 
line product  was  given  to  three  patients  with 
pernicious  anemia.  Two  of  the  patients  re- 
ceived single  intramuscular  injections  of  150 
and  6 micrograms  respectively;  and  the  third, 
two  injections,  one  of  3 micrograms  and  one 
given  9 days  later  of  50  micrograms.  In  all 
cases  there  was  an  increase  in  reticulocytes, 
red  cell  count,  and  hemoglobin.  In  another 
study  (7)  Vitamin  Bi2  was  found  to  relieve 
the  severe  mucous  membrane  lesions  in  two 
persons  with  pernicious  anemia.  These  find- 
ings were  similar  to  results  obtained  with 
parenteral  liver  extract  but  were  in  contrast 
to  the  action  of  thymine  and  folic  acid  which 
afforded  no  relief. 

It  is  too  early  to  predict  the  exact  role  of 
Vitamin  B^^  in  pernicious  anemia,  but  re- 
ports of  the  findings  thus  far  indicate  that 
it  may  be  an  important  factor  in  the  treat- 
ment of  this  disease. 
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Progress  in  the  Treatment  of  Carcinoma 
of  the  Stomach  and  Esophagus* 

Karl  A.  Meyer,  M.D.,  Donald  D.  Kozoll,  M.D. 


The  introduc- 
tion of  asepsis 
into  surgery 
has  made  op- 
erations safe 
for  the  patient. 

In  more  recent 
decades  the  im- 
provement in 
pre  and  post- 
operative care 
has  made  the 
patient  safe  for 
the  operation. 

Although  both 
these  factors  have  led  to  steadily  declining 
hospital  mortality  rate  for  gastric  resection 
for  carcinoma  (in  our  own  hands  8%,  and 
10.9%  as  reported  by  Waltman  Walters) 
nevertheless  the  overall  5 year  survival  rate 
for  carcinoma  of  the  stomach  has  seen  little 
improvement  in  recent  years.  Mortality  tables 
still  show  that  38,000  persons  in  the  United 
States  die  of  carcinoma  of  the  stomach  each 
year  and  the  figure  appears  to  be  increasing. 

That  earlier  diagnosis  is  still  the  crux  of 
treatment  of  carcinoma  of  the  stomach  can 
be  illustrated  by  reports  from  institutions 
representing  two  different  types  of  patients; 
vis,  a report  from  the  Bellevue  Hospital  ad- 
mitting only  advanced  charity  cases  describes 
a resectability  rate  of  5.4%  for  all  patients  in 
whom  the  diagnosis  was  made  and  of  16.2% 
for  patients  explored.  During  a similar  period 
the  resectability  rate  was  25.5%  at  the  Mayo 
Clinic  for  a series  of  private  patients  in  whom 
the  diagnosis  was  confirmed  and  of  44.4%  of 
all  patients  operated  upon.  The  intimation 
there  is  clear  — the  patient  must  be  brought 
to  the  physician  earlier  and  the  physician 
must  bring  the  patient  to  operation  earlier. 

The  subject  as  we  shall  present  it  will  con- 
stitute the  following  divisions: 

1.  Earlier  recognition  of  malignant  le- 
sions of  the  esophagus  and  stomach. 


2.  Improvement  in  the  management  of 
these  patients,  before  and  during  sur- 
gery. 

3.  The  importance  of  postoperative  care, 
particularly  in  those  patients  who 
have  required  a total  gastrectomy,  or 
esophagectomy. 

1.  Earlier  recognition  of  malignant  lesions 
of  the  esophagus  or  stomach. 

A.  Routine  roentgenography  of  masses  of 
population  who  do  not  have  symptoms  are 
practically  impossible,  though  this  has  been 
attempted  in  isolated  instances.  For  example, 
in  the  group  at  Cornell  Medical  College  as 
the  result  of  fluoroscoping  2,600  personnel 
and  patients  presenting  no  symptoms  what- 
soever referable  to  the  stomach,  three  in- 
cidental malignancies  of  the  stomach  were 
encountered  who  subsequently  came  to  sur- 
gery. A multitude  of  other  lesions  were  en- 
countered in  this  series  for  some  of  which 
surgery  was  performed  emphasizing  the 
value  of  such  a program.  However,  this  is 
probably  only  feasible  under  research  or 
public  health  programs.  However,  there  are 
a large  group  of  patients  who  warrant  earlier 
x-rays  of  the  esophagus  and  stomach,  even  in 
the  absence  of  gastric  symptoms.  These  are 
as  follows: 

1.  Patients  with  unexplained  microcytic 

anemia,  even  with  apparent  blood  loss.  All 
patients  with  anemia  undoubtedly  would  be 
benefited  by  a complete  gastrointestinal 
series.  One  should  not  stop  with  the  first 
report  of  a normal  gastrointestinal  tract,  if 
anemia  persists.  An  appreciable  incidence  of 
iron  deficiency  anemia  can  be  anticipated  in 
carcinoma  of  the  stomach.  Several  explana- 
tions suggests  themselves;  hydrochloric  acid 
is  required  for  absorption  of  iron;  carcinoma 
may  depress  marrow  activity.  Furthermore, 
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the  associated  gastritis  and  hypermotility 
may  interfere  with  iron  metabolism,  together 
with  the  decreased  digestion  and  ingestion  of 
other  foodstuffs  containing  anti-anemic  prin- 
ciples. The  fact  that  this  anemia  may  respond 
to  iron  therapy  adds  to  the  confusion  in  mak- 
ing an  early  diagnosis. 

2.  Pernicious  anemia 

A macrocytic  anemia  which  may  respond 
to  liver  extract  is  seen  less  often  with  car- 
cinoma of  the  stomach  than  a microcytic 
anemia.  However,  it  has  now  been  shown 
that  patients  with  pernicious  anemia  have  an 
incidence  of  carcinoma  which  is  four  times 
greater  than  the  population  at  large.  We  have 
witnessed  the  development  of  gastric  polyps 
in  several  of  our  pernicious  anemia  patients 
who  were  routinely  gastroscoped  for  another 
purpose.  These  have  subsequently  come  to 
surgery. 

All  patients  with  gastritis,  which  is 
diagnosed  most  often  by  gastroscopy.  The 
relationship  of  gastritis  to  malignancy  has 
never  been  clearly  established  but  that  there 
is  an  association  seems  plausible.  To  be  sure, 
no  practitioner  should  assume  the  responsi- 
bility of  attributing  symptoms  to  gastritis 
which  actually  might  be  a malignancy,  even 
if  it  takes  a laparotomy  to  verify  this. 

4.  Achlorohydria 

Although  the  physiological  incidence  of 
achlorohydria  approaches  50'/(  past  the  age  of 
50  it  should  never  be  attributed  to  be  phys- 
iological until  gastrointestinal  studies  have 
ruled  out  carcinoma.  In  a series  of  10,000 
cases  of  carcinoma  of  the  stomach  reported 
from  the  Mayo  Clinic,  59%  revealed  anacidity 
on  Ewald  test  meal,  25%  showed  a hypoacid- 
ity, and  16%  indicated  normal  acidity  or 
hyperacidity.  Anacidity  was  related  to  the 
presence  of  gastritis  whereas  the  presence  of 
free-acids  occurred  most  often  in  those 
patients  presenting  ulcer-like  symptoms. 

5.  All  patients  with  gross  or  occult  blood 
in  stool  or  gastric  content  should  be  subjec- 
ted to  a thoroughly  executed  gastrointestinal 
series,  repeated  at  intervals  if  at  first  found 
to  be  negative. 

6.  Patients  who  have  unexplained  weight 
loss  or  fever,  particularly  those  past  the  age 
of  40. 

7.  All  patients  who  have  symptoms  at- 
tributable to  the  biliary  tract  should  also  be 


x-rayed  because  it  is  not  uncommon  to  find 
incidentally  a neoplasm  of  the  stomach  at  the 
time  of  a cholecystectomy. 

8.  All  patients  with  a diagnosis  of  a benign 
gastric  ulcer  should  be  x-rayed  at  repeated 
intervals.  In  fact,  it  is  the  opinion  of  many 
surgeons  that  a gastric  ulcer  is  an  indication 
for  surgery  without  any  time  devoted  to  the 
investigation  as  to  its  being  benign  or  mali- 
gnant. The  error  of  diagnosis  here  has  been 
estimated  to  be  10%  by  Walters  and  exceeds 
the  risk  of  gastrectomy.  It  is  our  feeling  as 
well  that  the  presence  of  a gastric  ulcer,  re- 
gardless of  its  size  or  the  opinions  of  those 
executing  x-rays  is  probably  best  treated  by 
immediate  resection  because  of  its  poten- 
tiality for  malignancy.  Alvarez  and  Mc- 
Carthy found  that  23%  of  malignant  ulcers 
studied  by  them  were  less  than  4 cm.  in 
diameter.  Furthermore,  healing,  as  noted  by 
x-ray,  is  no  reliable  proof  of  benignity.  Of  a 
group  of  2,700  patients  operated  upon  by  the 
Mayo  group  for  gastric  carcinoma,  793 
patients  had  been  treated  as  an  ulcer,  and 
81%  of  them  believed  they  were  benefited  by 
the  treatment.  More  recently.  Palmer  re- 
ported a series  of  patients  with  gastric  ulcer 
followed  by  x-ray  and  gastroscopy  for  several 
years  before  a diagnosis  of  malignancy  was 
finally  made.  Further  limitation  to  x-ray  is 
seen  in  the  report  by  Walters,  et  al,  that 
14.3%  of  cases  declared  inoperable  by  x-ray 
criteria,  were  resectable. 

B.  The  use  of  gastroscopy  has  emerged  as 
another  technique  for  recognizing  malignancy 
or  possibly  differentiating  benign  from  mali- 
gnant gastric  disease.  It  is  our  own  opinion 
that  gastroscopy  possibly  serves  best  where 
roentgenology  has  failed  to  reveal  findings 
that  satisfy  clinical  symptomatology,  how- 
ever the  x-ray  should  always  precede  ex- 
amination. The  routine  use  of  gastroscopy  is 
probably  as  yet  not  warranted  although  in 
the  hands  of  those  particularly  qualified  it  is 
a useful  implement.  There  are  contraindica- 
tions to  gastroscopy  and  these  include 
esophageal  disease,  aortic  disease,  and  cardiac 
decompensation.  Esophagoscopy  has  become 
an  important  tool  in  the  recognition  of  car- 
cinoma of  the  esophagus.  It  is  particularly 
valuable  in  locating  the  level  of  the  lesion 
and  providing  biopsy  specimens.  However,  it 
will  not  displace  roentgenology  for  routine 
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study  of  patients  and  for  determining  the 
extent  of  the  lesion. 

C.  Gastric  washings. 

More  recently,  the  method  of  Papanicalou 
in  the  recognition  of  carcinoma  of  the  cervix 
by  scrapings  and  appropriate  staining  tech- 
niques has  been  extended  to  other  cavities  of 
the  body,  including  the  stomach.  There  is 
some  promise  that  by  repeated  gastric  wash- 
ings, earlier  recognition  of  carcinoma  of  this 
organ  will  be  possible.  It  must  be  emphasized 
that  the  material  aspirated  from  the  stomach 
has  to  be  allowed  to  settle  and  the  sediment 
concentrated  by  centrifuging  and  a parrafin 
block  made  of  this  sediment.  The  number  of 
cancer  cells  will  necessarily  be  few  and  what 
one  must  examine  under  a microscope  rep- 
resents the  concentrate  of  this  washing.  Ob- 
viously, the  procedure  is  harmless  and  is  cer- 
tainly warranted  if  all  other  methods  to 
recognize  carcinoma  of  the  stomach  have 
failed.  One  must  be  alerted  to  the  fact  that  a 
negative  finding  has  not  ruled  out  carcinoma. 

II.  The  preparation  of  patients  with  car- 
cinoma of  the  stomach  and  Esophagus  for 
surgery. 

It  has  long  been  recognized  that  the 
patients  with  these  lesions  probably  represent 
the  maximum  catabolic  assault  one  has  to 
contend  with  in  the  preparation  of  patients 
for  surgery.  The  particular  preparation  is 
greatly  influenced  by  the  site  of  the  lesion 
and  its  complications.  For  example,  a lesion 
of  the  prepyloric  area  will  primarily  predis- 
pose to  obstruction  and  the  sequelae  thereof. 
Therefore,  it  is  not  unusual  for  patients  with 
prepyloric  carcinoma  to  present  themselves 
with  gastric  retention,  vomiting,  and  de- 
hydration. As  a result  of  this  hemoconcentra- 
tion,  hypochloremia,  alkalosis  and  extrarenal 
azotemia  can  be  expected.  Such  patients  will 
require  much  more  intensive  preparation  for 
surgery  than  will  the  patient  whose  car- 
cinoma lies  in  a relatively  silent  area  and  has 
led  to  few  physiological  complications.  The 
patients  whose  primary  manifestations  is 
blood  loss  places  upon  us  added  emphasis  for 
the  replacement  of  this  constituent.  On  the 
other  hand,  the  patient  with  a lesion  of  the 
cardia  of  the  stomach  or  the  lower  esophagus 
presents  himself  chiefly  with  the  picture  of 
profound  malnutrition  and  chronic  dehydra- 
tion. These  patients  are  probably  the  most  re- 


fractive of  all  to  treat  because  of  alimentation 
is  now  dependent  chiefly  upon  the  parenteral 
route. 

We  have  had  occasion  to  review  the  records 
of  80  patients  with  carcinoma  of  the  eso- 
phagus seen  at  the  Cook  County  Hospital  be- 
tween 1941  and  1944.  They  were  all  past  50 
years  of  age.  An  average  weight  loss  of  36 
pounds  was  found.  Almost  one-half  of  the 
patients  were  anemic  and  the  incidence  of 
hypoproteinemia  was  only  slightly  less.  In 
general,  therefore,  the  following  require- 
ments should  be  fulfilled  before  subjecting 
the  patient  with  malignancy  of  the  stomach 
and  esophagus  for  radical  surgery. 

1.  Protein  nutrition.  There  are  several 
reasons  why  patients  with  malignant  disease 
of  the  upper  gastrointestinal  tract  should  be 
a problem  in  protein  nutrition.  First,  there  is 
a decreased  dietary  intake  of  protein,  greatest 
in  those  patients  with  obstructive  lesions. 
Second,  there  is  a decreased  digestion  and 
absorption  of  whatever  protein  is  ingested; 
this  is  due  to  decreased  acidity,  achylia,  gas- 
tritis, hypermotility  and  infections.  Third, 
there  is  good  evidence  of  hepatic  dysfunction 
(Rhoads,  et  al.)  in  patients  with  carcinoma  of 
the  gastrointestinal  tract,  which  theoretically 
might  interfere  with  the  synthesis  of  albumin, 
fibrinogen,  and  prothrombin.  Fourth,  there 
is  a direct  loss  of  protein  due  to  emesis  and 
hemorrhage.  Finally,  a toxic  destruction  and 
increased  requirement  of  protein  due  to 
metastases,  fever,  and  increased  metabolism 
that  goes  along  with  a neoplastic  disease.  It 
was  observed,  in  patients  with  carcinoma  of 
the  esophagus,  that  an  average  36  pound 
weight  loss  occurred.  It  was  estimated  that 
for  each  kilogram  of  weight  loss,  30  grams  of 
nitrogen  was  lost.  (30  grams  of  nitrogen  rep- 
resent a deficiency  of  180  grams  of  protein). 
A 16  Kg  weight  loss  would  therefore  mean  a 
deficit  of  480  gm.  of  nitrogen.  Previous  work 
indicates  that  the  best  one  can  hope  for  in  an 
exclusively  parenteral  protein  feeding  pro- 
gram is  the  retention  of  4 gm.  nitrogen  per 
day.  On  this  basis,  120  days  would  be  re- 
quired to  replenish  the  deficiency.  This  does 
not  include  nitrogen  to  maintain  the  daily 
protein  requirements.  This  explains  the 
difficulty  of  bringing  the  patient  with  an  ob- 
structing lesion  of  the  esophagus  or  cardia  of 
the  stomach  into  optimal  shape  for  surgery 
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and  the  earlier  recognition  of  these  patients 
when  they  still  can  ingest  food  by  mouth  be- 
comes ultraimportant.  Nevertheless,  it  has 
been  found  useful  and  actually  life-saving  to 
provide  these  patients  with  protein  from  at 
least  the  following  three  sources: 

a.  Oral  amino  acid  diet.  We  have  pre- 
viously reported  a large  number  of  oral  pro- 
tein materials  which  are  suitable  as  far  as 
being  made  up  in  simple  diets  for  surgical 
needs  and  produce  a definite  positive  nitro- 
gen balance.  When  ingested  in  sufficient 
quantities  they  are  capable  of  producing  con- 
siderable nitrogen  retention  for  metabolic 
purposes.  In  a typical  case  the  plasma  volume 
rose  from  2,065  cc.  to  2,631  cc.  The  total  cir- 
culating protein  increased  approximately  40 
gm,  whereas  the  total  circulating  albumin  in- 
creased 25  gm.  She  gained  7 pounds.  She 
made  an  uneventful  convalescence. 

b.  Intravenour  Amino  Acids.  As  has  been 
shown  the  use  of  amino  acids  intravenously 
is  capable  of  achieving  many  desirable  effects 
in  these  patients.  By  this  route  an  average 
of  100  or  more  grams  of  protein  per  day  can 
be  administered.  The  regeneration  of  tissue 
proteins  by  this  means  alone  requires  rather 
tremendous  quantities  usually  incapable  of 
administration  by  the  parenteral  route  alone. 
The  effect  of  any  amino  acid  preparation  on 
the  veins  is  a limiting  factor,  frequently 
thrombosis  produced  in  the  veins  requires 
discontinuance  of  the  amino  acids. 

The  side  reaction  with  the  use  of  amino 
acids  is  relatively  minimal  and  those  that  do 
occur  can  usually  be  minimized  by  the  speed 
with  which  the  solution  is  administered. 
(Vitamins  can  be  added  to  these  solutions). 
By  far,  the  most  important  factor  in  min- 
imizing side  reactions  has  been  the  use  of 
disposable  plastic  tubing.  To  minimize  any 
interference  of  these  solutions  with  eating, 
many  of  these  patients  do  complain  of  satiety, 
particularly  if  administered  too  rapidly,  we 
have  suggested  to  our  nursing  staff  to  start 
the  infusion  of  amino  acids  following  the 
noon  meal,  which  is  the  largest  meal  of  the 
day  at  most  institutions.  Thereby,  we  are 
certain  these  patients  get  the  benefit,  if  they 
are  capable  of  eating,  of  at  least  two  of  the 
largest  meals  of  the  day  before  the  amino 
acids  have  been  administered.  In  our  ex- 
perience the  average  patient  with  a gastric 


lesion  requires  at  least  one  week’s  preopera- 
tive preparation  by  this  means,  if  the  weight 
loss  has  not  been  too  extensive. 

c.  The  solution  we  place  our  greatest  faith 
in  is  the  use  of  whole  blood.  Although  we  will 
discuss  this  more  under  the  management  of 
hemorrhage  in  gastric  carcinoma,  it  is  our 
opinion  that  the  administration  of  whole 
blood  does  more  than  merely  replace  the 
blood  volume.  It  must  be  remembered  that 
the  unit  of  whole  blood  provides  as  much 
plasma  protein  as  a conventional  unit  of 
plasma  does  and,  at  the  same  time,  it  provides 
75  grams  of  hemoglobin  per  500  cc.  of  blood. 
It  has  been  shown  that  hemoglobin  is  an  ex- 
cellent source  of  protein.  Whipple  has  shown 
that  hypoproteinemic  dogs  were  capable  of 
synthesizing  protein  from  hemoglobin  ad- 
ministered to  them  by  mouth.  From  our  own 
laboratory  we  have  observed  a rise  in  total 
protein,  particularly  the  globulin  fraction,  in 
hypoproteinemic  patients  in  whom  the  pro- 
tein deficiency  was  treated  by  washed  red 
cells.  In  addition  to  the  improvement  in  the 
blood  volume  and  serum  protein  concentra- 
tion, it  has  been  our  opinion  that  there  is  a 
marked  improvement  in  the  resistance  to  in- 
fection, a marked  improvement  in  the  oxygen 
carrying  capacity  of  the  blood  stream,  and  in 
a sense  of  well  being  which  these  patients 
manifest.  Since  the  encouragement  in  the 
use  of  blood  it  has  been  rare  to  see  patients 
go  into  shock,  in  spite  of  operative  procedures 
that  may  last  four  or  more  hours.  It  has  been 
a dictum  on  our  service  that  no  patient  is 
submitted  for  gastrectomy  or  esophagectomy 
without  having  received  prior  to  surgery  a 
minimum  of  2,000  cc.  of  blood.  We  have  de- 
liberately discouraged  the  use  of  plasma  be- 
cause it  is  costly,  it  requires  a larger  amount 
of  plasma  to  accomplish  in  the  circulating 
proteins  what  blood  accomplishes,  and,  more 
recently,  we  have  seen  an  alarming  incidence 
of  homologous  serum  jaundice  resulting 
from  the  pooling  of  plasma  from  patients  who 
have  had  a viral  hepatitis.  In  practice  we 
have  combined  the  use  of  oral  amino  acids 
with  intravenous  amino  acids  and  blood,  the 
three  sources  of  protein  being  administered 
to  the  patients  in  a minimum  of  one  week 
prior  to  surgery.  This,  we  consider  one  of  the 
most  important  prerequisites  for  surgery  of 
the  stomach  and  esophagus.  In  patients  in 
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whom  a massive  hemorrhage  is  a problem, 
the  use  of  as  much  as  5,000  to  10,000  cc.  of 
blood  may  be  necessary,  which  was  not  un- 
usual. In  this  case  the  use  of  the  hematocrit 
as  well  as  the  red  cell  count  has  been  an  im- 
portant criteria.  It  is  amazing  how  much 
blood  is  required  before  a significant  im- 
provement in  either  of  these  two  factors  is 
achievable.  We  have,  in  massively  bleeding 
ulcers,  continuously  infused  the  patient  to 
the  point  where  as  much  as  5,000  cc.  of  blood 
has  been  administered  in  a 24  hour  period  and 
then  subjected  these  patients  to  gastric  re- 
section, immediately  after  such  preparation. 
This,  however,  is  only  in  emergency  pro- 
cedures and  it  is  preferable  if  done  after 
blood  loss  is  controlled. 

2.  The  replacemenl  of  vitamin  require- 
ments. Patients  with  malignant  gastrointest- 
inal disease  deplete  themselves  of  most  of  the 
known  vitamins.  First,  there  is  a decreased 
dietary  ingestion  of  all  vitamins  normally 
present  in  foodstuffs.  Secondly,  there  is  a 
decreased  storage  of  Vitamin  A in  the  liver 
(shown  by  Rhoads,  et  al.)  and  of  Vitamin  K. 
With  emesis,  or  hemorrhage,  there  is  a loss  of 
vitamins  together  with  the  dissipation  of 
these  vitamins  due  to  increased  metabolism. 
The  use,  therefore,  of  vitamin  concentrates 
representing  A.,  B.,  C.,  D.  and  K.,  becomes 
a logical  preparation  for  surgery.  We  further 
realize  that  various  members  of  the  B-com- 
plex  are  essential  for  carbohydrate  metabol- 
ism, that  vitamin  C is  essential  for  the  proper 
elaboration  of  collagen  in  the  healing  of 
wounds  and  Vitamin  K for  the  synthesis  of 
prothrombin  in  the  control  of  bleeding.  These 
vitamins  can  be  furnished  by  oral  as  well  as 
parenteral  routes. 

3.  Hydrochloric  Acid 

In  all  patients  with  carcinoma  of  the 
stomach,  dilute  hydrochloric  acid  adminis- 
tered three  times  a day,  with  meals,  becomes 
important,  not  only  to  aid  digestion  of  what- 
ever protein  these  people  are  capable  of  in- 
gesting, but  also  to  render  the  gastric  con- 
tents relatively  sterile.  This  procedure  is 
supplemented  by  gastric  lavage,  the  night 
before  operation,  using  an  ounce  of  dilute 
hydrochloric  acid  to  each  gallon  of  water. 

4.  Aspiration  of  Gastric  Content. 

The  most  important  single  detail  in  the 
management  of  patients  with  obstruction 


consists  of  nightly  aspirations  after  a four 
hour  fast.  In  practice,  the  patients  are  in- 
structed not  to  ingest  anything  after  5 p.  m. 
At  9 p.  m.  a gastric  lavage  tube  is  passed.  A 
record  of  the  quantity  and  the  character  of 
the  retention  is  noted.  After  a period  of  a 
week,  one  has  valuable  data  from  several 
respects;  one  will  know  how  much  chlorides 
the  patient  requires  because  gastric  fluids  is 
equivalent  to  plasma  in  chloride  content  and 
chloride  solution  should  be  administered  in 
amount  equal  to  whatever  is  aspirated. 
Further,  from  the  record  of  these  nightly 
aspirations,  one  will  get  information  as  to 
whether  the  retention  is  being  improved  by 
virtue  of  the  preoperative  preparation.  For 
example,  it  is  not  at  all  uncommon  for  these 
patients  to  present  themselves  with  reten- 
tions of  more  than  1,000  cc.  After  some  pre- 
paration the  amounts  aspirated  frequently 
drop  to  500  or  600  cc.  and  remains  at  that 
level.  This  indicates  organic  obstruction,  un- 
relieved by  conservative  measures.  Obstruc- 
tion due  to  pylorospasm  will  frequently  abate 
with  therapy  and  there  will  be  a rentention 
of  200  cc.,  or  less,  per  night.  Gastric  lavage 
should  continue  to  the  night  before  surgery. 
In  fact,  the  last  gastric  lavage  should  be  done 
with  a solution  of  dilute  hydrochloric  acid, 
approximately  1 ounce  per  gallon  of  water. 
The  lavage  should  be  carried  out  until  the 
return  is  absolutely  clear.  In  patients  who 
have  little  retention,  not  infrequently  we  in- 
still 200  cc.  of  a 0.5%  solution  of  hydrochloric 
acid  prior  to  surgery  as  a bacteriostatic 
mechanism.  It  is  appreciated  that  in  these 
individuals,  gastric  contents  are  more  fre- 
quently contaminating  to  the  peritoneum 
than  in  patients  with  benign  peptic  lesions. 

5.  Diet.  These  people  do  very  well  with 
small  frequent  feedings.  Those  patients  pre- 
senting themselves  with  pyloric  obstruction 
are  first  allowed  only  clear  liquids  consisting 
of  water,  tea,  jello  and  broth.  When  it  has 
been  demonstrated  that  these  patients  will 
retain  some  food  they  should  be  allowed  25 
gram  feedings  every  two  hours  of  low  residue 
material.  In  this  instance,  the  use  of  oral 
protein  digests,  such  as  we  have  previously 
referred  to,  lend  themselves  admirably  well 
and  quantities  of  protein  of  from  150  to  200 
grams  a day  by  the  oral  route  are  not  unusual 
by  this  avenue  of  therapy. 
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6.  Antispasmodics. 

Even  in  the  presence  of  an  organic  obstruc- 
tion, spasm  plays  an  element,  particularly  if 
infection  and  edema  are  also  present.  The 
use  of  small  doses  of  codeine  and  atropin  at 
regular  intervals  during  the  day,  together 
with  the  use  of  oral  antispasmodics  will  allow 
the  passage  of  some  material,  even  in  as 
stenosing  a lesion  as  only  a carcinoma  can 
be. 

7.  Enemas. 

These  patients  are  often  chronically  de- 
hydrated and  constipation  is  quite  the  rule. 
Not  infrequently,  after  barium  gastrointest- 
inal study,  the  problem  of  obstipation  may 
indeed  become  important.  Therefore,  the  use 
of  oil  retention  enemas  followed  by  tap  water, 
when  necessary  to  insure  evacuation  of  con- 
stipated colonic  content,  becomes  rather  im- 
portant. 

8.  Fluids. 

Patients  with  obstructing  lesions  of  the 
esophagus  are  an  added  challenge.  Not  in- 
frequently, these  patients  are  not  able  to  in- 
gest anything  per  mouth,  even  liquids.  Not 
infrequently,  these  patients  have  to  expec- 
torate their  saliva,  the  obstruction  being  so 
severe.  In  these  instances  it  is  important  that 
these  patients  be  given  a minimum  of  3,000 
cc.  of  fluid  per  24  hour  period.  The  chloride 
content  in  this  should  be  carefully  observed, 
noting  that  5 gram  chloride  per  day  usually 
suffices  unless  losses  due  to  emesis  occur.  It 
must  to  remembered  that  blood  provides  a 
normal  saline  solution  and  if  a transfusion  is 
given  that  day  it  will  usually  provide  all  the 
chloride  that  is  required.  Most  of  our  com- 
mercial amino  acid  preparations  contain  be- 
tween 2V2  and  3 grams  of  chloride  per  liter 
of  fluid  and  this  should  be  taken  into  account, 
unless  it  is  specifically  stated  that  no  chloride 
is  contained  in  the  amino  acid  preparation 
used. 

9.  Care  of  complicating  diseases. 

It  is  to  be  remembered  we  are  dealing  with 
an  older  age  group  in  whom  thoracic  compli- 
cations such  as  bronchiectasis,  emphysema, 
and  chronic  bronchitis  may  indeed  play  a 
role.  In  this  instance  the  cooperation  of  the 
anesthesiologist  can  be  of  considerable  help 
to  carry  out  the  proper  bronchial  toilet  be- 
fore operation.  In  patients  who  have  oral 
sepsis  it  is  important  to  have  adequate  oral 


hygiene  and  the  eradication  of  septic  foci  due 
to  dental  caries.  Congestive  heart  failure  in 
this  old  age  group  of  patients  is  not  unusual. 
However,  this  in  itself  does  not  constitute  a 
contraindication  to  surgery  because  most  of 
these  patients  will  compensate,  if  properly 
treated  in  advance.  Diabetes  mellitus  is  not 
infrequently  seen  in  these  patients  and  this 
usually  requires  the  collaboration  of  an  in- 
ternist to  see  these  patients  thru  the  opera- 
tion. 

II.  Surgical  Principles. 

It  is  not  the  purpose  of  this  meeting  to  go 
into  the  details  of  surgical  technique.  Un- 
doubtedly, the  difficulties  of  total  gastrec- 
tomy and  esophageal  resections  are  such  that 
it  would  probably  be  best  relegated  to  the 
hands  of  a few.  Nevertheless  the  progress 
that  has  been  made  in  this  field  will  be  pre- 
sented here  for  the  principle  purpose  of  illus- 
trating a little  greater  hope  in  the  treatment 
of  these  diseases  than  we  have  heretofore 
held.  This,  we  hope,  will  stimulate  earlier 
diagnosis.  In  recent  years  the  approach  to 
the  esophagus  and  the  cardiac  end  of  the 
stomach  has  emphasized  the  thoracic  route. 
The  removal  of  the  8th  rib  and  the  division  of 
the  diaphragm  will  allow  an  excellent  ex- 
posure of  the  stomach  and  it  is  quite  possible 
thru  this  route  to  explore  the  abdomen  as  well 
for  metastases.  Should  the  spleen  be  an  ob- 
stacle, it  can  be  removed  at  the  time.  In  this 
patient  with  a carcinoma  of  the  cardio- 
esophageal  juncture  an  esophago-gastrostomy 
was  carried  out.  The  stomach  is  amputated  in 
a diagonal  line  leaving  as  much  greater  cur- 
vature as  possible,  inersecting  the  lesser  cur- 
vature at  the  left  gastric  artery  and  the 
greater  curvature  by  ligating  branches  of  the 
left  gastric  epiploic  vessels.  This  enables  the 
construction  of  a gastric  pouch  which  can  be 
elevated  into  the  chest,  above  the  diaphragm. 
An  end-to-side  anastomosis  of  the  eso- 
phagus and  the  stomach  can  be  carried  out, 
using  interrupted  silk  sutures  throughout.  In 
this  instance  the  esophagus  itself  is  used  as  a 
retractor  until  the  anastomosis  is  virtually 
completed  and  then  the  lesion  itself  is  re- 
moved. 

There  are  many  practical  problems  con- 
cerned with  the  execution  of  such  surgery, 
possibly  the  greatest  of  which  is  the  anes- 
thesia. With  transthoracic  surgery,  capable 
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anesthesia  requiring  intrathoracic  techniques 
is  obviously  important,  because  the  lung  has 
to  be  kept  collapsed  for  fairly  prolonged  in- 
tervals and  then  inflated  by  positive  pressure. 
At  the  same  time,  the  trachea  can  be  con- 
stantly aspirated,  if  the  alveolar  emptying 
should  add  to  the  content  of  the  trachea. 
Similarly,  a paresis  of  that  lobe  of  the  dia- 
phragm and  atelectasis  is  not  an  uncommon 
feature. 

A Levine  tube  is  inserted  before  surgery, 
proximal  to  the  lesion.  Suction  is  applied 
during  the  operation  to  prevent  aspiration. 
It  usually  is  drawn  into  the  higher  reaches 
of  the  esophagus  while  the  resection  is  carried 
out  and  then  the  anesthetist  can  assist  in  ad- 
vancing this  tube  beyond  the  anastomosis. 
The  exact  length  of  time  this  tube  should  be 
left  in  place  varies  in  the  hands  of  many.  The 
objection  to  leaving  the  tube  in  place  too 
long  is  that  it  produces  considerable  esopha- 
gitis and  reaction  around  the  anastomotic 
stoma.  For  total  gastrectomies  or  esophagec- 
tomies, five  to  six  days  has  been  a sufficient 
period  to  allow  this  tube  to  function.  More 
recently  we  have  encouraged  these  patients 
to  take  small  sips  of  water  while  the  tube  is 
in  place.  With  the  tube  introduced  well  into 
the  stomach,  the  feeding  of  protein  mixtures 
as  a means  of  transgastric  feeding  offers 
much  in  the  parenteral  care  of  these  patients. 

Much  can  be  said  about  our  route  of  ap- 
proach to  this  problem.  Undoubtedly,  for 
lesions  restricted  to  the  stomach  itself,  with- 
out involvement  of  the  cardia,  the  trans- 
abdominal total  gastrectomy  is  a very  feasible 
procedure  and  we  have  employed  it  where 
possible.  The  esophagus  can  be  mobilized 
and  particularly  where  it  is  uninvolved,  about 
three  inches  of  the  esophagus  brought  drown 
thru  the  diaphragm  for  an  esophago-jejunos- 
tomy.  To  most  surgeons  this  will  undoubtedly 
offer  an  easier  method  of  attack  for  total 
gastrectomy  than  the  transthoracic  approach, 
but  in  the  patient  with  a large  A.  P.  diameter 
of  the  chest,  who  is  obese,  and  in  whom  it  is 
feared  the  cardia  of  the  esophagus  may  be 
involved,  the  transthoracic  route  offers  con- 
siderable advantage. 

More  recently  a combined  route  in  which 
the  abdomen  is  entered  first  thru  a left  rec- 
tus incision  and  the  incision  then  extended 
on  thru  the  8th  interspace,  transecting  the 


diaphragm,  has  been  proposed.  (It  looks  as 
though  the  surgeon  will  never  let  the  abdo- 
men or  the  thorax  get  in  his  way  in  the  com- 
pletion of  a procedure!)  To  indicate  the 
achievements  that  have  been  accrued  in  re- 
cent years.  Sweet  of  Boston  has  been  par- 
ticularly active  in  extending  the  level  of  re- 
section of  lesions  of  the  esophagus  and  he  has 
been  responsible  for  resecting  lesions  from 
behind  the  arch  of  the  aorta,  bringing  the 
esophagus  then  anterior  to  the  aorta  and 
executing  an  anastomosis  not  unlike  the  type 
we  have  demonstrated  here  with  the  entire 
stomach  brought  up  into  the  mediastinum. 
Although  at  first  the  operative  mortality  for 
this  procedure  was  formidable,  in  the  hands 
of  those  who  have  had  the  greatest  exper- 
ience it  is  a worthwhile  undertaking.  For 
certain,  there  has  been  little  to  offer  these 
patients  heretofore.  The  use  of  such  pro- 
cedures as  gastrostomy  we  believe  is  con- 
demnable.  In  our  own  experience,  in  a charity 
institution,  we  see  large  numbers  of  cases  of 
lesions  of  the  esophagus  which  are  relegated 
to  us  for  final  care.  Less  than  half  live  two 
months  after  gastrostomy  and  the  gastros- 
tomy has  only  added  to  the  discomfort  of  the 
patient.  Few  patients  survive  the  gastrostomy 
well  enough  to  undergo  subsequent  proce- 
dures. In  fact,  in  80  gastrostomies  done  at 
the  Cook  County  Hospital  for  carcinoma  of 
the  esophagus,  only  one  patient  had  a 
definitive  resection  of  the  esophagus.  We 
must  prepare  these  patients  so  well  before 
operation  by  parenteral  means  that  they  are 
able  to  withstand  as  much  surgery  as  we  con- 
template doing.  If  the  lesion  is  too  far  ad- 
vanced, it  is  probably  more  humane  to  allow 
these  people  to  make  a more  comfortable 
demise  than  is  possible  with  the  gastrostomy. 

III.  Postoperative  Care. 

1.  Suction. 

The  most  important  single  feature  in  the 
postoperative  care  is  the  care  of  the  indwell- 
ing intragastric  and  intra-esophageal  tube. 
Continuous  suction  has  to  be  applied  and  the 
suction  apparatus  has  to  be  such  that  it  is 
absolutely  dependable.  Many  of  our  com- 
mercially available  suction  apparatuses  are 
not.  We  have  gone  back  to  the  old-fashioned 
three  bottle  Wangensteen  system  which  de- 
pends upon  gravity  for  pull.  Mechanical 
pumps  are  usually  expensive  and  offer  little 
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that  a home-made  device  cannot  do.  The 
patients  with  the  indwelling  tube  require 
considerable  nursing  care  so  that  the  tube  is 
tolerated.  It  must  be  remembered  that  these 
patients  have  been  considerably  traumatized 
with  repeated  passage  of  tubes  and  the  in- 
cidence of  esophagitis  is  serious  and  should 
be  prevented.  The  insertion  of  a little  mineral 
oil  into  the  nares  will  do  much  to  prevent 
crusting.  If  these  patients  can  be  encouraged 
to  drink  water  it  will  do  much  toward  pre- 
venting parotitis  and  promote  oral  hygiene. 
The  tube  should  be  irrigated  frequently  be- 
cause once  these  tubes  are  plugged  it  may  be 
difficult  to  reopen  it.  We  have  never  used 
anything  smaller  than  a #18  Levine  tube,  un- 
less the  patient’s  nasal  pharynx  did  not  per- 
mit it.  We  rarely  used  other  tubes  such  as 
the  Abbott-Rossen  tube,  because  it  has  a 
narrow  lumen  and  the  transgastric  feeding 
thru  such  a double  lumen  tube  has  not  in- 
frequently resulted  in  aspirating  the  material 
which  has  been  administered  thru  the  feeding 
lumen. 

2.  Chest  aspiration 

Next  to  the  care  of  the  inlying  gastric  tube 
the  avoidance  and  management  of  thoracic 
comphcations  becomes  the  most  important. 
In  transthoracic  operations,  daily  aspiration 
thru  the  inlying  chest  catheter  becomes  im- 
portant to  prevent  the  accumulation  of  fluid. 
Physical  examination  and  chest  films,  as 
warranted,  should  be  used  to  check  on  the 
development  of  fluid.  Whenever  the  aspira- 
tion is  completed,  the  instillation  of  50,000  to 
100,000  U.  of  penicillin  is  a worthwhile  pro- 
cedure. The  use  of  hyperventilation,  oxygen 
therapy,  and  early  ambulation,  to  allow  max- 
imal excursion  of  the  diaphragm  and  expec- 
toration, are  all  designed  to  minimize  the  in- 
cidence of  post-operative  pulmonary  compli- 
cations which  is  considerable,  at  best.  The 
use  of  streptomycin  postoperatively  will 
probably  assist  in  this  direction  as  well. 

3.  Parenteral  fluids. 

It  is  appreciated  that  the  basic  daily  re- 
quirement of  intravenous  fluids  for  post- 
operative patients  who  are  not  capable  of  in- 
gesting fluid  per  os  is  3,000  cc.  per  day.  Of 
this  quantity,  saline  is  required  only  in  the 
quantities  siphoned  from  the  intestinal  tract 
in  excess  of  that  given  per  tube  or  mouth.  At 
least  one  liter  of  this  fluid  should  contain 


protein.  Our  patients  have  usually  been  given 
so  much  blood  beforehand  that  it  is  rarely  re- 
quired postoperatively.  Rarely  is  more  than 
one  liter  of  saline  required,  but  if  the  gastric 
intestinal  lavage  is  excessive  or  there  is  other 
undue  loss  thru  the  chest  catheter  or  thru 
perspiration,  quantities  of  fluid  greater  than 
the  3,000  cc.  minimal  is  accordingly  adminis- 
tered. Everything  is  done,  in  other  words,  to 
insure  a minimal  urinary  output  of  approx- 
imately 1,000  cc.  per  day. 

4.  Parenleral  vitams  are  added  to  the  in- 
travenous fluids  and  given  as  long  as  paren- 
teral fluids  are  administered.  These  include 
Thiamin,  B-complex  and  ascorbic  acid. 

5.  Sedation. 

The  use  of  minimal  quantities  of  morphine 
is  important  in  encouraging  adequate  ex- 
pectoration. Undoubtedly,  large  quantities 
of  morphine  will  nullify  the  cough  reflex. 
The  use  of  iodides  parenterally,  such  as  15 
grains  of  sodium  iodide,  may  assist  in  the 
liquification  of  secretions. 

6.  Diet. 

Ordinarily,  the  Levine  tube  for  total  gas- 
trectomy or  esophagectomy  is  removed  as  a 
rule  on  the  5th  or  6th  day,  especially  if  bowel 
sounds  are  active  and  pyloric  balance  is 
favorable.  This  is  followed  by  the  ingestion 
the  first  day  of  clear  liquids,  such  as  water, 
tea,  jello  and  broth  and  boiled  fruit  juices. 
If  this  is  ingested  without  discomfort,  on  the 
ensuing  day,  small  feedings  of  low  residue 
foods  are  in  order,  as,  for  example,  25  grams 
every  two  hours.  The  use  of  protein  digests 
at  this  time  is  particularly  appropriate, 
especially  those  which  have  the  least  objec- 
tionable taste.  From  then  on  the  patient  is 
on  a low  residue  diet  in  amounts  tolerated. 

7.  Delayed  nutritional  problems. 

George  Pack  and  others  have  noted  that 

patients  who  required  a total  gastrectomy 
offer  a nutritional  challenge  for  the  duration 
of  their  life,  particularly  in  the  aged.  The 
incidence  of  anemia,  usually  the  mocrocytic 
type,  is  considerable.  Although  a macrocytic 
anemia  may  manifest  itself,  it  rarely  sim- 
ulates the  true  pernicious  anemia  in  type  for 
the  simple  reason  that  the  intrinsic  factor  is 
still  present  within  the  duodenum  and  unless 
the  entire  duodenum  has  been  resected  as 
well,  there  is  no  actual  reason  to  participate 
a pernicious  type  of  anemia.  Nevertheless, 
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the  use  of  crude  liver  extract  is  recommended 
for  its  euphoric  side  effects.  In  addition,  the 
use  of  iron,  for  a rather  refractive  type  of 
hypochromic  anemia  these  individuals  not 
infrequently  possess.  It  has  also  been  shown 
that  these  individuals  do  not  digest  all  of  the 
protein  normally,  largely  because  of  an  in- 
creased motihty  of  the  intestine  and  a de- 
creased secretion  of  gastric  protein-splitting 
enzymes.  An  increased  loss  of  nitrogen  in  the 
stool  has  been  noted.  For  this  purpose,  the 
use  of  pancreatic  extracts  are  in  order.  We 
have  rarely  given  these  patients  hydrochloric 
acid  for  fear  of  an  ulcer  at  the  suture  line. 
These  patients  not  infrequently  may  present 
greasy  stools  which  is  another  mechanism 
suggesting  pancreatic  deficiency.  These 
people  frequently  remain  underweight  and 
possibly  never  regain  their  former  weight. 
The  family  must  be  reassured  of  this  and  the 
failure  to  gain  weight  should  not  arouse 
anxiety  on  the  part  of  those  concerned. 

In  summary,  therefore,  we  must  call  at- 
tention to  the  fact  that  although  the  oper- 
ability of  malignant  lesions  of  the  upper  gas- 
trointestinal tract  has  been  considerably  ex- 
tended and  now  has  gone  as  high  as  the  arch 
of  the  aorta,  our  results  are  still  largely 
palliative,  mainly  because  we  are  still  getting 
our  malignancies  at  the  same  incidence  of 
operability  as  heretofore.  Now  that  we  have 
made  the  operation  safe  for  the  patient  and 
the  patient  safe  for  operation,  it  remains  to 
get  this  patient  with  the  malignant  lesion  to 
the  operation  earlier  than  we  have,  at  least 
as  long  as  surgery  remains  the  sole  hope  of 
cure  for  carcinoma  of  the  stomach  and 
esophagus. 
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IT  HAPPENED  IN 

WASHINGTON:  The  Yakima  Regional 
Blood  Center  was  dedicated  November  20, 
1948.  This  blood  bank  is  the  first  of  the  Red 
Cross  blood  banks  to  be  established  in  the 
State  of  Washington. 

TENNESSEE:  Chattanooga  is  making  plans 
for  the  114th  Annual  Session  of  the  Tennessee 
State  Medical  Associations  meeting  which 
will  be  held  there  April  12  and  13th. 

MICHIGAN:  The  Michigan  Health  Council 
drafted  plans  for  the  reorganization  of  this 
body  to  include  approximately  70  interested 
organizations.  One  of  the  first  steps  to  be 
taken  will  be  the  hiring  of  a full-time  execu- 
tive secretary  whose  primary  function  will  be 
to  assist  in  the  formation  of  community  health 
councils  throughout  the  state. 

OKLAHOMA:  The  Oklahoma  Medical  As- 
sociation now  has  a membership  of  over  1,500 
according  to  a release  issued  by  the  Oklahoma 
Medical  Journal. 

ILLINOIS:  Dr.  Dallas  B.  Phemister,  Pro- 
fessor and  Chairman  of  the  Department  of 
Surgery  Emeritus,  University  of  Chicago, 
School  of  Medicine,  delivered  the  presidential 
address  at  the  33rd  Annual  Meeting  of  the 
Institute  of  Medicine  of  Chicago  at  the  Con- 
gress Hotel  December  7,  1948. 

TEXAS:  The  State  T.  B.  Sanatorium  at 
Sanatorium,  Texas  has  treated  more  than 

40.000  patients  since  its  establishment  in  1912. 
The  center  has  grown  from  a 57  bed  to  a 

1.000  bed  institution. 

NEW  YORK:  The  25th  Anniversary  dinner 
of  the  Manhatten  General  Hospital  in  New 
York,  sponsored  by  the  Medical  staff  in 
tribute  to  the  founder  and  present  executive 
director.  Dr.  Alfred  A.  Richman,  was  held 
December  11  at  the  Waldorf  Astoria  Hotel  in 
New  York  City. 

ALABAMA:  The  Committee  on  Maternal 
& Child  Health  of  the  Medical  Association  of 
the  State  of  Alabama  has  mailed  study  forms 
to  each  hospital  in  Alabama  reporting  births 
for  1945-1947.  This  Committee  is  trying  to 
leave  no  stone  unturned  in  its  efforts  to 
evaluate  and  correct  causes  for  maternal 
mortality  in  the  State  of  Alabama. 
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Eighteen  Months  Experience  with 
Pentothal-Curare  Solution* 

by  Joe  W.  Baird,  M.D..  Minneapolis,  Minn. 


Over  a period  of  18  months,  from  January 
1,  1947  to  July  1,  1948,  pentothal-curare  solu- 
tion in  combination  with  50  per  cent  nitrous 
oxide  and  oxygen  was  administered  to  3,480 
patients  in  the  University  of  Minnesota  Hos- 
pitals and  the  Minneapolis  Veterans  Hospital. 
Patients  ranged  in  age  from  4 months  to  94 
years  of  age.  The  patients  were  undergoing 
all  types  of  surgery,  ranging  from  simple  in- 
cision and  drainage  to  the  most  complicated 
cardiac  and  brain  surgery. 

Over  95  per  cent  of  the  anesthetics  were  ad- 
ministered by  our  resident  staff  at  these  two 
institutions.  This  series  does  not  include 
private  cases  who  received  anesthesia  ad- 
ministered by  a fully  trained  anesthesiologist. 

After  a period  of  experimenting  with  dif- 
ferent ratios  of-  the  components  of  this  solu- 
tion we  have  for  the  past  eighteen  months 
been  using  a solution  containing  5 U of  D- 
tubocurarine  and  25  mg.  pentothal  sodium 
per  cubic  centimeter. 

PREPARATION 

If  individual  doses  of  the  solution  are  to  be 
prepared,  the  following  formulas  may  be 
used: 

A.  15  cc  sterile  distilled  water 

.5  gm  pentothal  sodium 
5 cc  D-tubocurarine  (20  U/cc) 

B.  19  cc  sterile  distilled  water 

.5  gm  pentothal  sodium 

1 cc  concentrated  D-tubocurarine  (100 

U/cc) 

If  the  solution  is  to  be  prepared  from  a 
stock  solution  of  pentothal  sodium  the  follow- 
ing formulas  are  satisfactory: 

1.  15  cc  3-1/3%  pentothal  sodium 
5 cc  D-tubocurarine  (20  U/cc) 

2.  19  cc  2-l/29f  pentothal  sodium 

1 cc  concentrated  D-tubocurarine  (100 
U/cc) 

We  have  found  this  ratio  of  pentothal  to 
curare  to  be  highly  satisfactory.  We  have  not 
varied  from  these  ratios  because  of  age  or 


type  of  operation  except  in  a very  few  in- 
stances. 

For  surgery  requiring  a high  degree  of 
muscular  relaxation,  5 U of  curare  per  cubic 
centimeter  has  satisfactorily  produced  the 
relaxation  required.  Twenty-five  mg.  pen- 
tothal per  cubic  centimeter  has  furnished 
sufficient  anesthesia  without  undue  pentothal 
depression. 

In  operative  procedures  requiring  very 
little  muscular  relaxation,  the  curare  con- 
tained in  the  solution  obliterates  many  of  the 
troublesome  reflexes  so  commonly  ex- 
perienced with  light  pentothal  anesthesia. 
The  obliteration  of  these  troublesome  reflex 
movements  reduces  the  amount  of  pentothal 
sodium  which  would  otherwise  be  necessary. 
Because  of  the  reduction  in  pentothal  sodium 
the  patient  will  respond  more  quickly  follow- 
ing the  termination  of  the  anesthetic. 
ADMINISTRATION 

Pentothal-curare  solution  is  administered 
intravenously  in  the  same  manner  as  pen- 
tothal alone.  The  solution  is  injected  slowly 
until  the  patient  is  in  a plane  of  anesthesia 
that  fulfills  the  requirements  of  the  an- 
esthetic. If  an  endotracheal  tube  is  to  be  in- 
serted, the  patient  must  be  anesthetized  more 
deeply  than  if  a face  mask  is  to  be  used.  To 
properly  anesthetize  the  patient  preparatory 
to  passing  an  endotracheal  tube,  it  is  at  times 
necessary  to  inject  sufficient  pentothal-curare 
solution  to  produce  respiratory  arrest.  This 
will  require  20  c.c.  or  more  of  the  solution  de- 
pending upon  the  age  and  condition  of  the 
patient.  During  this  induction  period  it  is 
advisable  to  administer  oxygen  by  manually 
compressing  the  breathing  bag  on  the  gas 
machine.  By  doing  this  we  avoid  undue 
hypoxia. 

If,  after  the  laryngoscope  is  introduced  and 
the  laryngeal  reflexes  are  found  to  be  too 

* Presented  at  a meeting  of  the  Third  District 

Medical  Society,  South  Dakota  State  Medical 

Association,  Volga,  South  Dakota,  October,  1948. 
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active,  1 or  2 c.c.  of  the  solution  should  be  in- 
jected every  10  or  15  seconds  until  conditions 
are  satisfactory  for  intubation.  Following  the 
introduction  of  the  endotracheal  tube  the 
patient  must  be  ventilated  by  artificial  means 
until  he  resumes  adequate  respiratory  ex- 
change. When  a face  mask  is  to  be  used,  it  is 
not  necessary  to  inject  as  much  solution  be- 
cause a lighter  plane  of  anesthesia  is  usually 
satisfactory. 

After  induction  with  pentothal-curare  solu- 
tion, oxygen  and  nitrous  oxide  are  adminis- 
tered by  inhalation.  It  is  suggested  that  a 
flow  of  1,000  c.  c.  of  each  per  minute  be  used, 
thus  insuring  the  patient  of  adequate  oxy- 
genation plus  a mild  nitrous  oxide  analgesia. 
MAINTENANCE 

The  proper  depth  of  anesthesia  is  main- 
tained by  intermittently  injecting  1 or  2 c.c. 
of  solution  as  needed.  The  rate  and  depth  of 
respiration,  reflex  movements  plus  the  neces- 
sary muscular  relaxation  are  the  principle 
criteria  for  further  injections.  As  the  opera- 
tion progresses  the  injections  become  pro- 
gressively farther  apart.  Because  of  this,  it 
is  usually  necessary  to  inject  the  pentothal- 
curare  solution  into  a continuous  intravenous 
drip  to  prevent  clotting  of  blood  in  the  in- 
travenous needle. 

TERMINATION 

In  terminating  the  anesthetic  we  attempt 
to  minimize  the  amount  and  frequency  of  in- 
jections, depending  upon  nitrous  oxide  anal- 
gesia as  much  as  possible.  With  experience 
the  anesthesiologist  can  judge  the  interval  of 
time  necessary  for  terminating  the  surgical 
procedure,  and  give  the  last  injection  20  or  30 
minutes  before  the  surgery  is  terminated.  If 
the  patient  responds  before  the  last  skin 
sutures  have  been  inserted,  the  anesthesio- 
logist may  administer  a higher  concentration 
of  nitrous  oxide  for  a few  minutes,  rather 
than  inject  more  pentothal-curare  solution. 
He  must  be  sure  however,  that  he  does  not 
decrease  the  oxygen  concentration  to  such  a 
degree  that  hypoxia  will  result. 
INDICATIONS 

Pentothal-curare  solution  together  with  50 
per  cent  nitrous  oxide  and  oxygen  has  be- 
come our  anesthetic  of  choice  in  over  90  per 
cent  of  our  cases  who  are  to  receive  general 
anesthesia.  We  have  found  this  type  of 
anesthesia  to  be  especially  useful  in  old  poor 
risk  patients,  for  thoracic  surgery,  and  for 


young  children  who  are  undergoing  cardiac 
surgery.  It  may  also  be  used  to  advantage  in 
cases  where  post-operative  vomiting  and 
straining  might  be  harmful,  such  as  certain 
types  of  eye  and  ear  surgery. 
CONTRAINDICATIONS 

There  are  perhaps  only  two  absolute  con- 
traindications to  this  type  of  anesthesia. 

1.  Myesthenia  gravis. 

2.  Inability  of  the  anesthetist  to  administer 
artificial  respiration  via  patent  airway. 

There  are  several  relative  contraindications 
to  its  use. 

1.  Short  cases. 

We  have  discovered  in  operations  lasting 
less  than  thirty  minutes,  and  requiring  no 
muscular  relaxation,  that  curare  should  be 
omitted.  This  is  true  because  pharmacologists 
tell  us  that  curare  is  eliminated  from  the  body 
in  thirty  minutes  or  less.  For  short  operations 
lasting  less  than  thirty  minutes  the  patient 
may  show  excess  curarization  at  the  termina- 
tion of  surgery.  For  short  procedures  such 
as  bronchoscopy,  laryngoscopy,  etc.,  pen- 
tothal-curare anesthesia  may  be  used  to  ad- 
vantage; however,  it  is  usually  necessary  to 
administer  prostigmine  and  atropine  intra- 
venously to  partially  neutralize  the  curare 
effect.  It  is  our  custom  to  administer  1/150 
gr.  atropine  sulphate  for  each  1 mg  of  pros- 
tigmine, 2 mg.  prostigmine  being  our  max- 
imum for  any  one  injection. 

2.  Economic  factor. 

The  cost  of  pentothal  and  curare  may  be  a 
relative  disadvantage  in  some  cases. 

ADVANTAGES 

1.  Minimal  effect  upon  cardiac  conductive 
system. 

It  has  been  shown  that  curare  in  therapeu- 
tic doses  does  not  cause  any  significant  elec- 
trocardiographic evidence  of  cardiovascular 
effect  or  vagus  paralysis.  Pentothal  sodium 
does  not  produce  disturbances  of  rhythm  nor 
does  it  tend  to  make  the  heart  more  irritable. 
Nitrous  oxide  has  no  effect  on  the  heart  when 
sufficient  oxygen  is  administered.  Therefore, 
we  feel  that  this  anesthetic  is  the  one  of 
choice  in  cases  of  disturbances  of  the  cardiac 
conduction  mechanism. 

2.  Reduction  in  pentothal. 

The  addition  of  curare  to  pentothal  sodium 
reduced  the  amount  of  pentothal  sodium 
which  would  otherwise  have  been  necessary. 
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3.  Rapidity  of  recovery. 

Because  of  the  reduction  of  pentothal 
sodium,  patients  usually  respond  relatively 
soon  following  the  termination  of  the 
anesthetic. 

4.  Post-operative  hypotension. 

Post-operative  drop  in  blood  pressure  was 

experienced  less  frequently  than  with  some 
other  anesthetic  agents. 

5.  Post-anesthetic  mania. 

This  complication  was  reduced  to  a min- 
imum. 

6.  Post-operative  vomiting. 

Post-operative  vomiting  was  experienced 

no  more  frequently  than  when  pentothal 
alone  was  used. 

7.  Explosions. 

The  elimination  of  the  explosive  hazard  is 
one  of  the  greatest  advantages  of  this  type 
of  anesthesia. 

8.  Laryngospasm. 

In  our  experience  severe  laryngospasm  has 
been  greatly  reduced. 

DISADVANTAGES 

The  disadvantages  are  usually  of  a mechan- 
ical nature  such  as  difficult  or  impossible 
venipuncture,  leaky  connections,  and  clotting 
of  blood  in  the  needle. 

UNTOWARD  REACTIONS 

Several  untoward  reactions  have  been  en- 
countered during  the  18  months  we  have  ad- 
ministered pentothal-curare  solution. 

1.  Hiccough  has  been  our  most  annoying 
complication.  This  occurred  in  3 to  5 per  cent 
of  cases.  This  complication  occurrs  more  fre- 
quently in  upper  abdominal  surgery  when 
strong  traction  is  being  applied  to  the 
stomach,  gallbladder  or  root  of  the  mesentery. 
However,  hiccough  has  been  experienced  to  a 
lesser  degree  in  other  types  of  surgery.  Many 
remedies  have  been  used  to  correct  this  reac- 
tion, but  we  have  found  no  remedy  which  has 
been  entirely  satisfactory  in  all  cases.  Per- 
haps the  most  successful  measure  has  been 
the  discontinuance  of  the  pentothal-curare 
anesthesia  and  the  administration  of  cyclo- 
propane; even  then  the  patient  must  be 
anesthetized  very  deeply  before  the  hiccoughs 
will  disappear.  We  have  had  some  success 
with  the  administration  of  carbon  dioxide, 
intravenous  novocaine,  and  deepening  the 
patient  with  pentothal-curare  solution. 

2.  Uncoordinated  movements  of  the  head 


and  extremities  were  at  times  experienced 
when  we  first  began  to  administer  pentothal- 
curare  solution.  We  came  to  the  conclusion 
that  they  were  attempted  movements  by  the 
partially  curarized  patient.  A deeper  plane  of 
anesthesia  has  corrected  this  complication 
even  though  we  have  not  been  conscious  of 
carrying  the  patient  deeper. 

3.  Salivation  has  been  encountered  in  the 
under-premedicated  patient.  Adequate  pre- 
medication with  atropine  or  scopolamine  has 
corrected  this  complication. 

4.  Hypotension  has  been  encountered  oc- 
casionally following  induction  when  a large 
amount  of  solution  was  injected  rapidly.  A 
drop  of  blood  pressures  varying  from  10  to  40 
MM  of  mercury  has  been  experienced.  The 
intravenous  injection  of  25  mg  of  ephedrine 
has  successfully  corrected  this  blood  pressure 
drop.  However,  if  no  vasoconstrictor  is  ad- 
ministered, the  pressure  will  usually  return 
to  its  preoperative  level  within  five  or  ten 
minutes  after  induction. 

5 Increase  in  pulse  rate  and  blood  pressure 
has  been  noted  in  the  apnoic  or  semi-apnoic 
patient.  This  rise  in  blood  pressures  and 
pulse  rate  is  due  to  accumulation  of  carbon 
dioxide.  Adequate  oxygenation  will  usually 
correct  this  complication.  In  our  experience 
we  have  encountered  more  temporary  rises 
in  blood  pressure  than  we  have  falls  in 
pressure. 

6.  Subclinical  myesthenia  gravis  was  en- 
countered in  one  patient.  This  patient  made 
a satisfactory  recovery  after  being  placed  in 
an  “iron  lung”  for  eight  hours. 

7.  Vomiting  under  anesthesia  was  not  en- 
countered in  this  series.  However,  we  have 
had  two  cases  in  private  practice  which  re- 
gurgitated stomach  contents  while  under 
anesthesia. 

Vomiting  was  probably  not  encountered  in 
this  series  because  patients  at  the  University 
Hospitals  and  at  the  Veterans  Hospital 
usually  have  a Wangensteen  suction  tube  in 
place  before  the  anesthetic  is  administered. 

8.  Bronchospasm  was  rarely  encountered. 

9.  Asthma  was  occasionally  precipitated  in 
a patient  giving  a history  of  asthma.  Broncho- 
spasm and  asthma  were  successfully  treated 
with  the  intravenous  administration  of 
Isuprel  (1/50,000). 
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DEATHS 

There  were  no  deaths  in  this  series  which 
could  be  traced  directly  to  the  anesthetic 
agent. 

COMMENTS 

I am  of  the  opinion  that  any  anesthesio- 
logist who  is  qualified  to  administer  pen- 
tothal  sodium,  is  also  qualified  to  administer 
pentothal-curare  solution.  I say  this  because 
the  administration  of  pentothal  alone  entails 
a certain  skill  which  is  quite  comparable  to 
the  skill  required  for  the  successful  adminis- 
tration of  pentothal-curare  solution.  In  both 
cases  the  anesthesiologist  must  recognize 
similar  signs  which  indicate  that  additional 
injections  are  necessary.  He  must  also  be 
equipped  to  administer  artificial  respiration 
via  patent  airway  when  administering  both 
anesthetic  agents.  In  many  instances  we  have 
found  that  a patent  airway  is  more  easily 
maintained  under  pentothal-curare  anesthesia 
than  under  pentothal  alone,  since  laryngo- 
spasm  has  been  markedly  reduced  with  pen- 
tothal-curare anesthesia. 

Our  surgeons  have  often  expressed  their 
satisfaction  with  this  type  of  anesthesia. 
Many  of  them  are  of  the  opinion  that  the 
post-operative  course  of  their  patients  is 
better  following  pentothal-curare  anesthesia 
than  it  has  been  following  many  other  types 
of  general  anesthesia. 

Because  of  several  sudden  deaths  in  small 
children  who  were  undergoing  cardiac  sur- 
gery for  tetrology  of  Fallot  under  cyclopro- 
pane anesthesia,  we  have  been  administering 
pentothal-curare  solution  with  nitrous  oxide 
and  oxygen  successfully  for  this  type  of  sur- 
gery. The  operative  and  post-operative  course 
of  these  children  has  been  entirely  satisfac- 
tory. No  deaths  have  occurred  in  over  40 
cardiac  operations  at  the  University  of  Minn- 
esota Hospitals. 

CONCLUSIONS 

It  has  been  our  experience  that  pentothal- 
curare  anesthesia  more  nearly  fulfills  our  re- 
quirement of  a general  anesthetic  agent  than 
any  we  have  ever  used.  Other  anesthetists 
may  not  find  this  to  be  true  because  results 
and  requirements  vary  in  different  clinics 
and  with  different  anesthesiologists. 


MINUTES  OF  THE  MEDICAL  SCHOOL 
COMMITTEE  MEETING 

Huron.  South  Dakota,  January  15.  1949 
8:00  P.M. 

Committee  members  present  at  the  meet- 
ing were  Duncan,  Brown,  Saxton,  Slaughter, 
Pankow,  and  the  executive  secretary. 

Chairman  Slaughter  opened  the  discussion 
of  the  proposed  school  budget  as  contained 
in  the  governor’s  recommendations.  This  in- 
cludes $344,900  operating  appropriation  for 
the  biennium  and  $600,000  for  a new  medical 
science  building. 

A discussion  was  then  held  on  organization 
of  a non-profit  corporation  to  set  up  a trust 
fund  for  medical  education.  Dr.  Brown 
moved  that  the  committee  recommend  to  the 
Council  that  a non-profit  endowment  corpora- 
tion be  set  up  on  behalf  of  medical  education 
in  the  State  of  South  Dakota;  that  a board 
of  trustees  be  provided  for  to  control  the 
funds;  and  that  a board  of  trustees  be  selected 
by  the  Council  of  the  South  Dakota  State 
Medical  Association,  and  also  the  chairman 
of  the  State  Board  of  Regents,  President  of 
the  University,  and  the  Dean  of  the  Medical 
School.  This  motion  was  seconded  by  Dr. 
Duncan.  Dr.  Pankow  moved  for  amendment 
of  the  motion  by  deletion  of  “Chairman  of 
the  State  Board  of  Regents  and  president  of 
the  University.”  Saxton  seconded  the  motion 
and  it  was  carried.  Dr.  Pankow  moved  for 
an  amendment  to  the  motion  changing 
“trustees”  to  “trustees  and/or  directors.” 
This  was  seconded  by  Dr.  Brown  and  carried. 

The  original  motion  was  passed  as 
amended.  The  meeting  adjourned  at  11:00 
P.  M. 


APPLICATION  BLANKS  FOR 
ACADEMY  OF  GENERAL  PRACTICE 

Many  members  of  state  and  county  medical 
societies  have  written  to  their  journals  in- 
quiring as  to  how  they  can  procure  applica- 
tion blanks  for  membership  in  the  American 
Academy  of  General  Practice.  The  national 
headquarters  office  is  located  at  231  West 
47th  Street,  Kansas  City  2,  Missouri,  and  Mr. 
Mac  F.  Cahal  is  the  executive  secretary.  Since 
South  Dakota  has  no  chartered  chapter  the 
central  office  will  be  glad  to  forward  applica- 
tion blanks. 
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Radiologic  Treatment  of  Carcinoma 
of  the  Uterine  Cervix  and  Fundus* 

Robert  E.  Fricke,  M.D.,  Section  on  Therapeutic  Radiology, 
Mayo  Clinic,  Rochester,  Minnesota 


Cancer  follows  no  set  rules  in  its  lethal 
growth.  However,  certain  trends  or  patterns 
in  the  rate  and  direction  of  growth  and  in 
the  occurrence  of  metastasis  are  evident  in 
cancers  in  different  locations  in  the  body. 
Hence  some  of  the  results  of  planned  attacks 
against  cancer  in  different  organs  can  be 
predicted.  That  is,  a general  prognosis  of  a 
well-designed  therapeutic  procedure  against 
a certain  form  of  cancer  can  be  made,  but 
not  with  exactitude  in  the  individual  case. 
Many  unpredictable  factors  may  nullify  the 
calculated  result  of  treatment.  Probably 
among  these  is  the  inherent  susceptibility  or 
resistance  of  the  tissues  of  the  individual  to 
cancer,  derived  from  his  ancestors. 

The  patterns  of  growth  and  spread  of  can- 
cer in  two  portions  of  the  same  organ,  the 
uterus,  are  interesting  in  their  extreme  di- 
vergence. Cancer  of  the  uterine  cervix  is  pre- 
dominantly of  the  squamous-cell  variety,  of 
high  grade  on  microscopic  examination,  grows 
rapidly,  metastasizes  quickly  to  neighboring 
lymph  nodes,  is  insidious  in  onset,  occurs 
mainly  at  the  time  of  the  menopause,  and  the 
best  results  follow  treatment  by  radiologic 
means. 

Cancer  of  the  uterine  corpus,  however,  is 
usually  an  adenocarcinoma,  of  low  grade  on 
microscopic  examination,  grows  slowly,  does 
not  tend  to  metastasize  until  it  has  extended 
through  the  fundal  wall  to  the  peritoneum, 
usually  can  be  diagnosed  early,  occurs  nor- 
mally latter  in  life  than  cancer  of  the  cervix 
(that  is,  it  is  a postmenopausal  disease)  and 
is  usually  best  treated  surgically.  Any  of 
these  characteristics  may  be  untrue  in  the 
individual  case. 

Carcinoma  of  Ihe  Uterine  Cervix 

Cancer  of  the  uterine  cervix  is  a fairly 
common  disease.  Among  women  it  is  ex- 
ceeded in  frequency  only  by  cancer  of  the 
breast.  Deaths  from  cancer  of  the  cervix  in 
this  country  number  around  13,000  annually. 
From  1915  through  1944,  3,798  women  were 


treated  at  the  Mayo  Clinic  for  this  disease.'' 
It  is  usually  a menopausal  disease.  In  the 
large  group  quoted  above,  the  average  age 
was  49  years.  The  early  symptoms  and  signs 
— slight  vaginal  discharge  and  occasional 
spotting  — are  not  usually  noted  at  this  time 
of  life,  when  slight  abnormalities  of  mens- 
truation are  anticipated.  The  later  signs  — ■ 
metrorrhagia,  hemorrhages  and  pain  — ac- 
company extensive  spread  of  the  cancer.  The 
diagnosis  is  made  by  means  of  a carefully 
taken  history,  a general  examination,  a pelvic 
examination  including  careful  rectal  palpa- 
tion, and  a biopsy.  In  early  cases  examination 
of  vaginal  smears  by  trained  pathologists,  the 
Papanicolaou  method,  is  helpful,  as  is  the 
Schiller  test,  using  a strong  solution  of  iodine 
(Lugol’s  solution),  which  does  not  stain  the 
malignant  tissue.  In  advanced  cancers, 
cystoscopic  and  proctoscopic  examinations, 
and  excretory  urograms,  afford  help  in  de- 
termining the  extent  of  the  lesion. 

This  thorough  study  before  treatment  is 
commenced  is  essential  in  planning  the  course 
of  treatment,  whether  it  be  a complete  treat- 
ment with  hope  of  cure,  or  limited  treatment 
in  advanced  lesions  with  worth-while  pallia- 
tion (but  no  hope  of  cure)  in  mind.  Many 
debilitated  patients  need  the  help  afforded 
by  a limited  treatment  but  could  not  tolerate 
a complete  course  of  treatment. 

Careful  examination  of  the  extent  of  the 
growth  also  enables  the  radiologist  to  classify 
the  lesion  into  one  of  the  four  stages  first  out- 
lined by  the  Radiological  Subcommittee  of 
the  League  of  Nations  Cancer  Commission, 
published  in  1929.2  This  classification  has 
been  altered  in  1937  by  the  same  Subcom- 
mittee on  Radiotherapy  of  Cancer.  The  new 
classification  in  abstract  is  as  follows; ^ 

* Read  at  the  Cancer  Symposium,  arranged  by  the 
South  Dakota  Division  of  the  American  Cancer 
Society  in  co-operation  with  the  State  Board  of 
Health,  at  Sioux  Falls,  South  Dakota,  October 
11,  12,  and  13,  1948. 
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Stage  I:  The  tumor  is  strictly  confined  to 
the  cervix. 

Stage  II;  As  regards  the  parametrium:  the 
tumor  infiltrates  the  parametrium  on  one  or 
both  sides,  but  does  not  reach  the  pelvic 
wall.  As  regards  the  vagina:  the  tumor  in- 
vades the  vaginal  wall  but  does  not  involve 
the  lower  third.  As  regards  the  uterine 
fundus;  the  tumor  invades  the  body  of  the 
uterus  through  the  endocervical  canal. 

Stage  III:  The  tumor  invades  the  parame- 
trium in  its  entire  length,  on  one  or  both 
sides,  to  the  pelvic  wall.  The  tumor  invades 
the  vaginal  wall  down  to  its  lower  third. 
Isolated  metastasis  is  present  against  the 
pelvic  wall. 

Stage  IV;  The  tumor  invades  the  bladder 
or  rectum,  extends  above  or  below  the  limits 
of  the  true  pelvis,  or  distant  metastatic 
growths  are  present  (left  supraclavicular 
nodes,  liver,  lungs,  brain  and  so  forth). 

In  brief,  the  four  stages  may  be  described 
in  four  words:  early,  borderline,  extensive 
and  massive. 

Classification  according  to  the  stage  of  the 
lesion  is  the  most  important  factor  in  prog- 
nosis. The  microscopic  grade  of  the  lesion 
does  not  seem  to  be  a prognostic  determinant, 
as  in  carcinoma  of  the  uterine  fundus, 
probably  because  one  is  better  able  to  in- 
dividualize the  irradiation  treatment  in  cer- 
vical cancer.^ 

Grossly,  cancers  of  the  cervix  are  cauli- 
flower or  medullary  in  type,  or  infiltrating. 
In  most  clinics,  stages  I and  II  account  for 
about  10  per  cent  of  the  total,  stage  III  70  per 
cent,  and  20  per  cent  fall  into  stage  IV. 
Squamous-cell  epithelioma  is  found  in  90  per 
cent,  adenocarcinoma  arising  in  the  cervical 
canal  in  about  6 per  cent,  and  mixtures  of 
squamous-cell  carcinoma  and  adenocarci- 
noma, sarcoma,  and  so  forth  form  about  4 per 
cent.  According  to  Broders’  grading  on 
microscopic  examination,  grade  1 occurs  in 
1 per  cent  or  less,  grade  2 in  14  per  cent,  and 
grades  3 and  4 form  85  per  cent,  about  evenly 
divided. 

Before  the  days  of  irradiation,  surgical 
treatment  offered  the  only  possibility  of  cure, 
and  this  in  the  few  instances  in  which  the 
lesion  was  diagnosed  early.  A Wertheim 
hysterectomy  cured  in  early  cases;  recurrence 
was  practically  certain  after  more  conserva- 


tive surgical  procedures. 

Radium  was  discovered  only  fifty  years 
ago.  After  attempts  at  treating  cervical  can- 
cer in  France,  the  birthplace  of  radium 
therapy,  physicians  in  the  United  States 
began  using  this  new  form  of  therapy.  The 
first  apparent  cure  with  radium  was  claimed 
by  Robert  Abbe  in  1906  (reported  by  Truman 
Abbe). 5 The  value  of  radium  therapy  in  can- 
cer of  the  cervix  was  brought  to  the  attention 
of  American  physicians  by  my  former 
teachers  and  associates,  Kelly  and  Burnam,  of 
Baltimore,  at  the  American  Medical  Associa- 
tion meeting  in  1915.®  Radium  and  roentgen 
therapy  have  developed  rapidly  since  then. 
Undoubtedly,  radium  therapy  has  shown  its 
greatest  usefulness  in  the  treatment  of  cancer 
of  the  uterine  cervix. 

Radium  therapy  can  be  given  by  single 
massive  dose  methods,  now  largely  aband- 
oned, or  by  fractional  methods.  At  the  Mayo 
Clinic,  we  employ  the  intensive  broken-dose 
technic.  The  unit  of  treatment  is  the  50  mg. 
radium  tube,  filtered  with  1 mm.  of  platinum. 
The  complete  course  of  treatment  consists  of 
at  least  eight  applications,  treating  the  entire 
birth  canal  and  reaching  a total  dose  of  7,000 
to  8,000  mg.  hr.  in  a period  of  three  weeks. 
Our  principles  of  treatment  are  (1)  homo- 
geneous irradiation  of  the  entire  birth  canal, 
employing  fairly  short  individual  treatments; 
(2)  avoidance  of  trauma  in  probing  the  canal 
and  inserting  the  small  radium  tube  (never 
dilating  the  cervix);  (3)  treating  with  the 
patient  in  the  knee-chest  position  in  order 
to  secure  adequate  exposure  and  avoid 
trauma  during  treatment;  (4)  use  of  abundant 
gauze  packing  on  the  dorsal  side  of  the  cervix 
to  increase  the  distance  of  the  intestinal  wall 
from  the  radium,  and  (5)  adequate  follow-up 
examinations  of  each  patient  over  many 
years. 

At  the  conclusion  of  the  radium  treatment 
series,  supplementary  roentgen  therapy  is 
used,  the  factors  being  200  kv.,  20  ma.,  0.75 
mm.  copper  and  1.0  mm.  aluminum  filter,  50 
cm.  target-skin  distance,  two  large  frontal 
and  two  sacral  fields,  one  field  daily,  500  r 
per  field.  This  roentgen  treatment  series, 
lasting  four  days,  is  repeated  three  months 
later  in  stage  III  and  stage  IV  cases. 

Many  other  plans  of  treatment  are  em- 
ployed at  other  clinics.  Many  give  heavier 
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roentgen-ray  dosage  and  precede  the  radium 
treatments  with  roentgen  therapy.  However, 
results  are  encouraging  at  all  the  large  cen- 
ters where  well-planned  therapy  is  carried 
out.  Kaplan^  has  assembled  results  of  treat- 
ment at  the  larger  American  and  European 
clinics,  and  has  found  a five-year  cure  rate 
varying  from  20  to  40  per  cent.  HeymanS 
has  collected  results  from  sixteen  radiothera- 
peutic  centers.  In  7,958  cases  the  five-year 
relative  cure  rate  was  27.6  per  cent.  To  a 
certain  extent,  this  five-year  cure  rate  de- 
pends on  the  number  of  stage  IV  (hopeless) 
cases  accepted  for  treatment.  The  palliation 
achieved  by  a limited  treatment  is  invaluable 
for  these  patients,  but  their  inclusion  reduces 
the  cure  rate. 

In  our  own  series  covering  the  years  1915 
through  1944,  Bowing  and  H found  that  of 
the  total  3,798  patients,  only  6.8  per  cent  were 
diagnosed  early  enough  to  have  the  ad- 
vantage of  operation,  radium  and  roentgen 
treatment.  The  best  results  were  seen  in 
these  cases:  a five-year  salvage  of  60  per  cent. 
The  largest  group  of  the  total  patients,  2,246 
(59  per  cent),  received  radium  and  roentgen 
therapy.  Of  these,  only  15  per  cent  were 
favorable  cases,  that  is,  stage  I or  stage  II. 
Of  1,581  traced  patients  treated  entirely  with 
radium  and  roentgen  rays  five  years  or  more 
before  the  time  of  inquiry,  32.8  per  cent  lived 
5 or  more  years  after  treatment.  Two  factors 
reduced  the  percentage  of  five-year  arrests. 
One  was  the  inclusion  of  modified  (previously 
treated)  cases,  which  formed  such  a large 
group  (more  than  400)  that  they  could  not  be 
ignored.  The  second  was  the  inclusion  of  re- 
sults of  early  years  when  technic  was  crude. 
In  the  first  five-year  period,  1915  through 
1919,  there  were  only  8.9  per  cent  of  five-year 
survivals.  Since  1925,  with  improved  technic, 
the  five-year  cure  rate  has  averaged  40  per 
cent  among  traced  patients. 

Stage  I and  stage  II  lesions  should  be  con- 
sidered for  Wertheim  operations;  the  decision 
regarding  treatment  should  be  reached  by 
consultation  of  the  surgeon  and  the  radi- 
ologist. Some  claim  better  results  with 
irradiation  than  with  surgical  treatment. 
Jones  and  Jones^  traced  results  in  36  stage  I 
cases  in  which  operation  was  performed  at  the 
Johns  Hopkins  Hospital  and  50  stage  I cases  in 
which  the  patients  were  treated  with  radium 


at  the  Howard  A.  Kelly  Clinic.  The  five-year 
cure  rate  for  surgical  treatment  was  41.6  per 
cent,  and  for  radium  it  was  57  per  cent.  Also, 
the  surgeon  may  consider  the  lesion  to  be 
stage  I before  operation,  and  after  the  in- 
cision he  may  find  the  growth  to  be  stage  II 
or  even  inoperable;  he  can  then  change  his 
classification.  The  radiologist  has  to  hold  to 
his  original  classification. 

There  is  no  real  rivalry  between  irradiation 
and  surgery  in  treating  cancer  of  the  cervix; 
the  so-called  operable  cases  are  few.  The 
decision  should  depend  on  the  skill  of  the 
surgeon  and  the  skill  of  the  radiologist 
available.  The  mortality  rate  for  Wertheim 
hysterectomy  is  small  in  good  hands.  The 
mortality  rate  with  radium  therapy  is  small; 
in  our  series  of  2,246  patients  treated  with 
radium  and  roentgen  rays  there  were  5 hos- 
pital deaths  (0.2  per  cent). 

Cancer  of  the  cervical  stump  is  a problem. 
Cancer  may  develop  in  the  remaining  cervical 
stump  years  after  a hysterctomy  for  uterine 
fibromyomas  or  for  inflammatory  conditions. 
Usually  the  growth  is  not  considered  a true 
carcinoma  of  the  cervical  stump  unless  two 
or  three  years  have  elapsed  since  the  ablation 
of  the  uterine  corpus;  otherwise  it  is  con- 
sidered an  incomplete  operation  for  a cancer 
of  the  cervix  already  present  at  the  time  of 
the  hysterectomy.  True  cancers  of  the  cer- 
vical stump  are  not  frequently  seen,  and 
whether  the  risk  of  panhysterectomy  should 
be  assumed  to  prevent  their  occasional  occur- 
rence depends  on  the  skill  of  the  surgeon. 
Radium  therapy  must  be  cautious,  as  loops 
of  intestine  may  be  attached  to  the  inner  end 
of  the  cervix.  Results  of  radium  therapy, 
while  not  as  good  as  in  carcinoma  of  the  in- 
tact cervix,  are  encouraging.  In  a series  of 
57  patients  treated  at  the  Mayo  Clinic  five- 
year  cures  were  obtained  in  26  per  cent. 

Carcinoma  of  the  cervix  occasionally  occurs 
as  a complication  of  pregnancy;  not  often, 
however,  as  the  average  patient  with  this 
disease  is  at  the  menopausal  age.  Treatment 
depends  on  the  extent  of  the  carcinoma  and 
the  period  of  gestation  when  the  diagnosis  is 
made.  Maine  and  Mussey^ ''  have  stated  that, 
if  the  cancer  is  operable  and  the  fetus  is  not 
viable,  total  hysterectomy  followed  by 
irradiation  is  the  best  plan.  If  the  lesion  is 
operable  and  the  fetus  is  viable,  cesarean  sec- 
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tion  should  be  performed  and  should  be 
followed  by  panhysterectomy  and  postopera- 
tive irradiation.  If  the  growth  is  inoperable 
and  the  fetus  is  viable,  cesarean  section 
followed  by  irradiation  should  be  considered; 
if  the  lesion  is  inoperable  and  the  fetus  is  not 
yet  viable,  irradiation  should  be  carried  out 
and  abortion  will  spontaneously  occur. 
Maino  and  Mussey  found  a five-year  arrest  of 
the  cancer  in  30  per  cent  of  26  patients. 

Further  developments  in  the  treatment  of 
cancer  of  the  cervix  lie  in  continued  aware- 
ness of  its  frequency  and  in  earlier  diagnosis; 
the  study  of  vaginal  smears ''2  and  early 
biopsy  of  suspicious  lesions  should  be  helpful. 
An  excellent  prognosis  is  accorded  early 
(stage  I and  stage  II)  cancer  of  the  cervix, 
treated  by  well-planned  irradiation  or  by 
Wertheim  hysterectomy  and  postoperative 
irradiation. 

Also,  in  a limited  number  of  patients, 
especially  young  patients  (in  whom  the 
growth  of  cancer  is  usually  more  rapid)  in 
good  physical  condition,  the  Taussig  iliac 
lymphadenectomy  may  be  performed.  ^ 3 This 
operation  consists  in  removal  of  the  hypo- 
gastric, obturator,  external  iliac  and  ureteral 
lymph  nodes;  about  80  per  cent  of  these  nodes 
can  be  removed  at  this  operation.  We  have 
found  that  it  can  be  performed  best  about 
three  months  after  the  radium  and  roentgen 
therapy.  The  operation  may  remove  involved 
nodes  not  sterilized  by  the  roentgen  therapy 
directed  to  the  sides  of  the  pelvis.  This  opera- 
tion avoids  the  risk  of  the  radical  Wertheim 
procedure. 

Carcinoma  of  the  Uterine  Fundus 

Of  all  carcinomas  in  internal  organs,  car- 
cinoma of  the  uterine  corpus  should  have  the 
best  prognosis.  It  is  usually  a postmenopausal 
disease;  hence  the  slight  vaginal  bleeding 
first  noted  is  alarming  to  the  patient  and 
brings  her  to  her  physician  while  the  cancer 
is  in  a curable  stage.  It  grows  more  slowly, 
enveloped  in  the  thick,  muscular  walls  of  the 
uterus.  It  is  usually  an  adenocarcinoma,  and 
the  majority  are  low  grade  on  microscopic 
examination.  Metastasis  is  not  common  until 
the  growth  has  perforated  the  uterine  wall 
or  extruded  through  the  fallopian  tubes;  then 
metastatic  growths  may  occur  in  the  ovaries, 
and  peritoneal  implants  appear.  Later,  dis- 
tant metastatic  growths  become  evident,  and 


retrograde  metastatic  growths  may  be  found 
in  the  cervix  and  vagina. 

Owing  to  the  slow  growth  of  cancer  in  this 
location,  surgical  intervention  is  the  treat- 
ment of  choice.  A radical  hysterectomy 
should  cure,  when  extension  beyond  the 
uterus  has  not  occurred.  Postoperative 
irradiation  should  increase  the  number  of 
cures. 

Cancers  of  the  uterine  corpus  are  also 
curable  by  irradiation.  Since  they  occur  in 
women  ten  years  older,  on  the  average,  than 
do  cancers  of  the  uterine  cervix,  many  comp- 
lications common  to  older  age  groups  are 
often  present,  such  as  obesity,  hypertension, 
diabetes  mellitus,  arteriosclerosis,  cardiovas- 
cular degeneration,  and  so  forth.  Hence  the 
higher  risk  incident  to  radical  surgical  inter- 
vention in  patients  with  these  complications 
can  be  avoided  by  the  employment  of  irradia- 
tion therapy  instead  of  surgery. 

The  radiologist  has  certain  handicaps  in 
treating  these  patients.  The  diagnosis  is 
established  by  curettage,  and  an  indication  of 
the  extent  of  the  disease  is  reached  by  pelvic 
examination.  Heilman  and  have  made  a 
crude  clinical  classification  of  cancers  of  the 
corpus  into  four  stages.  In  stage  I the  growth 
is  confined  to  the  uterine  cavity;  the  uterus  is 
small  and  movable.  In  stage  H the  growth 
has  invaded  the  fundal  walls,  as  the  uterus 
is  definitely  enlarged,  although  movable. 
Definite  infiltration  of  the  parametrium  on 
one  or  both  sides  with  limited  mobility  of  the 
uterus  indicates  stage  HI,  and  in  stage  IV 
fixation  of  the  uterus  has  occurred,  or  remote 
metastatic  growths  are  present. 

Irradiation  therapy  is  indicated  in  stages 
HI  and  IV  for  palliative  purposes,  and  in 
stages  I and  H when  other  complications  pre- 
clude surgical  intervention.  The  invisible 
and  poorly  defined  cancer  of  the  corpus  is 
treated  with  radium  and  roentgen  rays 
usually  by  a fractional  method.  At  the  Mayo 
Clinic,  following  the  diagnostic  dilatation  and 
curettage,  two  50  mg.  radium  tubes,  filtered 
by  0.5  mm.  silver,  are  placed  in  tandem  for- 
mation in  a 1 mm.  brass  tube.  This  brass 
tube  secured  on  a long  wire  is  placed  in  the 
depth  of  the  uterine  cavity.  The  patient  is  in 
the  knee-chest  position,  and  the  applicator  is 
introduced  with  a minimum  of  trauma.  The 
radium  is  ordinarily  left  in  place  for  twenty- 
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four  hours.  Several  days  later  the  applicator 
is  reintroduced  to  the  depth  of  the  fundus 
and  withdrawn  about  2 or  3 cm.  for  the  second 
treatment.  In  the  normal-sized  uterus  the 
dosage  is  4,800  me.  hr.,  with  some  overlapping. 
In  a large  uterus,  a third  tandem  may  be 
similarly  employed.  At  1 cm.  depth,  the 
gamma  roentgens  with  two  tandems  vary 
from  5,200  at  one  end  of  the  applicator  to  be- 
tween 12,000  and  24,000  at  the  midpoint,  de- 
pending on  the  amount  of  overlapping.  A 50 
mg.  radium  tube,  platinum  filtered,  is  used 
in  the  midcervix  for  600  to  700  mg.  hr.,  and  a 
vaginal  applicator  across  the  face  of  the  cer- 
vix, filtered  with  1 mm.  platinum  and  1 cm. 
rubber,  is  used  for  fourteen  hours.  A course 
of  high  voltage  roentgen  therapy  follows, 
200  kv.,  30  ma.,  50  cm.  distance,  large  fields, 
two  frontal  and  two  posterior  pelvis,  550  r 
per  field,  one  field  a day  for  the  four-day 
series. 

Many  ingenious  devices  have  been  invented 
by  radiologists  to  secure  more  homogeneous 
irradiation,  which  may  not  be  possible  by  in- 
ternal treatment  if  the  lesion  is  distributed 
over  one  wall  of  the  uterus,  or  in  any  manner 
such  that  the  uterine  cavity  is  not  in  the 
center  of  the  growth.  Schmitz  and  Schmitz 
devised  a Y-shaped  radium  applicator.  Hey- 
mani®  since  1930  has  improved  his  results 
by  packing  the  uterine  cavity  with  heavily 
filtered  tubes  containing  small  amounts  of 
radium.  Friedman’s  hysterostat^  ^ and  Kap- 
lan’s silver  ring''®  are  examples  of  effort  to 
improve  technic. 

As  to  results  of  irradiation  therapy,  the 
prognosis  in  cancer  of  the  fundus  varies  both 
with  the  stage  and  with  the  microscopic 
grade  of  the  lesion.  The  five-year  survival 
rate  depends  mainly  on  the  proportion  of 
stage  I and  stage  II  cases  referred  for  treat- 
ment. At  the  Mayo  Clinic,  our  five-year  sur- 
vival rate  increased  from  12.63  per  cent  to  39 
per  cent  in  later  years,  because  of  a larger 
proportion  of  earlier  lesions. ^ 

Summary 

Radium  and  roentgen  therapy  have  attained 
their  greatest  value  in  the  treatment  of  can- 
cer of  the  uterine  cervix,  and  also  have 
proved  of  marked  benefit  in  cancer  of  the 
uterine  fundus.  Radium  therapy  can  be  in- 
dividualized in  the  more  accessible  and 
visible  cancer  of  the  cervix,  whereas  in  the 


hidden  and  ill-defined  cancer  of  the  corpus, 
treatment  is  more  or  less  standardized.  This 
factor  may  explain  the  lack  of  prognostic 
value  of  the  miscroscopic  grade  in  carcinoma 
of  the  cervix.  Here  the  stage  or  extent  of  the 
lesion  is  the  determining  factor  in  the  result 
of  treatment.  In  the  more  standardized 
radiologic  treatment  of  cancer  of  the  corpus, 
the  microscopic  grade,  as  well  as  the  stage  or 
extent,  is  of  great  prognostic  significance. 

The  treatment  of  cervical  cancer  is  mainly 
radiologic.  Only  a small  fraction  of  patients 
are  seen  in  an  early  stage  when  surgical  in- 
tervention is  feasible,  as  the  onset  of  the 
disease  is  insidious.  Cancer  of  the  uterine 
fundus  is  mainly  a surgical  problem,  but  here 
again  radium  or  roentgen  therapy  can  play  a 
curative  role  in  early  lesions.  In  both  diseases, 
radium  or  roentgen  therapy  offers  invaluable 
palliation  in  advanced  cases,  with  a worth- 
while number  of  cures. 
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THE  USE  OF  THE  LOW  SODIUM  DIET 
M.  P.  Merryman,  M.D. 

Despite  the  accumulating  evidence  demon- 
strating the  efficacy  of  a low  sodium  intake 
in  a rather  wide  variety  of  disease  states 
many  physicians  have  been  reluctant  to 
accept  this  adjunct  to  their  armementarium. 
This  may  be  due  partially  to  an  unhappy 
experience  with  its  use  in  the  uremic  state 
where  it  is  contraindicated  or  to  the  lack  of 
proper  education  of  the  patient  relative  to 
the  principle  involved  and  the  absolute  neces- 
sity of  following  a strict  program.  Casual  ad- 
vice to  use  little  or  no  salt  is  not  enough. 
There  must  be  a detailed  diet  list  giving  kinds 
of  foods  allowed  and  amounts  to  be  taken. 
For  those  fortunate  enough  to  have  available 
the  services  of  a trained  dietitian  the  task  is 
simplified  considerably  since  varied  sample 
menus  can  be  supplied  the  patient.  There  is 
nothing  gained  in  restricting  salt  per  se  and 
having  the  patient  unwittingly  take  sizeable 
amounts  of  the  sodium  ion  in  the  form  of 
baking  soda  or  salt  in  canned  foods.  In  the 
past  many  so  called  salt  substitutes  contained 
sodium  in  the  form  of  sodium  malate  and 
were  worse  than  useless.  Potassium  chloride 
was  used  for  a time  but  had  the  disadvantage 
of  being  unpalatable.  With  the  development 
of  such  preparations  as  Neocurtisal  and  West- 
sal  the  problem  of  palatability  and  a salty 
taste  has  been  fairly  well  solved,  a point 
which  is  extremely  important  as  the  diet 
must  usually  be  followed  over  a long  period 
of  time  and  often  by  people  who  are  already 
undernourished. 

Salt  free  bread  can  usually  be  made  in  the 
patient’s  home  and  with  the  use  of  one  of  the 
above  salt  substitutes  a surprisingly  tasty 
product  can  be  made.  Also  the  local  creamery 
will  usually  supply  unsalted  butter  or  or- 
dinary butter  can  be  rendered  relatively  salt 
free  by  repeated  washing  in  cold  water.  A 
low  sodium  milk  such  as  Lonalac  prepared 
by  Mead  Johnson  and  Company  can  be  used 


on  cereals  and  in  custards  and  with  chocolate 
flavoring  even  as  a beverage.  Unsalted  pea- 
nuts serve  as  an  additional  source  of  protein 
and  are  usually  well  tolerated.  One  grocery 
or  drug  store  in  a town  can  profitably  stock 
a brand  of  foods  such  as  Cellu  foods  which 
are  especially  prepared  with  a minimal 
amount  of  salt  and  thereby  a wider  range  of 
food  items  is  made  possible. 

The  patient  must  be  told  the  purpose  of 
the  diet  and  must  understand  that  if  the  diet 
is  to  be  of  any  particular  value  it  must  be 
followed  rigidly.  For  all  the  detailed  in- 
structions involved  in  this  type  of  program 
and  for  the  energy  expended  in  keeping  up 
the  patient’s  enthusiasm  for  it  the  physician 
is  generously  rewarded  in  most  instances. 
Patients  with  chronic  congestive  heart  failure 
who  previously  required  frequent  mercurial 
diuretics  may  get  along  with  few  if  any. 
Acute  nephritics  who  pass  into  the  latent 
phase  may  be  carried  along  for  years  and 
those  with  coronary  disease  and  possibly 
hypertension  with  a marginal  cardiac  reserve 
will  often  do  surprisingly  well.  We  have  all 
seen  patients  living  a quite  adequate  life  who 
without  this  type  of  program  would  almost 
surely  have  long  since  gone  to  their  reward. 


DUES 

Dues  for  1949  are  now  due.  Your  medical 
society  dues  are  legitimate  deductions  on 
your  income  tax  returns.  Secretaries  of  Dis- 
trict Medical  Societies  are  busy  practitioners, 
so  members  should  make  their  job  easier  for 
them  by  paying  their  District  Society  and 
State  Medical  Association  dues  promptly.  If 
you  have  perused  the  little  booklet  “Facts 
on  the  Services  of  the  South  Dakota  State 
Medical  Association”  which  you  recently  re- 
ceived, you  will  see  how  many  activities  your 
funds  make  possible.  Don’t  make  your  Sec- 
retary dun  you  repeatedly  for  your  annual 
dues. 
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PREVENTION  OF  ACCIDENTS 

All  of  us  read  numerous  articles  in  news- 
papers, magazines  and  various  journals  on 
the  importance  of  emphasizing  safety  and 
accident  prevention.  Physicians  have  a def- 
inite responsibility  to  instruct  parents  and 
direct  attention  to  safety  hazards. 

According  to  a report  of  the  National 
Safety  Council  accidents  were  the  chief 
cause  of  death  among  children  5 to  19  years 
old.  Among  school  children  preventive  med- 
icine has  proven  very  effective,  as  can  easily 
be  shown  by  vital  statistics,  but  there  is  great 
room  for  improvement  in  the  field  of  accident 
prevention.  The  following  “Health  Talk”  en- 
titled “Accidents  in  the  Home,”  released  by 
the  Illinois  State  Medical  Society  brings  out 
so  many  practical  points  that  we  believe  it 
merits  wide  circulation. 

If  more  attention  were  directed  to  safety 
hazards,  the  great  number  of  accidents  in  the 
home  each  year  could  be  reduced.  Maiming, 
severe  crippling  and  even  death,  particularly 
in  the  young  child,  could  be  averted  if  parents 
watched  more  closely  the  simple  things  that 
cause  accidents,  the  Educational  Committee 
of  Illinois  State  Medical  Society  points  out 
in  a HEALTH  TALK. 

Falls  are  responsible  for  the  greatest  num- 
ber of  tragedies.  A staircase  cluttered  with 
toys  or  kitchen  equipment  is  one  menace. 
Small  rugs  on  waxed  floors  slide  when 
stepped  on.  Electric  cords  lying  loosely  on 
the  floor  trip  the  unobservant  passerby.  A 
wobbly  chair  used  instead  of  a ladder  often 
collapses  under  weight. 

Electrical  equipment  is  responsible  for 
occasional  death  of  many  small  children  and 
even  adults.  Be  sure  all  connections  are  tight 
and  covered  and  that  wire  insulation  is  not 
broken  or  worn  off.  Electrocution  often 
occurs  when  small'  wet  hands  touch  an  ap- 
pliance, or  poke  into  wallplugs.  The  hazard 
is  great  in  the  laundry  or  bathroom  where  a 
ground  connection  is  accidentally  established. 

Poisons  are  common  in  the  home  in  the 
form  of  roach  powder,  lye,  antiseptics,  clean- 
ing fluid,  moth  balls,  or  the  left-over  stuff  in 
the  medicine  cabinet.  Keep  them  out  of 
children’s  reach,  and  separate  from  food. 

A child’s  natural  curiosity  should  be  en- 
couraged, for  that  is  one  way  he  develops, 
but  the  parent  must  guide  his  curiosity  away 


from  dangerous  objects.  Scissors,  knives, 
razor  blades  and  needles  should  be  kept  out 
of  his  reach.  Wait  till  he  is  older  before  en- 
trusting the  youngster  with  too  much  respon- 
sibility in  handling  these  objects. 

Suffocation  is  a frequent  cause  of  death  in 
young  children.  Babies  become  entangled  in 
soft  pillows  or  bedding  in  their  cribs  or 
buggies. 

The  gas  stove  offers  several  dangers; 
asphyxiation  by  gas  from  a leaky  burner, 
burns  from  the  flare  of  an  oven  filled  with 
gas,  or  blast  injuries  from  explosions.  Keep 
the  burners  clean  and  the  keys  working 
rather  stiffly.  When  you  light  an  oven,  the 
doors  should  be  kept  open  and  the  match 
lighted  and  ready  before  the  fuel  is  turned  on. 

Unfortunately,  many  accidents  to  young 
children  must  be  blamed  on  the  parent.  The 
mother  who  leaves  the  handle  of  a pot  on  the 
kitchen  stove  protruding  over  the  edge  of  the 
stove  instead  of  toward  the  back  of  the  range 
is  careless,  for  children  grasp  such  handles 
and  upset  boiling  kettles  on  themselves, 
sometimes  fatally. 

Education  in  safety  should  be  started  early 
in  life.  Babies  like  to  put  objects  in  their 
mouths.  Marbles  and  other  small  toys  should 
therefore  be  kept  away  from  very  small 
children.  The  older  child  should  be  taught 
to  put  his  toys  away.  A marble  or  a toy  may 
be  the  cause  of  a severe  fall,  not  only  for  the 
child,  but  for  the  adult. 

Every  parent  should  be  constantly  alert  to 
improve  the  safety  of  the  home.  Carpeting 
should  be  checked  regularly  for  tears,  hand- 
rails should'  be  a part  of  every  stairway; 
brooms,  mops  and  other  handle  equipment 
should  be  stored  in  closets  and  not  left  stand- 
ing in  corners.  A child  should  not  be  left 
alone  in  a bathtub,  even  for  a moment.  A 
small  child  can  drown  in  shallow  water. 

Parents  will  be  wise  to  remember  that  most 
deaths  from  accidents  occur  in  children  from 
one  to  fourteen  years  of  age.  With  the  very 
young,  particularly,  great  care  must  be  ex- 
ercised to  be  ever  vigilant  to  the  danger  of 
the  child’s  curiosity. 

Accidents  can  be  prevented.  Awareness 
and  forethought  and  patient  teaching  will  do 
much  to  keep  happiness  instead  of  tragedy  in 
the  home. 


— 58  — 


FEBRUARY  1949 


GUILLIBLE'S  TRAVELS 

(The  following  column  by  the  executive 
secretary  will  become  a regular  feature  in 
the  JOURNAL). 

Jan.  3 thru  1 ...  . Blizzard  conditions  kept 
your  executive  secretary  in  the  office  instead 
of  Pierre  to  advise  and  counsel  all  who  would 
listen. 

Jan.  8 & 9 ...  . Second  blizzard  cancelled 
plans  for  two  committee  meetings  and  Coun- 
cil meeting  in  Huron. 

Monday,  the  11th  ....  Weather  permitted 
participation  in  a forum  on  Compulsory 
Health  Insurance  at  Yankton  College.  A 
hundred  Yanktonians  heard  the  good  word. 

The  12th  brings  a speaking  engagement  be- 
fore the  South  Dakota  Hospital  Management 
Association  at  Huron.  Spoke  on  doctor  and 
nurse  shortages  in  the  state. 

To  Pierre  in  the  snow  country  and  discus- 
sions with  various  people  on  problems  of 
health  in  South  Dakota.  Watched  the  House 
in  action  during  the  afternoon  of  the  13th 
and  then  discussed  the  DP  doctor  situation 
with  Governor  Mickelson  who  has  excellent 
insight  into  the  problem. 

On  the  14th  ....  Watched  the  osteopaths 
introduce  a new  bill  in  the  House  asking  full 
practice  rights  which  included  major  sur- 
gery. 

To  Sioux  Falls  on  the  15th  to  check  office 
work  ....  staff  does  better  without  direc- 
tionthan  with  .... 

Drove  by  car  to  Huron  on  Saturday  after- 
noon and  spent  several  pleasant  hours 
listening  to  the  Committee  on  Medical  School 
Affairs  discuss  the  recommendations  on  the 
medical  school  included  in  the  governor’s 
message.  Took  notes  on  the  proposed 
establishment  of  an  endownment  corpora- 
tion to  aid  medical  education  in  the  State. 
Many  amendments  were  offered  before  the 
final  motion  was  adopted. 

Sunday  the  16th,  still  in  Huron  and  attend- 
ing the  meeting  of  the  Prepayment  Com- 
mittee in  the  morning  and  a Council  meeting 
in  the  afternoon.  Took  voluminous  notes 
which  appear  elsewhere  in  this  Journal  as 
minutes  of  the  meeting. 

That  night  to  Pierre  through  drifting  snow 
but  with  no  real  delays. 

On  the  seventeenth  and  eighteenth,  spent 


much  time  with  many  legislators  discussing 
the  osteopathic  legislation  introduced  last 
Friday.  Find  plenty  of  sympathy  for  some 
sort  of  liberalization  of  osteopathic  practice 
rights.  Arranged  hearing  before  Public 
Health  Committee  for  Thursday  to  give  time 
to  bring  in  Legislative  Committee  members. 

Jan.  19th,  Again  with  the  legislators  with 
a break  in  the  monotony  by  meeting  Doctors 
Brown  and  Duncan  at  the  airport.  Had  some 
trouble  on  hotel  reservations  for  the  doctors 
but  finally  everyone  is  installed  at  the  St. 
Charles.  Much  discussion  of  problems  to  be 
faced  on  the  morrow. 

Jan.  20  ...  . After  more  conferences  with 
the  doctors  and  our  Attorney,  Karl  Gold- 
smith, the  four  of  us  appeared  before  the 
committee.  Enough  confusion  was  engend- 
ered to  throw  the  committee  into  further  con- 
ference. Committee  chairman  suggested  get- 
ting together  with  representatives  of  the 
osteopathic  group.  Did  so  that  evening  with 
no  one  committing  anything  to  anyone. 

Returned  to  Sioux  Falls  for  the  weekend 
to  catch  up  with  considerable  office  corres- 
pondence. Talked  to  a dozen  doctors  who 
called  me  at  various  times  to  give  me  their 
views  on  the  legislation.  Escorted  Dr.  H. 
Russell  Brown  to  Radio  Station  KELO  where 
he  talked  to  the  National  Broadcasting 
Company  audience  on  the  benefits  of  the 
South  Dakota  Injury-Illness  Expense  Plan. 
Late  for  supper  and  wife  inquires  why  I 
bother  to  come  home  for  the  weekend. 

Drove  swiftly  to  Huron  for  conference  with 
Doctor  Saxton  Monday  morning  and  then 
arranged  for  professorial  type  eye  glasses  at 
N.  P.  Benson  office.  Left  Huron  at  noon  and 
proceeded  to  Aberdeen  where  I discussed 
osteopathic  legislation  at  length  with  Drs. 
Calene  and  Mayer.  Ate  lunch  at  three  P.  M. 
at  Aberdeen  lunch  counter  and  proceeded  to 
Pierre  where  discussions  were  held  until 
midnight  on  mental  health  with  Howard 
Carter  of  the  VFW,  K.  J.  Campbell  of  the 
Mental  Health  Association,  and  Rev.  Antrim 
of  Pierre. 

Tuesday  the  25th  ....  back  again  with  the 
legislators  for  quick  conferences  and  then  to 
Sioux  Falls  for  the  Sioux  Valley  Meeting 
where  toastmastering  at  the  banquet  on  the 
(Continued  on  page  62) 
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January  16.  1949,  January  30,  1949 


MINUTES  OF  COUNCIL  MEETING 

January  16,  1949 

Marvin  Hughitt  Hotel 
Huron,  South  Dakota 

The  1st  Annual  Meeting  of  the  Councilors 
and  District  Officers  was  called  to  order  at 
12:15  P.  M.,  January  16,  1949.  Councilors 
present  were:  J.  L.  Calene,  W.  H.  Saxton, 
R.  G.  Mayer,  J.  D.  Alway,  G.  E.  Whitson,  B.  T. 
Lenz,  F.  D.  Gillis,  L.  J.  Pankow,  E.  M.  Stans- 
bury,  H.  Russell  Brown,  and  the  executive 
secretary,  John  C.  Foster.  District  officers 
present  were:  President  Paul  V.  McCarthy, 
Vice  President  J.  C.  Rodine,  and  Secretary 
G.  H.  Steele,  Aberdeen,  President  J.  H.  Craw- 
ford, Jr.  Vice  President  Mary  Schmidt,  and 
Secretary  J.  W.  Argabrite,  Watertown,  Vice 
President  D.  L.  Scheller,  Arlington,  of  the 
Madison  District,  President  Paul  Tschetter, 
and  Secretary  T.  A.  Hohm,  Huron. 

President  C.  S.  Moran,  and  Secretary  F.  D. 
Gillis,  Jr.,  Mitchell,  President  C.  B.  McVay 
and  Vice  President  F.  W.  Haas,  Yankton, 
President  J.  Lovering,  Webster,  and  H.  H. 
Brauer,  Sisseton,  of  the  Whetstone  Valley 
District.  Drs.  C.  E.  Sherwood,  Madison,  Wm. 
Duncan,  Webster,  and  Donald  Slaughter, 
Vermillion  were  also  present. 

Council  Meeting 

Mr.  O.  L.  Smith  of  the  Sioux  City  Blue 
Cross  was  introduced  by  the  executive-secre- 
tary to  discuss  cooperation  between  Blue 
Cross  and  South  Dakota  doctors.  A reply 
was  made  by  H.  Russell  Brown,  chairman  of 
the  Prepayment  Committee.  A discussion 
followed. 

Dr.  Gillis  moved  to  dispense  with  the  read- 
ing of  the  minutes  of  the  last  meeting  be- 
cause they  had  been  published  in  the  Journal. 
Dr.  Whitson  seconded  the  motion  and  it  was 
carried. 

Dr.  Mayer  announced  that  Mr.  Foster,  Mr. 
Goldsmith  and  Mr.  Martins  were  approved 
as  representatives  of  the  Association  in 
Pierre,  Dr.  Mayer  then  announced  the 
resignation  of  M.  W.  Larsen  as  Councilor 


from  Watertown,  Dr.  Brown  moved  ac- 
ceptance of  his  resignation.  The  motion  was 
seconded  by  Dr.  Whitson  and  Carried.  Dr. 
Saxton  moved  approval  of  Dr.  Rodney  Stoltz 
to  replace  Dr.  Larson  for  the  unexpired  term. 
Dr.  Alway  seconded  this  motion  and  it  was 
carried. 

The  secretary  read  a letter  from  Dr;  Paul 
V.  McCarthy,  Executive  chairman  of  the 
South  Dakota  Division  of  the  American  Can- 
cer Society  recommending  the  following 
physicians  as  members  of  the  Cancer  Com- 
mission: 

Central  District: — Hans  Jacoby,  Huron, 
term  expiring  September  1,  1952. 

Western  District: — Ernest  H.  Brock,  Rapid 
City,  Term  expiring  September  1,  1953. 

Northern  District: — G.  F.  McIntosh,  Eureka, 
term  expiring  September  1,  1953.  A motion 
was  made  by  Pankow,  seconded  by  Brown 
and  carried,  approving  the  appointment  of 
Drs.  Jacoby  and  McIntosh,  and  the  approval 
of  Dr.  Brock’s  appointment  contingent  upon 
his  qualifying  as  a member  of  the  South 
Dakota  State  Medical  Association. 

A discussion  was  held  on  the  Conference 
of  Presidents  program.  Dr.  Pankow  moved 
payment  of  $10.00  dues  to  the  Conference. 
Dr.  Whitson  seconded  the  motion  and  it  was 
carried. 

A communication  was  read  from  Western 
Mutual  Life  and  Casualty  Company  on  rais- 
ing the  fees  for  examinations. 

Dr.  Mayer  announced  the  Rural  Health 
Conference  in  Chicago.  He  also  read  a letter 
from  the  7th  District  Secretary  requesting 
changes  in  the  Association’s  application 
blank.  No  action  was  taken  on  this. 

A general  discussion  was  held  on  the 
Annual  Meeting  program. 

A report  of  the  Prepayment  Committee 
was  read  by  Dr.  Brown,  chairman.  Dr.  Brown 
moved  that  the  Association  take  member- 
ship in  the  Conference  of  Medical  Society 
Prepayment  Plans.  This  motion  was  seconded 
by  Dr.  Whitson  and  carried. 
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Dr.  Pankow  reported  on  the  Special  Com- 
mittee on  Workmen’s  Compensation.  There 
v/as  a discussion  of  fee  schedules,  proposals, 
and  suggested  changes  in  the  Workmen’s 
Compensation  Laws.  Dr.  Pankow  moved  for 
approval  of  the  committee  recommendations 
on  the  fee  schedule.  Dr.  Alway  seconded  the 
motion  and  it  was  carried.  Copies  of  the 
schedule  will  be  mailed  to  all  interested 
parties.  Dr.  Pankow  moved  that  recommenda- 
tions for  law  changes  be  forwarded  to  the 
Association’s  attorney  for  action.  This  was 
seconded  by  Dr.  Whitson  and  carried. 

Mr.  Foster  read  a proposed  resolution  on 
D.  P.  doctors  as  follows: 

The  Council  of  the  South  Dakota  State 
Medical  Association  hereby  resolves  that  the 
following  recommendations  for  licensing  of 
displaced  persons  graduated  from  foreign 
medical  schools  be  forwarded  to  the  Governor 
of  the  State  of  South  Dakota  and  to  the  Sec- 
retary of  the  State  Board  of  Medical  Exam- 
iners: 

1.  Doctors  of  Medicine  graduated  from 
foreign  medical  schools  will  first  file  for 
examination  by  the  Basic  Science  Board. 

2.  Upon  satisfactory  completion  of  the 
Basic  Science  Board  examinations  he 
must  then  spend  one  years  internship  in 
an  approved  hospital  in  South  Dakota, 
his  acceptance  in  these  hospitals  contin- 
gent upon  openings  for  such  internships. 

3.  Upon  satisfactory  completion  of  said 
internship  he  will  be  examined  by  the 
State  Board  of  Medical  Examiners. 

4.  If  he  satisfactorily  passes  the  Board  ex- 
aminations he  will  be  granted  a four- 
year  provisional  license,  renewable  with 
full  licensure  upon  a unanimous  vote  of 
the  Board  of  Medical  Examiners  at  the 
end  of  the  four  year  period. 

Dr.  Alway  moved  the  adoption  of  this 
resolution.  Dr.  Stansbury  seconded  the  mo- 
tion and  it  was  carried. 

“Medicine  of  the  Year”  was  discussed  by 
Mr.  Foster. 

The  Medical  School  Affairs  Committee  re- 
port was  made  by  Dr.  Slaughter.  A resolu- 
tion on  an  endowment  corporation  was  read 
by  Mr.  Foster  as  follows: 

The  Medical  School  Affairs  Committee 
recommends  to  the  Council  that  a non-profit 
endowment  corporation  be  set  up  on  behalf 


of  medical  education  in  the  State  of  South 
Dakota;  that  a board  of  trustees  and/or  direc- 
tors be  provided  for  to  control  the  funds,  and 
that  a board  of  trustees  and/or  directors  be 
selected  by  the  Council  of  the  South  Dakota 
State  Medical  Association,  and  the  Dean  of 
the  Medical  School. 

Dr.  Pankow  moved  to  adopt  the  resolution. 
This  was  seconded  by  Dr.  Alway  and  carried. 
The  articles  are  to  be  drawn  up  by  the  at- 
torney. 

Dr.  Brown  reported  on  the  American  Med- 
ical Association  Interim  Session. 

The  $25.00  assessment  was  discussed  by 
Dr.  Mayer.  Dr.  Pankow  moved  to  have  the 
executive  secretary  bill  the  members.  Dr. 
Stansbury  seconded  this  motion  and  it  was 
carried. 

A general  discussion  on  House  Bill  37  which 
was  introduced  by  the  osteopaths  for  full 
practice  rights  was  held. 

Dr.  Mayer  discussed  a proposal  to  force 
use  of  initials  wherever  the  term  “doctor” 
is  used.  Dr.  Alway  moved  that  this  be  done, 
seconded  by  Dr.  Gillis  and  passed.  It  was 
referred  to  the  attorney. 

Mrs.  Bert  Ulberg,  State  Nurses  Association, 
discussed  licensing  of  practical  nurses  which 
is  to  be  introduced  in  the  State  Legislature. 
Dr.  Saxton  moved  to  endorse  this  plan.  It 
was  seconded  by  Dr.  Gillis  and  carried. 

The  meeting  adjourned  at  4:35  P.  M. 


MINUTES  OF  THE  SPECIAL  COUNCIL 
MEETING 
January  30,  1949 
Huron,  South  Dakota 

The  meeting  was  called  to  order  at  1:00 
P.  M.  In  the  absence  of  Chairman  Robbins, 
Secretary  R.  G.  Mayer  presided.  Dr.  Saxton 
moved  that  Dr.  Calene  be  named  temporary 
chairman.  Dr.  Whitson  seconded  this  motion 
and  it  was  passed.  Dr.  Gregory  moved  to 
dispense  with  the  reading  of  the  minutes, 
seconded  by  Dr.  Quinn  and  passed.  Answer- 
ing roll  call  were  Whitson,  Calene,  Mayer, 
Alway,  Quinn,  Pankow,  Gillis,  Brown,  Stoltz, 
Gregory,  Saxton,  Spiry,  Lenz,  Morrissey, 
Goldsmith  and  Foster.  Guests  were  D.  H. 
Breit  of  Sioux  Falls,  L.  W.  Tobin  of  Mitchell, 
A.  P.  Peeke,  Volga  and  Wm.  Duncan,  Web- 
ster. 

Secretary  Mayer  read  a letter  from  the 
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American  Medical  Association  concerning  the 
setting  up  of  a committee  of  53  to  guide  the 
activities  of  the  new  educational  program. 
Each  medical  society  will  have  one  repre- 
sentative and  the  secretary  will  also  partici- 
pate in  the  February  meeting.  Brown  moved 
that  William  Duncan  of  Webster  be  appointed 
as  South  Dakota’s  representative.  The  motion 
was  seconded  by  Gregory  and  carried. 

Dr.  Calene  opened  the  discussion  on  House 
Bill  37  in  the  State  Legislature  concerning 
major  surgical  practice  by  osteopathic  phys- 
icians. Brown  remarked  about  his  part  in 
the  hearings  by  the  Public  Health  Committee 
at  Pierre  and  attorney  Goldsmith  discussed 
the  bill  itself  and  also  the  committee  hearing. 
Secretary  Mayer  read  a letter  from  Joe 
Holloway,  Jr.  of  the  American  Medical  As- 
sociation on  the  situation  throughout  the 
country  in  regard  to  osteopaths  practicing 
major  surgery.  A long  discussion  of  the  pros 
and  cons  was  then  begun.  At  the  close  of 
the  discussion  Whitson  moved  that  if  the 
osteopaths  bring  in  a bill  acceptable  to  the 
Legislative  Committee  of  the  Council  of  the 
State  Medical  Association  for  a composite 
board  of  medical  and  osteopathic  examiners 
it  would  not  be  opposed  by  the  council  of  the 
S.D.S.M.A.,  seconded  by  Alway  and  passed 
unanimously.  A lengthy  discussion  was  then 
held  on  exactly  what  would  be  satisfactory  or 
acceptable  to  the  committee.  A proposal  of 
two  years  ago  was  checked  and  several 
amendments  offered.  The  matter  was  then 
turned  over  to  the  attorney  for  action  in 
Pierre.  It  was  then  announced  that  a hearing 
would  be  held  by  the  Public  Health  Com- 
mittee of  the  House  of  Representatives  on 
February  8,  at  11:00  A.  M.  Drs.  Alway,  Brown 
and  Saxton  were  asked  to  represent  the 
Council  before  that  committee. 

Whitson  then  moved  for  adjournment, 
seconded  by  Alway.  The  meeting  adjourned 
at  4:00  P.  M. 


GUILLIBLE'S  TRAVELS 

(Continued  from  page  59) 

26th  was  the  major  duty  of  the  day.  En- 
joyed the  breezy  talk  of  W.  O.  Samuelson 
who  claims  we  won’t  forget  him  if  we  learn 
his  initials  in  reverse. 

Started  for  Pierre  on  the  27th  but  storm 
warnings  induced  me  to  turn  back  and  accept 


the  invitation  of  the  Madison-Brookings  Dis- 
trict Society  to  discuss  legislative  matters. 

In  the  office  for  routine  matters  on  the  28th 
and  29th,  if  this  office  can  ever  be  considered 
routine,  and  then  by  plane  to  Huron  on  Sun- 
day to  the  special  Council  meeting  where  it 
was  decided  to  approve  a joint  examining 
board  for  D.O.’s  and  M.D.’s,  provided  certain 
conditions  are  met. 


INJURY  — ILLNESS  EXPENSE  PLAN 
REPORT  MADE 

The  Saint  Paul  Mercury  Indemnity  Com- 
pany has  sent  in  the  following  Financial  and 
Enrollment  experience  for  the  South  Dakota 
Injury-Illness  Expense  Plan  from  its  in- 
ception February  12,  1947  to  December  31, 


1948: 

Premiums  Written  $138,146.93 

Premiums  Earned  $122,598.78 

Losses  Incurred  $104,642.88 


Loss  Ration  to  Premiums  Earned  85.35% 
Annual  Premiums  Potential  of  Writings  to 
Date  $130,780.82. 

Losses  incurred  include  Claims  Paid  and 
Claims  outstanding,  but  do  not  include  loss 
Expenses.  Acquisition,  Administrative  and 
Promotional  Expenses  are  not  included  in  the 
above  figures. 

Enrollment  Experience 
Number  of  Participants 

, Insured  Dependents  Total 
2,542  3,388  5,930 


FRICKE 

(Continued  from  page  56) 

14.  Fricke,  R.  E.,  and  Heilman,  C.  O.:  Results  of 
Radium  Treatment  of  Cancer  of  the  Uterine 
Fundus  with  Special  Reference  to  the  Micro- 
scopic Grade  of  the  Lesion.  J.  A.  M.  A.  117: 
980-982  (Sept.  20)  1941. 

15.  Schmitz,  Henry  and  Schmitz,  H.  E.:  An  Im- 
proved Technique  for  Radium  Treatment  of 
Carcinoma  of  the  Uterine  Body.  Am.  J.  Roent- 
genol. 34:759-765  (Dec.)  1935. 

16.  Heyman,  J.:  The  Radiumhemmet  Method  of 
Treatment  and  Results  in  Cancer  of  the  Corpus 
of  the  Uterus.  J.  Obst.  & Gynaec.  Brit.  Emp. 

■ n.  s.  43:655-666  (Aug.)  1936. 

17.  Friedman,  Milton:  The  Treatment  of  Car- 
cinoma of  the  Corpus  Uteri;  Description  of  a 
New  Hysterostat.  Radiology.  35:28-35  (July) 
1940. 

18.  Kaplan,  I.  I.:  Radiation  in  Cancer  of  the 
Corpus  Uteri.  Radiology.  39:135-142  (Aug.) 
1942. 


— 62-- 


i 


FEBRUARY 

1949 

Vol.  3 No.  2 


VOUR  MEDICAL  ASSOCIATION 


PUBLISHED  MONTHLY  BY  THE  SOUTH  DAKOTA  STATE  MEDICAL  ASSOCIATION 


DR.  GUY  VAN  DEMARK 
RETIRES  FROM  PRACTICE 

Dr.  Guy  E.  Van  Demark  is 
retiring  after  42  years  of 
medical  practice  in  Sioux 
Falls  and  other  South  Da- 
kota communities. 

The  69-year-old  doctor  is 
turning  over  his  orthopedic 
practice  to  his  nephews,  Dr. 
Robert  Van  Demark,  who 
has  been  associated  with  him 
since  1946,  and  Dr.  Walter 
Van  Demark,  who  has  been 
associated  with  him  since 
1947. 

He  is  undoubtedly  best 
known  for  his  pronounced 
skill  in  correcting  and  pre- 
venting deformities,  espec- 
ially among  children.  His 
fame  as  a mender  of  broken 
bones,  in  cases  requiring 
highly  specialized  attention, 
extends  beyond  the  borders 
of  his  native  state. 

Dr.  Guy  was  born  October 
4,  1879,  in  a claim  shanty 
three  miles  north  of  Hart- 
ford, S.  D.  He  was  the  oldest 
of  seven  children.  His  father, 
Frank  Van  Demark,  was  one 
of  the  territory’s  earliest  set- 
tlers, coming  to  Sioux  Falls 
in  1872. 

Completing  his  elementary 
schooling  in  a rural  district. 
Dr.  Van  Demark  obtained  a 
second  grade  teacher’s  cer- 
tificate by  examination  and 
taught  country  school  for 


two  years.  Never  attending 
high  school,  he  attended  Da- 
kota Weselyan  university  at 
Mitchell  for  two  years,  wait- 
ing on  tables  to  earn  his  room 
and  board.  In  1902,  at  the 
age  of  22,  he  entered  North- 
western university  from 
where  he  was  graduated  in 
1906. 

Dr.  Van  Demark  served  a 
year’s  internship  at  Washing- 
ton Park  hospital  in  Chicago. 
His  first  location  was  at 
Alexandria,  S.  D.,  where  he 
was  associated  with  Dr.  W.  J. 
Maytun.  Three  months  later 
he  purchased  the  equipment 
of  Dr.  A.  L.  Amsberry  at 
Hartford  for  $500. 

Main  asset  of  the  equip- 
ment bought  by  Dr.  Van  De- 
mark was  a fine  team  of 
horses.  He  had  three  rooms 
over  the  Hartford  bank  for 
offices  and  residence. 

In  1908  he  bought  his  first 
car,  a two-cylinder  Maxwell. 

“A  car  in  those  days  could 
only  be  used  on  special  oc- 
casions, due  to  the  roads,”  he 
said.”  An  automobile  was 
not  an  asset  to  a country  doc- 
tor, as  it  scared  the  farmers’ 
horses  even  when  some  dis- 
tance in  the  fields. 

Dr.  Van  Demark  came  to 
Sioux  Falls  in  1910  when  the 
city  boaster  a population  of 
14,500.  Of  25  doctors  then 
practicing  in  Sioux  Falls  only 


two  reman  in  active  practice 
today.  They  are  Dr.  T.  J. 
Billion  and  Dr.  S.  A.  Keller. 

When  Dr.  Van  Demark  en- 
gaged in  general  practice, 
nearly  all  accidents  and  ill- 
nesses were  treated  in  the 
patients’  home.  The  one  small 
Sioux  Falls  hospital  had  35 
beds  and  cared  for  only 
major  surgical  cases. 

It  wasn’t  until  joining  the 
army  in  1918  that  Dr.  Van 
Demark  became  interested 
in  orthopedics. 

“Up  to  that  time,”  he  said, 
“I  had  hated  it.  My  exper- 
ience in  the  war  caused  me 
to  change  my  attitude  toward 
opthopedics.” 

Since  1932  he  has  limited 
his  practice  to  that  specialty. 

In  1919  Dr.  Van  Demark 
helped  organize  the  Sioux 
Falls  clinic  in  a building 
erected  at  Eleventh  street 
and  Minnesota  avenue  which 
was  occupied  in  July,  1920. 
He  has  continued  to  practice 
in  this  location  up  to  now. 


ANNUAL 
MEETING 
May  23.  24.  25 
Yanklon.  S.  D. 
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DR.  LYLE  HARE  HONORED 


Seated  left  to  right  at  the  recognition  dinner  honoring  Dr.  Lyle  Hare  of  Spearfish  who  was  runnerup  for 
Doctor  of  the  Year  Honors  are:  Dr.  Helen  Jane  Hare,  Mrs.  Howe,  Mrs.  Hare,  Dr.  Howe  and  John  C..  Foster. 
Dr.  Hare  is  standing  next  to  the  first  person  he  brought  into  this  world  some  40  odd  years  ago. 


SCHERING  FIRST  TO 
INTRODUCE  GRAMICIDIN 

Gramicidin,  the  principal 
active  fraction  of  the  anti- 
biotic agent,  tyrothricin,  has 
been  made  available  com- 
mercially to  the  medical  pro- 
fession for  the  first  time. 

Mr.  Francis  C.  Brown, 
president  of  Sobering  Cor- 
poration, pharmaceutical 
manufacturers  of  Bloomfield, 
N.  J.,  has  announced  the  re- 
lease of  several  dosage  forms 


of  pure  potent  gramicidin. 
The  latter  chemotherapeutic 
substance  has  been  isolated 
and  disassociated  as  a com- 
pletely stable  drug,  free  from 
the  tissue-irritating  sub- 
stances frequently  present  in 
tyrothricin.  Although  tyro- 
thricin has  been  proved  to  be 
a specific  antibiotic  substance 
for  the  treatment  of  local  in- 
fections due  to  the  gram- 
positive mocro-organisms,  its 
therapeutic  properties  have 
long  been  known  to  be 


chiefly  due  to  its  gramicidin 
content. 

In  announcing  the  avail- 
ability of  purified  active 
gramicidin,  three  gramicidin 
products  were  introduced  by 
Schering.  Under  the  name 
“Gramozets”  troches  contain- 
ing gramicidin  and  ben- 
zocaine  are  supplied  for  the 
palliation  and  treatment  of 
susceptible  mouth  and  throat 
infections;  “Graminasin,”  an 
antibiotic  nasal  decongestant, 
contains  in  aqueous  solution 
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gramicidin  and  desoxyephe- 
drine  hydrochloride;  “Gram- 
oderm”  is  gramicidin  in  Pro- 
cutan,  Schering’s  new,  hypo- 
allergenic, penetrating  base. 
Gramoderm  is  extremenly 
effective  in  the  therapy  of 
impetigo  and  other  skin  in- 
fections due  to  gram-positive 
organisms. 


NEWS  OF  NEW  DOCTORS 

Dr.  Helen  Jane  Hare  an- 
nounces the  opening  of  of- 
fices for  the  practice  of  Der- 
matology and  syphilology. 
Dr.  Hare  is  the  daughter  of 
Dr.  Lyle  Hare  of  Spearfish, 
South  Dakota.  She  has  lo- 
cated at  Rapid  City,  South 
Dakota. 

Dr.  M.  A.  Warpinski,  a 

graduate  of  Marquette  in 
1946  has  set  up  offices  in  Mc- 
Laughlin, South  Dakota. 

McIntosh,  South  Dakota 
has  received  a new  doctor. 
He  is  H.  E.  Kicenski,  a grad- 
uate of  the  University  of 
Colorado  in  1945.  Dr.  Kicen- 
ski interned  at  White  Mem- 
orial Hospital  in  Los  Angeles 
and  served  in  the  Army  be- 
fore coming  to  McIntosh. 

Dr.  A.  W.  Kilness,  former 
Augustana  and  University  of 
South  Dakota  Basketball  and 
Pole  Vaulting  star,  has 
opened  practice  with  Dr. 
Warren  Opheim  in  Sioux 
Falls. 

Dr.  Luther  Nelson,  grad- 
uate of  the  University  of 
Minnesota  in  1947  has  opened 
an  office  at  Faulkton. 

Dr.  R.  W.  Huber  has  joined 
the  Watertown  Clinic.  He  is 
a graduate  of  the  University 
of  Minnesota,  class  of  1945 
and  received  his  internship 
at  Santa  Monica  Hospital  at 
Santa  Monica,  California. 


DR.  WILL  E.  DONAHOE 

ELECTED  PRESIDENT 

Doctor  Will  E.  Donahoe  of 
Sioux  Falls  was  elected  presi- 
dent of  the  Sioux  Valley 
Medical  Association  at  their 
annual  meeting  which  was 
held  in  Sioux  Falls,  January 
25,  26  and  27th.  Dr.  Martin 
Blackstone  of  Sioux  City  was 
reelected  secretary  and  Dr. 
Anton  Hyden,  Sioux  Falls, 
reelected  treasurer.  Dr. 
Walter  Benthack,  Wayne, 
Nebraska  was  reelected  vice- 
president. 

The  158  doctors  from  four 
surrounding  states  who  at- 
tended the  meeting  heard 
many  excellent  scientific 
papers  which  were  presented 
by  various  guest  specialists 
from  all  parts  of  the  country. 
The  meeting  was  highlighted 
by  a banquet  Wednesday 
evening  and  adjourned  at 
4:30  Thursday  afternoon. 

At  a business  meeting  it 
was  decided  that  the  South 
Dakota  Journal  of  Medicine 
and  Pharmacy  was  to  be  the 
official  publication  of  the 
Sioux  Valley  Medical  As- 
sociation. 

Sioux  City,  Iowa  was  selec- 
ted as  the  tentative  1950 
meeting  place. 


NEW  YORK 
SITE  OF  CONGRESS 

The  7th  International  Con- 
gress on  Rheumatic  Diseases 
conducted  by  the  American 
Rheumatism  Association  will 
be  held  in  New  York  City 
May  30,  to  June  3,  1949. 

The  Congress  preceeds  di- 
rectly the  American  Medical 
Association’s  meeting  in  At- 
lantic City,  so  if  any  phys- 
icians are  interested  in  the 
handling  of  rheumatic  cases 


they  are  invited  to  attend  the 
Congress  and  can  receive  in- 
formation by  writing  Ralph 
Pemberton,  M.D.,  1901  Wal- 
nut Street,  Philadelphia  3, 
Pa. 


TOWN  MEETING 

FEATURES  FISHBEIN 

The  topic  for  “America’s 
Town  Meeting,”  8:30  to  9:30 
p.  m.,  EST,  over  ABC  net- 
work’s 252  stations,  for  Tues- 
day, February  22,  was 
“Should  We  Adopt  A Com- 
pulsory National  Health  In- 
surance Program?”  with  a 
panel  of  four  nationally 
known  speakers.  Clifton  Fad- 
iman,  radio  personality  and 
literary  critic,  substituted  for 
George  V.  Denny,  Jr.,  regular 
moderator  of  the  Town  Meet- 
ing broadcast-telecast.  . 

The  speakers  were  Dr. 
Morris  Fishbein,  editor  of  the 
“Journal  of  the  American 
Medical  Association”  who  has 
recently  been  appointed  ad- 
viser to  the  Atomic  Energy 
Commission  and  is  Chairman 
of  the  Committee  on  Infor- 
mation, Division  of  Medical 
Sciences,  National  Research 
Council,  and  member  of  the 
American  Public  Health  As- 
sociation: Senator  H.  Alexan- 
der Smith  (R.  New  Jersey), 
member  of  the  Senate  Labor 
and  Public  Welfare  Com- 
mittee, and  former  Chairman 
of  the  Senate  Sub-Committee 
on  Health;  Oscar  Ewing,  law- 
yer, Federal  Security  Ad- 
ministrator and  former 
Special  Assistant  to  the 
United  States  Attorney  Gen- 
eral, and  Walter  Reuther, 
President  of  the  United  Auto- 
mobile Workers,  C.I.O. 


— 65  — 


PHARMACEUTICAL  DIVISION 

BLISS  C.  WILSON.  Editor 


PHARMACY  VA 
HOME  TOWN  PROGRAM 

Privately  owned  pharmacies  and  those 
operated  by  Veterans  Administration  filled 
a total  of  some  4,000,000  prescriptions  for 
veteran-patients  during  1948,  E.  Burns  Geiger, 
chief  of  VA’s  pharmacy  division,  estimated. 

About  half  a million  of  the  prescriptions 
were  filled  by  25,000  privately  operated 
pharmacies  throughout  the  country,  taking 
part  in  the  VA  home-town  pharmacy  pro- 
gram. 

Under  agreements  between  VA  and  State 
Pharmaceutical  Associations  in  46  states,  the 
District  of  Columbia  and  Hawaii,  private 
pharmacists  have  been  authorized  to  fill  pre- 
scriptions, at  Government  expense,  for  vet- 
erans undergoing  out-patient  treatment  for 
service-connected  ailments  in  VA  clinics  or 
with  private  physicians. 

The  remaining  3,500,000  prescriptions  were 
filled  by  333  pharmacists  in  VA  hospitals, 
homes  and  regional  offices.  VA  pharmacies, 
in  addition,  supplied  large  amounts  of  routine 
medications  to  surgical  and  medical  services 
in  the  hospitals. 

Also,  during  the  past  year,  VA  completed 
specifications  for  pharmacies  to  be  built  in 
new  hospitals,  and  revised  requirements  for 
hospital  pharmaceutical  libraries  to  reflect 
latest  developments  in  the  field. 

Plans  call  for  new  pharmacies  to  be  built 
in  varying  sizes,  depending  upon  the  number 
and  type  of  beds  the  hospitals  will  contain. 
The  pharmacies  will  consist  of  drug  prepara- 
tion rooms  and  dispensing  laboratories. 

In  the  preparation  rooms,  bulk  pharmaceu- 
ticals will  be  prepared,  ward  and  clinic  orders 
filled,  and  other  large-scale  operations  per- 
formed. The  actual  compounding  of  pre- 
scriptions will  be  done  in  dispensing  labora- 
tories. 

Revised  requirements  for  pharmaceutical 
libraries  include  a number  of  new  editions  of 
technical  volumes. 


PHARMACEUTICAL  INSTITUTE 

Dr.  Floyd  J.  LeBlanc,  Dean  of  the  Division 
of  Pharmacy  at  South  Dakota  State  College, 
is  making  plans  to  hold  a Pharmaceutical 
Institute  or  Refresher  Course  at  the  college 
this  spring  under  the  sponsorship  of  the 
Pharmaceutical  Association.  Tentative  dates 
have  been  set  for  Monday,  Tuesday  and  Wed- 
nesday, April  4,  5,  and  6,  1949.  This  is  approx- 
imately the  same  time  as  the  Institute  was 
held  last  year  and  the  dates  will  not  be 
changed  unless  there  is  considerable  objec- 
tion from  pharmacists  who  plan  to  attend. 

Pharmacists  are  urged  to  make  early  plans 
to  attend  this  year’s  refresher  course.  Room 
reservations  should  be  made  at  an  early  date. 
Brookings  has  three  hotels,  the  Sawnee, 
Sheldon  and  Bates.  If  you  plan  to  attend, 
please  write  Dean  LeBlanc  with  suggestions 
for  topics  which  you  would  like  to  have  dis- 
cussed at  the  meetings.  Program  making  is 
still  under  way  and  your  topics  may  be  in- 
cluded if  you  write  promptly. 

More  than  thirty  retail  druggists  enrolled 
for  this  course  last  April  and  we  hope  for 
even  a larger  attendance  at  this  year’s  in- 
stitute. 


NEWS  ITEMS  FROM  THE  SECRETARY'S 
OFFICE 

Mills  Drug  in  Rapid  City,  which  has  been 
owned  and  operated  for  many  years  by  Phar- 
macist Harold  M.  Mills,  was  incorporated  as 
of  January  1,  1949.  The  pharmacy  will  be  con- 
tinued under  the  name  and  title  of  Mills  Drug, 
Incorporated.  The  officers  of  the  new  cor- 
poration are  all  registered  pharmacists  in- 
cluding Harold  Mills,  President,  Andrew  J. 
Olson,  Vice-President  and  Welles  C.  EerNisse, 
Secretary  and  Treasurer.  In  addition  to  the 
officers  of  the  corporation  the  store  employes 
two  lady  pharmacists,  Gwen  V.  Miller  and 
Luella  Stubbe. 

The  Central  Drug  Store  in  Sioux  Falls  is 
now  managed  by  Pharmacist  D.  E.  Rourk, 
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who  formerly  owned  the  drug  store  at  Do- 
land,  South  Dakota. 

Inspector,  Walter  McCurdy  returned  Jan- 
uary 6 from  a short  vacation  trip  to  the  west 
coast.  He  visited  his  daughter  and  her  family 
at  Yakima,  Washington  and  reports  that 
while  he  was  there,  the  winter  seemed  even 
more  severe  than  we  usually  experience  in 
South  Dakota. 

Pharmacist  Charles  De  Boer,  former  owner 
of  a drug  store  at  Pollock,  South  Dakota,  is 
now  living  at  Bismarck,  North  Dakota. 

Ernest  R.  Watland  notified  the  Board  of 
Pharmacy  that  he  was  resigning  as  Phar- 
macist Manager  of  the  Walgreen  Drug  Store 
in  Sioux  Falls  effective  on  January  31,  1949. 
The  permit  to  conduct  this  pharmacy  has  been 
transferred  to  F.  O.  Salmonson  who  recently 
managed  the  Haggar  Drug  Store  on  East 
Eighth  Street. 

A new  pharmacy  known  as  the  West  Soo 
Drug  Company  has  been  opened  at  2311  West 
Madison  Street  in  Sioux  Falls.  Albert  J. 
Kohler  is  the  registered  pharmacist  manager 
and  joint  owner  of  the  new  store. 

Pharmacist  C.  A.  Locke,  414V2  Main 
Avenue,  Brookings  writes  that  he  will  be 
immediately  available  for  short  periods  of 
relief  work  after  February  1. 

The  Nyal  Ambassodor,  Joe  Miltenberger, 
was  in  Pierre  during  the  January  blizzard. 
He  reports  that  the  Wallbaum  Drug  Store  in 
Yankton  are  displaying  a new  ultra-modern 
store  front  in  peach  and  maroon  that  the 
Sioux  Falls  Paint  and  Glass  Company  in- 
stalled for  them. 

Pharmacist  W.  G.  Abbott  reports  that  he  is 
resigning  as  City  Auditor  of  Onida  effective 
May  1.  He  will  be  available  for  work  as  re- 
lief pharmacist  after  the  first  of  June.  Drug 
store  owners  who  are  planning  a summer  or 
fall  vacation  should  contact  him  for  dates. 
Mr.  Abbott  was  former  owner  of  the  drug 
store  in  Onida. 

Roger  Eastman  and  his  father  made  a bus- 
iness trip  to  Pierre  early  last  month.  Roger 
reports  that  he  is  taking  over  the  Eastman 
Drug  Store  at  Platte.  The  Platte  store  has 
been  under  the  pharmacist  management  of 
Mrs.  Sarah  Eastman  Mogck  and  S.  V.  Con- 
way. 

Pharmacist  Russell  M.  Park  has  moved 
from  Menno  to  Yankton.  We  understand  that 


he  is  employed  in  the  Yankton  Drug  Com- 
pany. 

Harvey  L.  Widmark  who  was  formerly  em- 
ployed by  the  Lehr  Drug  in  Rapid  City  is  now 
with  the  Kendall  Drug  Store  in  Brookings. 

Jerald  A.  Streit  has  accepted  a position  as 
pharmacist  with  McWilliams  Drug  Store  in 
Cherokee,  Iowa. 

Paul  G.  McCoy  has  notified  the  Secretary’s 
office  of  a change  in  his  address  from  Free- 
water, Oregon  to  Heppner,  Oregon. 

Report  has  reached  this  office  that  Edison 
L.  Blue,  owner  of  the  Blue  Drug  and  Jewelry 
at  Spearfish,  is  considerably  improved  from 
his  recent  illness.  Pharmacists  Jack  Slur- 
devant  and  Verne  Burrington  are  employed 
in  the  drug  store  while  the  owner  is  recover- 
ing. 

The  name  of  the  Collins  and  Shaw  Drug 
Store  in  Miller  has  been  changed  to  “Miller 
Drug.”  O.  H.  Collins  started  this  store  in  1902 
and  in  1919  Albert  Shaw  joined  the  business. 
O.  H.  Collins  sold  his  interest  to  his  nephew, 
Clyde  Collins,  in  1946.  In  September  of  the 
same  year  Richard  K.  Ellis  purchased  the 
Collins  interest  and  he  is  now  joint  owner 
with  Albert  Shaw. 


HEART  ATTACK  FATAL 
TO  CANISTOTA  PHARMACIST 

Earl  B.  France  41,  Canistota,  South  Dakota 
pharmacist  was  stricken  with  a heart  attack 
Monday  evening  January  31st  and  died  a 
short  time  later. 

Mr.  France  was  a druggist  in  Worthing  be- 
fore coming  to  Canistota.  While  in  Canistota 
he  operated  the  France  Drug  store. 

Born  April  24,  1907  in  Worthing,  he  at- 
tended the  public  schools  there  and  received 
his  Pharmacy  education  in  Omaha  and  Den- 
ver. He  married  Ceil  Hartman  in  Iowa  in 
1934. 

Mr.  France  is  survived  by  his  widow,  a 
daughter,  two  sisters  and  three  brothers. 

Funeral  services  were  held  at  Canistota 
Tuesday  afternoon  February  3.  Burial  was  at 
Worthing. 
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The  Public’s  Health — Your  First  Concern* 


Breast  Cancer 

Cancer  of  the  breast  develops  in  more 
women  than  cancer  of  any  other  organ.  Un- 
treated breast  cancer  is  invariably  fatal,  but 
with  early  diagnosis  and  proper  treatment 
three  out  of  every  four  cases  can  be  saved. 
Because  the  breast  is  one  of  the  sites  acces- 
sible to  examination,  early  detection  of  breast 
cancer  presents  comparatively  few  difficul- 
ties. Most  of  the  17,000  women  who  die  each 
year  of  breast  cancer  represent  needless,  pre- 
ventable deaths  — and  the  pharmacist,  as  a 
source  of  health  information  in  his  commun- 
ity, can  do  much  to  prevent  them. 

Not  all  women  are  equally  subject  to  breast 
cancer.  Most  cases  occur  after  age  40  or  45. 
Breasts  that  have  never  produced  milk,  or 
have  been  the  site  of  diseases  other  than  can- 
cer, are  more  susceptible  to  cancer  than  other 
breasts.  The  role  of  heredity  in  breast  cancer 
has  been  extensively  investigated  but  has 
not  been  established.  Contrary  to  popular  be- 
lief, there  is  no  evidence  that  a single  trau- 
matic injury  to  the  breast  can  result  in  cancer. 

Chronic  irritation  or  congestion,  however, 
should  be  avoided.  Unusually  large  or 
pendulous  breasts  should  be  supported  by 
well-fitted  brassieres  that  keep  strain  and 
irritation  to  a minimum. 

The  most  frequent  early  symptom  of  breast 
cancer  is  a lump.  It  may  vary  in  size  and  is 
most  likely  to  be  painless.  Frequently  lumps 
in  the  breast  indicate  local  inflammation,  or 
repre.'sent  benign  growths  that  can  be  re- 
moved by  a simple  operation.  Sometimes 
women  mistake  harmless  fat  globules  for 
cancer.  But  because  no  one  but  a physician 
is  qualified  to  distinguish  between  the  var- 
ious kinds  of  growths  in  the  breast,  a lump 
that  fails  to  disappear  should  be  brought  to 
a doctor’s  attention.  The  pharmacist  who  can 
impress  this  simple  fact  upon  women  in- 
quirers of  cancer  age  can  save  many  lives. 

Other  signs  that  may  indicate  breast  cancer 
include: 


Bleeding  from  the  nipple; 

Elevation  of  one  breast  from  original  posi- 
tion; 

Deformity  or  deviation  from  normal  con- 
tour of  breast; 

Inversion  or  retraction  of  the  nipple; 

Skin  attachment  over  the  tumor,  resulting 
in  a depression  or  dimple; 

Swelling  of  lymph  nodes  in  the  armpit. 

Discovery  of  early  breast  cancer  depends 
largely  upon  the  woman’s  own  vigilance. 
Many  authorities  recommend  that  women 
over  35  or  those  who  are  pregnant  should 
periodically  examine  their  own  breasts.  Self- 
examination  should  proceed  according  to  a 
definite  plan.  Women  who  seek  this  informa- 
tion may  be  referred  to  the  National  Cancer 
Institute,  Bethesda,  Md.,  or  to  the  American 
Cancer  Society. 

Although  self-examination  has  a useful 
place,  once  a lump  is  discovered  in  the  breast 
it  is  suggestive  of  cancer  until  proved  harm- 
less by  a physician.  Inquires  should  be 
warned  against  self-treatment,  or  reliance 
upon  ointments,  drugs,  or  machines  whose 
operation  is  a proprietary  secret.  There  is  no 
record  of  a single  authentic  cure  by  such 
methods. 

Cancer  of  the  Lower  Bowel 

During  the  past  few  decades  treatment  of 
early  cancer  of  the  lower  bowel  — the  colon, 
sigmoid  and  rectum  — has  made  enormous 
strides.  In  the  memory  of  living  physicians 
the  prospect  of  cure  has  changed  from  very 
poor  to  good.  The  fact  remains,  however,  that 
many  lives  continue  to  be  lost  because  the 
surgeon  is  often  confronted  not  with  early 
cancer  but  with  advanced  cancer. 

Following  onset  of  cancer  of  the  lower 
bowel,  an  average  of  eight  months  elapses  be- 
fore the  patient  visits  a physician’s  office. 
Time  lapses  of  a year  or  more  are  not  infre- 

* Prepared  and  distributed  by  the  U.  S.  Public 
Health  Service  and  the  American  Pharmaceutical 
Association. 
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quent.  Thus,  the  key  to  controlling  cancer 
of  the  lower  bowel  is  reduction  of  the  time 
lapse.  It  is  here  that  pharmacists  can  play  a 
significant  part  because  persons  in  the  initial 
stages  of  cancer  of  the  lower  bowel  may  be 
likely  to  turn  to  the  pharmacist  rather  than 
to  the  physician. 

Although  a malignant  growth  in  this  part 
of  the  body  usually  produces  symptoms  even 
in  the  early  stages,  to  most  people  they  seem 
too  unimportant  to  warrant  a physician’s  at- 
tention. Considerable  time  is  often  lost  be- 
cause of  resort  to  self-medication.  When  the 
symptoms  are  suggestive  of  cancer  the  phar- 
macist has  a responsibility  to  urge  the  in- 
quirer to  visit  a physician  rather  than  rely 
upon  cahartics  or  other  simple  remedies. 

The  most  common  sign  of  early  cancer  of 
the  lower  bowel  is  a change  in  bowel  habits. 
In  people  who  have  always  been  somewhat 
constipated,  cancer  at  this  site  frequently 
increases  the  constipation.  In  persons  who 
have  had  no  previous  tendency  toward  con- 
stipation, the  cancer  may  result  in  difficulty 
of  bowel  movement.  If  the  cancer  ulcerates, 
the  difficulty  may  decrease,  resulting  in  three 
or  more  daily  movements  without  a cathartic. 
Such  changes  in  bowel  habits,  particularly 
after  age  40,  should  not  be  attributed  to  minor 
ailments  until  the  possibility  of  cancer  has 
definitely  been  ruled  out  by  a physician. 

Another  symptom  frequently  associated 
with  cancer  of  the  lower  bowel  is  passage  of 
blood,  which  may  be  bright  red,  dark,  or 
mixed,  depending  upon  the  location  of  the 
tumor.  Any  bleeding  from  the  rectum,  with 
or  without  a previous  history  of  hemorrhoids, 
should  be  investigated  by  a physician,  since 
the  presence  of  hemorrhoids  or  other  minor 
lesions  does  not  preclude  cancer. 

Other  signs  that  may  occur  with  cancer  of 
the  lower  bowel  include  persistent  abdominal 
discomfort,  fatigue,  weight  loss,  and  anemia. 
Sometimes  there  is  a sense  of  pressure  in  the 
pelvis.  Occasional  gas  pains,  unaccompanied 
by  other  symptoms,  are  not  significant. 

Each  of  the  symptoms  noted  sometimes 
occur  in  inflammatory  as  well  as  in  malignant 
disease.  Even  the  skilled  diagnostician  some- 
times has  difficulty  in  distinguishing  the 
clinical  manifestations  of  cancer  of  the  lower 
bowel  from  those  of  colitis,  for  example.  By 


themselves  the  symptoms  never  point  ex- 
clusively to  cancer. 

The  important  thing  to  remember  about 
changes  in  bowel  habits  or  blood  from  the 
rectum  is  that  they  may  be  the  only  warnings 
that  are  given  in  the  early  stages.  To  wait 
for  additional  symptoms  is  to  risk  fatal  de- 
lay. By  helping  to  prevent  that  delay  the 
pharmacist  can  perform  a notable  health 
service. 


URGE  PHARMACISTS 
TO  READ  DEBATE 

We  urge  every  South  Dakota  pharmacist  to 
read  the  debate  between  Mr.  Oscar  Ewing, 
Federal  Security  Administrator,  and  Dr. 
Morris  Fishbein,  Editor,  Journal  of  American 
Medical  Association  on  the  subject,  “Should 
this  nation  adopt  President  Truman’s  Na- 
tional Health  Insurance  Program?’’  as  it  ap- 
pears in  the  January,  1949,  issue  of  the  Amer- 
ican Druggist. 

With  regard  to  prescription  prices,  Mr. 
Ewing  says,  “Prescription  prices  will  be  de- 
termined by  the  same  methods  by  which 
doctor’s  fees  are  set.  Pharmacists  will  meet 
with  the  administrative  officers  and  agree 
on  a fair  price  scale.”  — “Payment  for  pre- 
scriptions will  be  made  from  the  insurance 
fund.” 

Pharmacist  (Miss)  Laura  M.  Carroll  of  the 
St.  Luke’s  Hospital  Pharmacy  in  Aberdeen 
writes,  “I  noticed  another  surprise  in  the 
American  Pharmaceutical  Association  Jour- 
nal, that  the  editor  thought  the  fight  against 
socialized  medicine  was  for  the  time  being 
at  least,  no  affair  of  the  pharmacists.  It  has 
seemed  to  me  always  that  it  decidedly  is  our 
business  and  that  Pharmacists  should  be  lin- 
ing up  with  the  Doctors  to  finance  a campaign 
of  education  for  the  general  public.  I think 
we  should  pay  $5.00  apiece  and  should  let  the 
Doctors  know  we  are  with  them.” 

Collectively  the  South  Dakota  Pharmaceu- 
tical Association  have  gone  on  record,  re- 
peatedly, as  opposed  to  any  program  of 
Socialized  Medicine  that  is  under  government 
control.  Individually  you  will  have  to  make 
up  your  mind  whether  you  “favor”  or 
“oppose”  National  Health  Insurance.  The 
editor  of  American  Druggist  would  like  to 
know  where  individual  pharmacists  stand  on 
this  important  issue. 
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Modern  Therapeutic  Agents 

by  Edgar  Parry.  Instructor  in  Pharmacognosy 
South  Dakota  State  College 


Antirickettsial  Drugs 
PABA 

Para-aminobenzoic  acid  has  been  known  to 
chemists  since  1863,  but  until  recently  has 
found  no  place  in  medicine.  During  the  recent 
war,  experiments  were  conducted  to  find  a 
specific  against  the  rickettsial  diseases.  Ty- 
phus, Scrub  Typhus,  Rocky  Mountain  Spotted 
Fever,  etc.  PABA  (para-aminobenzoic  acid) 
was  tried  and  found  to  be  just  such  a specific. 

PABA  is  not  of  uniform  value  in  all  rickett- 
sial infections,  being  of  most  value  in  Rocky 
Mountain  Spotted  Fever  (RMSF),  epidemic 
and  endemic  Typhus  and  Tsutsugamushi 
disease  (scrub  typhus).'' 

The  length  of  therapy  depends  on  the  time 
elaspsing  between  contacting  the  disease  and 
starting  treatment.  PABA,  to  give  most 
satisfactory  results,  must  be  given  within 
the  first  four  days  of  illness.  Favorable  re- 
sults are  obtained  if  given  within  the  first 
seven  days. 

The  action  of  PABA  is  believed  to  be  that 
of  speeding  up  the  metabolism  of  the  cells 
infested  with  rickettsia,  thus  creating  an  en- 
vironment detrimental  to  them.  It  exerts  a 
depressant  action  on  the  rickettsial  meta- 
bolism. 

FABA  Sodium  is  administered  orally  in 
tablet  form.  Initial  dosage  recommended  is 
4-6  grams,  followed  by  2-3  grams  every  2 
hours  until  blood  levels  of  40  mg.  per  hun- 
dred cc  are  reached.  A daily  dosage  exceed- 
ing 30  Gm.  for  more  than  one  week  is  not 
recommended. '' 

Until  more  is  known  of  its  long  term  toxic 
effects,  PABA  should  not  be  used  as  a pro- 
phylactic. It  occasionally  produces  leukemia, 
and  post  mortem  cases  show  evidence  of 
hepatic  and  kidney  damage.  It  is  incompatible 
with  sulfa  drugs,  inhibiting  their  antibacterial 
action.  It  is  not  antagonistic  to  penicillin, 
however. 

AUREOMYCIN 

Aureomycin  is  an  antibiotic  first  isolated 


by  Dr.  B.  M.  Duggar  of  Lederle  Laboratories 
from  the  mold  of  Streptomyces  Aureo- 
faciens.2  Early  tests  showed  it  to  be  effective 
against  a variety  of  gram  positive  bacteria, 
and  also  rickettsia.  Guinea  pigs  were  given 
huge  doses  of  the  virus  of  RMSF,  Typhus,  and 
“Q”  fever.  Aureomycin  was  given  before  the 
symptoms  appeared.  The  guinea  pigs  not 
only  failed  to  contract  the  fevers,  but  also  de- 
veloped antibodies  conferring  immunity 
against  reinfection. 

Aureomycin  is  readily  absorbed  from  the 
gastro  intestinal  tract  when  given  orally.  No 
toxic  effects  on  humans  have  been  noted  in 
doses  as  high  as  60  mg.  per  Kg  body  weight, 
except  occasional  nausea  and  vomiting. 
Vomiting  can  be  controlled  by  giving  alum- 
inum hydroxide  gel  along  with  the  oral  dose.3 
The  average  dose  used  in  different  studies 
range  from  2 to  5 mg  per  Kg  body  weight 
hourly  for  three  doses,  then  every  2 hours  as 
maintenance  doses. 

Aureomycin  is  superior  to  PABA  in  RMSF 
therapy  in  four  ways.3  It  brings  about  a drop 
in  temperature  in  2-3  days  where  PABA 
averages  10  days.  Second,  treatment  with 
PABA  must  be  instituted  before  the  seventh 
day.  Aureomycin  therapy  can  be  started  any 
time  in  the  course  of  the  disease  and  it  pro- 
duces a good  therapeutic  effect.  Thirdly,  the 
duration  of  rash  is  for  a shorter  period,  and 
fourth,  Aureomycin  appears  to  have  a very 
low  toxicity.  It  is  also  effective  in  the  treat- 
ment of  “Q”  fever.  Murine  Typhus,  Scrub 
Typhus,  and  Rickettsial  Pox. 
CHLOROMYCETIN 

Another  antibiotic  which  has  shown  anti- 
rickettsial action  is  Chloromycetin.  It  was 
first  found  . in  a soil  sample  in  Caracas 
Venezuela  by  Burkholder  of  Yale  University, 
and  later  isolated  by  commercial  drug  labora- 
tories. It  is  available  now  for  experimental 
use. 

In  its  first  test,  five  typhus  patients  who 
had  had  the  disease  from  5 to  8 days  and 
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were  in  delirium,  experienced  a rapid  fall  in 
pulse  rate  and  temperature.  The  delirium 
was  gone  within  3 days,  and  the  rash  was 
gone  in  3 to  5 days.^ 

Results  from  treatment  during  a recent 
Scrub  Typhus  outbreak  at  Kuala  Lumpur,  re- 
ported by  the  Malaya  Institute  of  Medical 
Research,  showed  very  satisfactory  results. ^ 
Forty-five  patients  were  involved  in  this 
study,  twenty-five  of  which  were  given 
Chloromycetin  and  the  remaining  twenty 
were  used  as  controls.  Those  treated  had 
normal  temperatures  within  30  hours,  rash 
had  disappeared  within  48  hours,  and  all  were 
discharged  from  the  hospital  within  13  days. 
There  were  no  complications  or  deaths.  Con- 
trols had  fevers  for  18  days,  rash  for  18  days, 
and  were  discharged  after  30  days.  Two 
cases  developed  complications  and  there  was 
1 death.  The  average  oral  dose  was  50  mg  per 
Kg  body  weight,  given  every  2 hours  until 
temperatures  returned  to  normal,  then  0.25 
Gm.  every  3 to  4 hours  for  5 days. 

Results  were  about  the  same  in  a Typhus 
epidemic  report  from  Bolivia  in  which  16 
patients  started  convalescence  3 days  after 
treatment  with  Chloromycetin  was  begun.® 
The  drug  was  given  intravenously,  10  mg  per 
Kg  body  weight.  Reactions  to  the  intravenous 
dose  consisted  mainly  of  severe  headache  last- 
ing about  10  minutes. 

Chloromycetin  appears  to  be  effective 
against  all  types  of  rickettsial  infections,  al- 
though it  acts  slower  in  cases  of  Rocky  Moun- 
tain Spotted  fever.  It  is  readily  absorbed 
from  the  alimentary  tract  and  produces  a 
therapeutic  effect  even  when  given  late  in  the 
course  of  a disease.  It  has  a very  low  toxicity. 
REFERENCES 

1.  Am.  Prof.  Pharm.  14:838  (September  1948). 

2.  Ibid  14:822  (September  1948). 

3.  Ross,  Sidney;  Schoenbach,  E.  B.;  Burke,  Fred- 
erick G.;  Bryer,  M.S.;  Rice,  E.  C.;  and  Washing- 
ton, J.A.  J.A.M.A.  138:1213-1216  (December  25, 
1948). 

4.  J.A.M.A.  138:432  (October  9,  1948). 

5.  Smadel,  J.  E.;  Woodward,  T.  E.;  Ley,  H.  L.  Jr.; 
Philips,  C.  B.;  Traub,  R.;  Science  108:160,  1948. 

6.  Bulletin  of  the  Am.  Soc.  of  Hospital  Pharmacists 
5:264-266,  1948. 


FAIR  TRADE 

Fair  Trade  laws  have  been  passed  in  all 
states  except  Vermont,  Missouri  and  Texas. 
Opposition  to  Fair-Trade  has  developed  in 


some  states  because  magazine  and  newspaper 
articles  tell  the  consumers  that  Fair-traded 
merchandise  can  be  purchased  at  lower  prices 
in  those  three  which  do  not  have  Fair-Trade 
laws. 

The  N.A.R.D.  have  recently  published  a 
twenty-four  page  booklet  entitled:  “Mr.  and 
Mrs.  Consumer:  Which  Do  You  Want  — 
FAIR  TRADE  or  PHONY  BARGAINS?”  This 
booklet  is  just  the  beginning  of  a public  rela- 
tions campaign  that  is  going  to  be  carried  on 
to  inform  the  public  that  fair  trade  benefits 
the  consumer  as  well  as  the  manufacturer 
and  the  retailer.  This  booklet  must  be  gotten 
into  the  hands  of  the  consumer  if  it  is  to  be 
of  any  benefit.  The  more  consumers  it 
reaches,  the  better. 

You  can  help  “sell”  Fair-Trade  to  your  cus- 
tomers by  asking  them  to  read  this  booklet. 
Order  a supply  now  from  the  National  As- 
sociation of  Retail  Druggists,  205  West 
Wacker  Drive,  Chicago,  Illinois  or  through 
your  Association  office. 


FIFTH  DISTRICT  MEETING  TO  BE  HELD 
IN  RAPID  CITY 

The  officers  and  members  of  the  Boards  of 
Pharmacy  and  the  faculty  members  of  the 
Colleges  of  Pharmacy  from  the  five  state 
area  of  Iowa,  Minnesota,  Nebraska,  North 
Dakota  and  South  Dakota  will  hold  their 
annual  meeting  in  Rapid  City  on  Monday  and 
Tuesday  March  7 and  8.  These  district  meet- 
ings are  usually  held  in  late  May  or  June  and 
the  South  Dakota  Board  of  Pharmacy  had 
planned  to  entertain  out-of-state  visitors 
with  a scenic  trip  through  the  Black  Hills.  The 
American  Pharmaceutical  Association  and 
affiliated  organizations  will  hold  their  annual 
meetings  in  Jacksonville,  Florida  during  the 
last  week  in  April,  1949.  Because  of  the  early 
meeting  of  national  conventions  this  year  it 
was  necessary  to  advance  our  district  meet- 
ing dates  more  than  two  months  so  we  will 
have  to  forgo  the  pleasure  of  “showing-off” 
the  scenic  wonders  of  the  Black  Hills. 

Clark  T.  Eidsmoe,  Professor  of  Pharmacy 
at  South  Dakota  State  College  and  Hormer 
L.  Hill,  Secretary  of  the  North  Dakota  Board 
of  Pharcacy,  will  be  Co-Chairmen  of  the  dis- 
trict meeting.  Headquarters  will  be  in  the 
Alex  Johnson  Hotel. 
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by 

George  H.  Fraies 


WHAT  GOES  ON  HERE  — AT  RANDOM 

WITH  THE  START  OF  A NEW  YEAR 
a prudent  man  instinctively  pauses  to  re- 
flect. He  makes  a survey  of  the  past,  con- 
siders the  present  and  then  resolves  for  the 
future.  Resolutions  made  in  this  fashion  are 
definite;  for  the  past  and  the  present  are 
pretty  good  indices  of  the  future.  The  pru- 
dent man,  too,  will  not  dissipate  his  strength 
by  taking  too  many  resolutions.  His  will  be 
few  but  pertinent  and  practical. 

WASHINGTON  SCENE.  Washington  was 
geared  up  for  the  Inaugural  program  which 
has  hit  a new  high  in  the  gala  goings-on  that 
enliven  the  Capital  calendar  every  four  years. 
Harry  Truman  became  the  first  President  to 
take  over  the  reigns  of  state  in  the  midst  of 
a war.  The  only  man  in  history  who  had  been 
lifted  to  the  highest  office  in  a crisis  half  so 
great  was  Andrew  Johnson,  “the  tailor  from 
Tennessee,”  who  took  the  oath  in  another 
April  (1865),  after  Lincoln  had  been  assassin- 
ated. Now  in  1949  the  Nation’s  Capital  seems 
to  have  unrationed  applause  for  the  Man 
from  Missouri  who  took  his  oath  of  office  by 
consent  of  a strong  “silent”  vote  that  was 
heard  loudly  last  November,  in  this  the  first 
quadrennial  celebration  since  the  close  of 
World  War  II. 

EXCERPTS  FROM  PRESIDENT  TRU- 
MAN’S STATE  OF  THE  UNION  MESSAGE 
BEFORE  THE  CONGRESS  January  5,  1949. 
In  his  opening  remarks  before  the  Congress, 
the  President  said  that  he  was  happy  to  re- 
port that  the  state  of  the  Union  is  good  and 
that  our  Nation  is  better  able  than  ever  be- 
fore to  meet  the  needs  of  the  American  people 
and  to  give  them  a fair  chance  in  the  pursuit 
of  happiness.  The  President  mentioned  that 
the  American  people  have  decided  that  pov- 
erty is  just  as  wasteful  and  just  as  unneces- 
sary as  preventable  disease,  and  that  no  un- 
fair prejudice  or  artificial  distinction  should 
bar  any  citizen  from  an  education,  or  from 


good  health,  or  from  a job  that  he  is  capable 
of  performing.  He  said  that  we  are  suffering 
from  excessively  high  prices  — that  our  pro- 
duction is  still  not  large  enough  to  satisfy  our 
demand  — that  minimum  wages  are  too  low 
— that  small  business  is  losing  ground  to 
growing  monopoly  — that  our  first  great  op- 
portunity is  to  protect  our  economy  against 
the  evils  of  “boom  and  bust.”  Applause 
greeted  the  President  when  he  stated  that 
“we  must  assure  small  business  the  freedom 
and  opportunity  to  grow  and  prosper.  To  this 
purpose,  we  should  strengthen  our  anti-trust 
laws  by  closing  those  loopholes  that  permit 
monopolistic  mergers  and  consolidations.” 
About  national  health  — “We  must  spare  no 
effort  to  raise  the  general  level  of  health  in 
this  country.  In  a nation  as  rich  as  ours,  it 
is  a shocking  fact  that  tens  of  millions  lack 
adequate  medical  care.  We  are  short  of  doc- 
tors, hospitals,  and  nurses.  We  must  remedy 
these  shortages.  Moreover,  we  need  • — and 
we  must  have  without  further  delay  — a sys- 
tem of  prepaid  medical  insurance  which  will 
enable  every  American  to  afford  good  med- 
ical care.” 

WATCH  FOR  REVISED  LIST  OF  TAX- 
ABLE TOILETRIES.  The  N.A.R.D.  Journal, 
July  21,  1947  issue,  carried  a Retailers’  Exise 
Tax  list.  This  list  has  been  revised  and  will 
be  published  again.  It  may  not  meet  the 
deadline  for  February  but,  if  not,  will  appear 
soon  thereafter. 

MEDICAL  CARE  PLAN  FOR  MINERS 
BEGINS.  John  L.  Lewis  has  begun  to  put 
into  operation  the  United  Mine  Workers’  far- 
reaching  program  of  free  hospital  and  med- 
ical service  to  ailing  coal  miners.  The  service 
will  be  provided  by  the  UMW  welfare  and 
retirement  fund,  of  which  Lewis  is  chief 
trustee.  A 20-cent  royalty  on  each  ton  of  coal 
finances  the  fund,  now  building  up  at  $100,- 
000,000  a year.  The  medical  and  hospital  pro- 
gram is  headed  by  Dr.  Warren  F.  Draper, 
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Bowel  Regulation 
in  Peptic  Ulcer... 

In  the  medical  management  of  un- 
complicated peptic  ulcer,  “regula- 
tion of  bowel  function  is  essential. 
...  A combination  of  ahtacid  pow- 
ders . . . having  mildly  laxative 
effects  or  the  use  of  a hydrogel  sub- 
stance, such  as  agar  agar  or  Meta- 
mucil,  will  produce  results.” 


By  furnishing  a water-retaining,  gelatinous  residue  in  the  large 
bowel,  Metamucil  acts  gently  without  irritation  to  promote 
smooth,  normal  evacuation. 


METAMUCIU 


S EARLE 


is  the  highly  refined  mucilloid  of  Plantago 
ovata  (50%),  a seed  of  the  psyllium  group, 
combined  with  dextrose  (50%)  as  a dis- 
persing agent. 

RESEARCH  IN  THE  SERVICE  OF  MEDICINE 


*Gerendasy,  J.;  Modern  Treatment  of  Peptic  Ulcer,  J.  M.  Soc. 
New  Jersey  ;/J:84  (March)  1946. 
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former  Deputy  Surgeon  General  of  the 
United  States  Public  Health  Service.  Dr. 
Draper  was  major  general  in  charge  of  the 
Public  Health  Branch  at  Supreme  Head- 
quarters, Allied  Expeditionary  Forces,  dur- 
ing World  War  II.  He  also  was  former  State 
health  commissioner  of  Virginia.  Dr.  Draper 
has  announced  the  establishment  of  10  area 
offices,  with  a physician  in  charge  of  each,  to 
serve  the  24  union  districts  in  the  soft  coal 
fields. 

FORM  W-2  CANNOT  BE  USED  AS  AN 
INCOME  TAX  RETURN,  but  should  be 
securely  attached  to  the  individual’s  income 
tax  return  to  be  filed  on  Form  1040  or  1040 A 
on  or  before  March  15,  1949. 

KEEPING  ACCURATE  TRACK  OF 
YEARS  HAS  BEEN  ONE  OF  HUMAN 
HISTORY’S  TOUGHEST  PROBLEMS.  Pom- 
pilius  calendar  within  a few  hundred  years 
became  inaccurate.  Julius  Caesar  inherited 
the  resultant  confusion  and  the  world  was 
given  another  calendar.  It  lasted  about  1,500 
years.  Then  Pope  Gregory  XIII  tried  to 
straighten  out  the  mistakes  in  Caesar’s  calen- 
dar. The  result  was  the  Gregorian  calendar 
which  we  use  today.  It  seems  there’s  trouble 
ahead;  that  along  about  2500  your  many- 
times  great  grandchildren  will  celebrate  a 
New  Year  that’s  bound  to  be  troublesome. 
That’s  the  year  our  calendars  will  start  get- 
ting out  of  wack.  When  calendars  go  wrong 
seasons  start  arriving  on  the  wrong  days  and 
in  the  wrong  months.  This  happens  because 
calendars  aren’t  properly  geared  to  the  sun’s 
movement.  Scholars  will  wrestle  with  the 
problem.  Even  today  there  is  agitation  for 
calendar  revision.  However,  it  doesn’t  look 
as  though  there’ll  be  any  revision  during 
1949.  Most  people  will  be  too  busy  with  their 
own  problems  this  year  to  worry  about  2500 
when  our  calendar  won’t  be  much  good. 

SMALL  BUSINESS  COMMITTEE.  Repre- 
sentative Patman  has  introduced  a resolution 
in  the  House  calling  for  continuance  of  a 
House  Small  Business  Committee.  Concur- 
rently, the  Senate  Banking  Committee  voted 
13-0  to  kill  the  Senate’s  special  small  business 
committee  and  take  over  its  job.  It  is  quite 
likely  that  Representative  Patman  will  be- 
come chairman  of  the  House  Committee  if  it 
is  maintained. 

THE  OLD  WAGNER-MURRAY-DINGELL 


bill  shows  up  in  the  new  Congress  under  the 
sponsorship  of  Senators  Murray-Wagner-Pep- 
per-Chavez-Taylor-McGrath.  It  is  identified 
as  S-5  and  contains  84  pages.  The  bill  pro- 
vides for  a National  Health  Insurance  and 
Public  Health  program.  The  declaration  of 
purpose  declares,  among  other  things,  that: 

(a)  good  health  is  essential  to  the  security 
and  progress  of  the  Nation  and  the  pro- 
motion of  the  general  welfare; 

(b)  ill  health  is  a major  cause  of  human 
suffering,  family  breakdown,  economic 
loss,  destitution,  and  dependency; 

(c)  the  health  of  the  Nation  is  a national 
concern;  its  preservation  demands  the 
fullest  cooperation  of  individuals  and 
governments,  local.  State,  and  Federal 
in  conjunction  with  voluntary  profes- 
sional organizations,  and  calls  for  util- 
ization of  the  Nation’s  resources  to  pro- 
vide the  needed  health  facilities  and 
personnel. 
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The  Bacteriologist  Considers  Drug-Fastness* 


R,  P.  Elrod,  Ph.  D.,  Professor  of  Microbiology,  University  of  South  Dakota 


The  science  of  bacteriology  has  made  great 
advances  in  recent  years  in  many  fields;  in 
two  categories  this  has  been  outstanding  — 
bacterial  genetics  and  chemotherapy.  It  has 
been  demonstrated  that  undoubtedly  a genic 
mechanism  does  exist  in  bacteria  which  can 
be  artifically  modified  to  establish  true 
mutants,  for  under  the  genic  duress  of  X-ray, 
ultra-violet  light  and  other  physical  means 
definite  mutations  have  evolved.  Evidence 
has  been  presented  which  indicates  that  per- 
haps drug-fastness  as  exhibited  by  bacteria 
is  the  result  of  a true  mutation  resulting  from 
the  action  of  chemotherapeutic  agents. 

Although  numerous  theories  have  been  set 
forth  concerning  the  mode  of  action  of  the 
sulfonamides,  there  is  no  accepted  theory. 
Nevertheless,  certain  experimental  findings 
have  made  themselves  manifest  in  the  study 
of  these  chemotherapeutic  agents.  Five  of 
these  of  importance  to  the  bacteriologist  and 
clinician  are  discussed  below: i 

1.  For  the  most  part  the  action  is  bacter- 
iostatic not  bactericidal.  Bacteria  usually  are 
not  killed  in  vitro  by  the  concentrations  of 
sulfonamides  employed  therapeutically,  but 
their  growth  is  retarded  or  terminated.  If 
bacteria  treated  with  sulfonamides  are  trans- 
ferred to  media  lacking  the  drug  normal 
growth  ensues.  Restoration  of  growth  may 
also  be  initiated  by  the  addition  of  sul- 
fonamide antagonists,  the  best  known  of 
which  is  para-amino  benzoic  acid  (PABA). 

2.  A considerable  lag  is  detectable  before 
the  bacteriostatic  action  begins.  Tt  has  like- 
wise been  demonstrated  that  in  animals  an 
adequately  established  blood  level  does  not 
prevent  the  immediate  multiplication  of  the 
organisms. 

3.  The  drugs  do  not  serve  as  artificial 
opsonins.  Likewise  the  quantity  and  quality 
of  antibodies  is  not  affected. 

4.  Low  concentrations  of  sulfonamides 
often  tend  to  stimulate  bacterial  growth 
rather  than  retard. 


5.  Bacteria  are  apt  to  become  resistant  to 
the  sulfonamides. 

The  Woods-Fildes  theory  concerning  the 
role  of  PABA  as  an  antagonist  apparently 
best  explains  the  mechanism  for  the  develop- 
ment of  resistance  to  sulfonamides.  By  many 
it  has  been  thought  that  an  increase  in  the 
production  of  PABA  by  bacteria  would 
account  for  an  increased  resistance.  However, 
it  has  never  been  adequately  proven  that  the 
niajority  of  pathogenic  bacteria  produce 
PABA  or  that  the  production  is  increased  in 
acquiring  resistance.^  It  would  seem  probable 
that  the  actual  process  concerns  a “weeding- 
out”  of  the  more  susceptible  organisms,  leav- 
ing the  resistant  forms.  In  all  probability 
continued  action  of  a sulfonamide  tends  to 
bring  to  the  fore  a resistant  mutant.  This  line 
of  reasoning  is  similar  to  that  postulated  by 
Demerac  for  antibiotics. 

It  is  to  the  presence  of  sulfonamide  resist- 
ant organisms  that  must  be  ascribed  the  fail- 
ure of  these  drugs  to  cure  disease  when 
caused  by  bacteria  usually  susceptible  to  the 
action  of  these  drugs.  Apparently  some 
strains  of  bacteria  are  naturally  resistant  to 
sulfa  action.  In  a study  of  57  strains  of 
staphylococci  isolated  from  patients,  Spink 
and  VivinoS  found  that  8 were  moderately 
resistant  and  17  highly  resistant  to  sulfa- 
thiazole.  On  the  other  hand.  Hamburger,  et. 
al.,^  found  no  highly  resistant  pneumococci 
in  168  pneumonia  cases.  Six  were  moderately 
resistant,  while  resistant  strains  developed  in 
3 cases  treated  47  days  or  more.  Only  one  of 
the  latter  was  highly  resistant.  The  develop- 
ment in  vivo  of  resistant  variants  does  not 
occur  more  often  because  of  the  time  required 
to  produce  such  strains.  In  over  a_  million 
cases  treated  prophylactically  in  the  army 
with  sulfadiazine  the  development  of  re- 
sistant strains  of  streptococci  was  not  ap- 

* Read  at  the  meeting  of  the  Sioux  Valley  Medical 

Association  January  26,  1949,  Sioux  Falls,  South 
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parent.  It  has  been  demonstrated  that  al- 
though pneumococci  can  develop  a high  de- 
gree of  resistance  to  the  sulfonamides  they 
are  susceptible  to  penicillin.  The  converse  is 
also  true.  As  regards  staphylococcal  infec- 
tions, it  is  to  be  emphasized  that  because  of 
their  usual  inaccessible  nature  adequate  con- 
centrations of  sulfonamides  in  contact  with 
the  organisms  are  difficult  to  maintain. 

In  the  case  of  gonorrhea,  where  an  increase 
of  PABA  has  been  demonstrated  and  thus 
the  mechanism  of  resistance  possibly  ex- 
plained, the  danger  of  resistant  variants 
seems  apparent.  An  increase  from  15%  to 
59'/  has  been  noted  by  Carpenter^  in  the  in- 
cidence of  resistant  strains  in  a period  of  15 
months.  Sulfonamides  were  used  prophylac- 
tically  as  a control  for  gonorrhea  and  the 
elimination  of  many  susceptible  strains  and 
development  of  resistant  strains  in  vivo  was 
said  to  account  for  this  increase.  According 
to  Harkness®  a host  factor  is  evident  in  gon- 
orrhea. Of  15  couples  one  or  the  other  part- 
ner was  resistant  to  sulfonamide  treatment 
although  it  seemed  obvious  that  each  was  in- 
fected by  the  same  train. 

It  is  usually  true  that  bacteria  which  are 
resistant  to  one  type  of  drug  are  not  usually 
resistant  to  another  type,  although  it  is  pos- 
sible to  create  double  resistance.  In  studying 
68  strains  of  Staphylococcus  Spink,  et.  al.,’^ 
found  no  correlation  between  resistance  to 
penicillin  and  sulfathiazole.  Only  one  strain 
was  resistant  to  both.  It  is  to  be  emphasized 
that  sulfonamide-fast  bacteria  are  susceptible 
to  the  action  of  specific  antibodies. 

Demerac®  states  that  the  resistance  brought 
about  by  the  action  of  penicillin  originates  as 
a true  mutation.  It  has  been  theorized  that 
with  the  addition  of  penicillin  to  a growing 
culture  the  susceptible  cells  are  eliminated 
but  some  cells  which  have  a natural  resistance 
survive.  The  resistance  of  the  latter  can  be 
increased  by  exposing  them  to  successively 
higher  concentrations  of  penicillin.  This  has 
been  interpreted  as  due  to  the  effects  of 
several  genes  which  undergo  mutation.  The 
mutation  of  any  of  these  genes  brings  about 
an  acquired  resistance.  During  penicillin 
therapy  highly  susceptible  organisms  are  de- 
stroyed but  others  acquire  an  enhanced  re- 
sistance. It  seems  plausible  also,  that,  even 
as  in  vitro,  naturally  resistant  variants  will 
not  be  eliminated  by  the  action  of  the  anti- 


biotic in  vivo.  The  dosage  of  penicillin  should 
attempt,  therefore,  to  be  administered  so  that 
susceptible  and  partially  resistant  organisms 
be  eliminated,  thus  reducing  the  work  of 
defenses  of  the  body. 

The  induction  of  penicillin  resistance  to 
penicillin  in  vitro  is  not  difficult  to  accom- 
plish. Subjecting  the  organism  to  successively 
increasing,  but  sub-lethal,  doses  of  the  anti- 
biotic will  in  most  cases  suffice.  It  has  been 
possible  to  increase  the  resistance  many 
hundred-fold  or  more  in  numerous  instances. 
Staphylococcus  aureus  has  an  extreme  tend- 
ency toward  resistance  while  streptococci 
and  pneumococci  are  more  difficult  to  induce. 
Resistant  forms  can  be  as  readily  created 
from  susceptible  forms  as  from  partially  re- 
sistant forms. 

It  is  to  be  remembered  that  although 
penicillin  is  bactericidal  in  it’s  action  under 
certain  conditions,  these  conditions  are  not 
approached  in  the  body.  Even  in  an  optimum 
culture  medium  operating  at  ideal  conditions 
penicillin  will  not  in  high  concentrations  kill 
all  of  the  bacteria  present.  These  survivors 
may  represent  only  one  or  two  cells  in  a 
million  but  suffice  to  prevent  complete 
sterilization.  It  has  been  postulated  by  some 
that  this  is  the  cause  of  the  inability  to  cure 
certain  staphylococcal  infections.  Undoubt- 
edly the  existence  of  foci  of  infection  in  which 
some  bacteria  escape  plays  an  important  role 
as  an  osteomyelitis,  undrained  abscesses,  en- 
docardial vegetations,  etc.  It  does  not  seem 
likely  that  penicillinase  which  specifically 
destroys  penicillin  and  is  produced  by  many 
bacteria  both  resistant  and  susceptible,  plays 
an  active  role  in  in  vivo  resistance. 

By  serial  passage  through  mice  treated 
with  sub-curative  doses  of  penicillin  Schmidt 
and  Sessler®  were  able  to  raise  the  resistance 
of  pneumococci,  types  I and  III.  This  re- 
sistance was  maintained  in  culture.  Dun- 
ham found  that  a strain  of  Treponema  pal- 
lidum acquired  resistance  to  penicillin  in 
rabbits  treated  with  sub-therapeutic  doses. 
Clinically  Rammelkamp  and  Maxon''  ’ have 
detected  acquired  resistance  of  S.  aureus 
under  penicillin  therapy.  They  found  eigh- 
teen injections  of  the  antibiotic  in  a chronic 
empyema  cavity  in  a 62  day  period  raised  the 
resistance  over  1000  fold.  Also  in  two  days 
treatment  by  penicillin  of  an  axillary  abscess 
the  resistance  was  increased  16  times. 
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While  it  is  obvious  that  many  pathogenic 
bacteria  may  acquire  resistance  to  penicillin 
in  vivo  experimentally  and  clinically,  the 
problem  does  not  appear  to  be  of  as  much 
clinical  importance  as  it  does  in  the  case  of 
the  sulfonamides  or  streptomycin.  Penicillin 
is  not  generally  employed  in  the  treatment 
of  minor  infections  and  cannot  be  used  indis- 
criminately by  the  laity  for  self-medication 
except  by  oral  administration.  On  the  other 
hand,  it  cannot  be  denied  that  the  capacity  of 
penicillin  susceptible  bacteria  to  acquire  re- 
sistance in  vivo  presents  a problem  in  treat- 
ment and  may  function  as  an  additive 
epidemiological  danger. ''2  It  is  to  be  em- 
phasized that  penicillin  resistance  occurs 
slowly  over  a long  period  of  time  to  sub- 
lethal  or  sub-curative  doses  both  in  vitro  and 
in  vivo. 

Drug  resistance  to  streptomycin  more  often 
occurs  rapidly.  In  the  laboratory  only  a few 
transfers  on  a medium  containing  strepto- 
mycin is  necessary  to  increase  resistance.  It 
has  been  observed  clinically  that  if  urinary 
tract  infections  in  man  are  not  controlled 
within  a few  days  with  streptomycin  no 
tolerated  amount  will  prove  effective.  The 
work  of  Miller  and  Bohnhoff^  on  resistant 
strains  of  meningococci  has  been  outstanding. 
They  observed  two  resistant  variants  one  of 
which  was  virulent  for  mice  and  uncontrolled 
by  streptomycin.  The  second  form  which  was 
detected  by  growth  on  high  concentraions  of 
the  antibiotic  was  not  only  resistant  to  strep- 
tomycin but  dependent  on  it  for  growth. 
Growth  was  sustained  in  streptomycin  con- 
taining media  but  failed  on  media  lacking  the 
drug.  These  workers  have  been  able  to  isolate 
streptomycin  dependent  variants  from  18 
strains  of  meningococci.  Also,  they  have  been 
able  to  demonstrate  this  affect  in  vivo.  Mice 
inoculated  with  the  dependent  strains  do  not 
show  evidence  of  infection.  Mice,  however, 
infected  with  the  dependent  variant  and 
treated  with  streptomycin  succumb.  From 
these  mice  the  organisms  may  be  recovered 
and  cultured  on  a streptomycin  containing 
medium.  These  dependent  bacteria  retain  all 
meningococci  characteristics  and  are  sensitive 
to  penicillin.  It  has  also  been  observed  by 
Hall  and  Spink’ ^ ^ strain  of  Brucella 

grew  better  in  media  containing  streptomycin 
than  in  media  lacking  it,  although  total 
dependency  was  not  evident.  Likewise  it 
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has  been  demonstrated  by  Paine  and  Fin- 
land’^ that  from  ordinary  sensitive  strains 
of  S.  aureus,  E.  coli.  P.  aeruginosa  and  P. 
morgani  variants  were  isolated  which  were 
streptomycin  resistant  and  also  streptomycin 
dependent.  These  variants  were  obtained  by 
exposing  large  numbers  of  bacteria  to  high 
concentrations  of  streptomycin.  The  concen- 
tration of  streptomycin  above  which  the 
sensitive  strain  did  not  grow  and  below  which 
the  dependent  strain  failed  to  grow  were  ap- 
proximately the  same.  Vennesland  et.  al.,’® 
have  also  demonstrated  naturally  occuring 
streptomycin-resistant  variants  of  the  human 
strain  of  tubercle  bacillus. 

This  increase  in  fatality  rate  has  been 
termed  hormesis’’^  and  can  be  demonstrated 
with  pencillin  as  well  as  with  streptomycin. 
It  has  been  found  that  most  concentrations  of 
penicillin  G and  K increase  mortality  of  mice 
inoculated  with  S.  typhosa.  Pencillin  K was 
found  to  be  protective  at  5 units  and  500  units 
but  hormesis  was  marked  at  20  units. 

This  phenomenon  has  apparently  recently 
been  noted  in  man.  Spendlove,  et  al.,’® 
isolated  from  a white  male  suffering  from 
pulmonary  tuberculosis  after  treatment  with 
streptomycin  (.5  grams  every  12  hours  for  96 
days)  a streptomycin-resistant  strain  of  M. 
tuberculosis.  After  treatment  continued  or- 
ganisms were  produced  which  grew  more 
luxuriantly  in  media  containing  streptomycin 
than  it’s  absence.  Growth  was  abundant  in 
media  containing  as  much  as  1000  micrograms 
of  the  antibiotic  but  failed  to  grow  in  strep-, 
tomycin-free  medium.  It  is  significant  that 
as  the  antibiotic  therapy  was  continued  the 
patient’s  condition  became  worse.  No  im- 
provement was  noted  in  the  clinical  condition 
once  therapy  began  and  X-ray  showed  further 
spread  of  infection.  The  course  was  definitely 
down  hill  and  not  until  streptomycin  was  dis- 
continued did  this  decline  stop.  Abandon- 
ment of  streptomycin  therapy  did  not  effect 
a cure  for  undoubtedly  the  workers  were 
dealing  with  a mixture  of  streptomycin-de- 
pendent and  streptomycin-resistant  organ- 
isms. Certainly  the  production  of  antibiotic- 
dependent  strains  offers  no  epidemiological 
problem  as  the  chances  of  such  a strain  main- 
taining itself  are  nil. 

It  appears  obvious  to  the  experimental  bac- 
eriologist  that  the  field  of  serum  therapy  then 
is  not  to  be  ignored.  It  has  been  pointed  out 
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time  and  time  again  that  organisms  resistant 
to  the  sulfonamides  are  susceptible  to  immune 
defenses,  if  the  organisms  are  not  present  in 
overwhelming  numbers.  It  has  been  noted 
that  often  there  is  an  increase  in  suscepti- 
bility of  the  bactericidal  powers  of  human 
blood  to  penicillin  resistant  strains.  One 
strain  S.  aureus  was  found  to  be  more  than 
400  times  more  susceptible  to  such  serum 
action  as  it  was  before  penicillin  resistance 
was  induced.’'®  Likewise  it  is  known  that 
there  is  no  shift  in  antigenicity  on  becoming 
drug-fast.  Pneumococcal  types  retain  their 
type  characteristics  even  though  resistant  to 
chemotherapeutic  agents.  The  same  is  true 
of  meningococci  and  the  influenza  bacillus. 
Thus  the  use  of  immune  serum  should  not  be 
denied  when  antibiotic  and  other  chemothera- 
peutic agents  have  failed. 
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MINNEAPOLIS  HOSPITAL 
LOOKS  FOR  NURSES 

The  purpose  of  the  Minneapolis  General 
Hospital  School  of  Nursing  is  to  select  young 
people  who  are  graduates  of  accredited  high 
schools  and  who  are  possessed  of  certain 
standards  of  ability  and  good  character  to 
prepare  them  to  become  professional  regis- 
tered nurses. 

The  Tuition  will  run  from  $75.00  to  $85.00 
per  quarter  depending  on  how  many  hours 
the  student  elects  to  take.  A minimum  of  15 
credit  hours  is  required.  Students  who  de- 
sire board  and  room  during  the  first  two 
quarters  at  the  University  of  Minnesota  may 
due  so  by  making  necessary  arrangements  at 
the  Nurses  Residence  at  the  University.  The 
rate  is  $40.00  per  month. 

During  the  last  six  months  of  the  three- 
year  course,  the  student  nurse  will  be  paid  a 
stipend  of  $35.00  per  month. 

Minimum  qualifications  for  enrolling  in 
this  school  is  to  maintain  a “C”  average,  be 
in  good  health,  be  at  least  17  years  of  age, 
have  a pleasing  personality  and  be  able  to 
pass  a written  nursing  aptitude  test. 

Applications  for  admission  to  the  School 
should  be  made  by  writing  to  the  Director  of 
the  School  of  Nursing,  Minneapolis  General 
Hospital,  Minneapolis  15,  Minnesota.  Blanks 
will  be  sent  and  plans  for  personal  interview, 
physical  examination,  and  nursing  aptitude 
tests  will  then  be  made.  Date  of  admission 
is  September  26,  1949  and  registration  will  be 
on  or  about  September  23,  1949. 


NEWS  BRIEFS 

Dr.  R.  G.  Mayer,  Aberdeen  is  recovering 
from  a coronary  attack  suffered  in  Chicago 
in  February. 

Dr.  Chick  Robbins,  Pierre,  has  recovered 
from  his  recent  operation  and  is  resting  in 
Florida. 
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Cancer  of  the  Breast* 

William  Crawford  White,  M.D. 
New  York  City 


About  607,000  people  in  this  country  died 
of  cancer  between  Pearl  Harbor  and  V-J 
Day  . . . more  than  twice  as  many  as  were 
killed  in  the  war  with  the  Germans  and  Jap- 
anese. More  women  between  the  ages  of  35 
and  55  die  of  cancer  than  from  any  other 
disease  . . . and  men  die  from  it  in  greater 
numbers  than  any  disease  except  heart  ail- 
ments. Cancer  causes  one  death  in  every 
eight.  In  this  ratio  about  17,000,000  men, 
women  and  children  now  living  in  this  coun- 
try will  die  of  cancer  unless  something  is  done 
to  prevent  it.  It  is  natural,  therefore,  that 
medical  practitioners  and  research  men  have 
been  exerting  great  effort  to  study  and  to 
discover  methods  of  prevenion  and  cure  of 
this  disease  which  is  so  widespread  and  so 
diffusely  scattered  throughout  the  popula- 
tion. 

For  many  years  cancer  was  considered  an 
absolutely  fatal  disease.  Like  a stroke  of 
lightning,  it  was  too  bad  but  nothing  could 
be  done  about  it.  At  first  it  was  commonly 
believed  that  cancer  started  in  many  parts  of 
the  body  at  the  same  time.  This  was  wrong 
for  it  was  finally  observed  correctly  that  can- 
cer at  the  start  is  a local  disease.  The  know- 
ledge of  this  was  a great  relief  to  many 
people,  for  it  meant  that  cancer  could  be 
cured  if  the  local  disease  was  eradicated. 

Since  this  fact  has  been  accepted,  research 
both  in  the  laboratory  and  in  the  clinic  has 
endeavored  to  find  out  the  case  of  this  local 
manifestation  and  methods  of  treatment. 
Scientists  who  have  specialized  in  different 
fields  of  activity  are  approaching  the 
problem,  each  from  the  viewpoint  of  his 
special  training,  so  that  not  only  physicians 
but  also  biologists,  chemists  and  physicists 
are  working  on  the  problem.  We  are  trying 
to  find  out  why  a normal  cell  in  its  growth 
suddenly  gets  out  of  hand  and  forms  a cancer. 
What  is  the  chemical  difference  between 
normal  and  cancer  cells?  What  part  does 
chronic  irritation  or  heredity  play?  And  so 
on  to  many  other  questions. 


For  many  years  the  teachers  of  surgery,  in 
their  descriptions  of  cancer  of  the  breast, 
dwelt  on  the  signs  and  symptoms  of  advanced 
cancer.  The  illustrations  in  textbooks  were  of 
the  same  character.  Gradually  this  attitude 
has  changed.  With  increased  knowledge 
about  cancer  spread  throughout  the  popula- 
tion, people  have  become  more  conscious  of 
the  possible  danger  of  any  lump  in  the  breast. 
The  result  is  that  patients  now  come  to  us, 
on  the  average,  earlier  in  the  course  of  the 
disease,  when  none  of  the  advanced  signs 
of  cancer  are  present. 

We  have  now  reached  the  opinion  that  any 
lump  in  the  breast  may  be  an  early  cancer. 
It  therefore  follows  that  medical  consultation 
is  indicated  whenever  a lump  is  discovered. 

It  also  follows  that  the  surgeon  will  see 
many  lumps  that  are  not  malignant.  It  is 
necessary  for  him  to  decide,  first,  if  the  con- 
dition is  obviously  benign;  secondly,  if  there 
is  a possibility  of  malignancy;  or,  thirdly,  if 
there  are  definite  signs  of  cancer. 

Whenever  a patient  presents  herself  with 
the  statement  that  she  noticed  pain  in  her 
breast  and  that  she  then  examined  her  breast 
and  felt  a lump,  I feel  quite  hopeful  that  I 
am  not  going  to  find  a cancer.  Pain  is  quite 
often  reported  in  breasts  that  are  the  site  of 
a so-called  chronic  mastitis.  This  condition  is 
often  noticed  about  two  weeks  to  ten  days 
before  the  onset  of  menstruation.  It  is  apt  to 
be  steady,  with  a tenderness  that  does  not 
permit  the  patient  to  lie  on  that  breast.  An 
indefinite  thickening  of  the  breast  tissue  in 
the  area  may  be  felt.  Then  the  pain  and 
tenderness  disappear  with  the  onset  of 
menstruation.  Often  the  thickened  area  per- 
sists for  a long  time  with  recurring  inter- 
menstrual  cyclical  pain.  At  times,  for  various 
reasons,  I have  been  persuaded  to  operate 
upon  such  patients,  only  to  find  hyperplasia 
of  the  mammary  glandular  tissue. 

* Read  at  the  cancer  symposium  held  in  Sioux 

Falls,  South  Dakota,  October  1948. 
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Next  we  have  a patient  who  also  reports  in 
a similar  fashion  but,  in  this  instance,  has 
noticed  no  relationship  to  the  menstrual 
cycle.  Examination  will  usually  disclose  one 
or  more  localized  areas  in  which  a soft  mass 
may  be  felt.  This  is  irregular  in  outline,  with 
no  attachment  to  the  skin  or  nipple.  It  may 
or  may  not  be  tender,  but  definitely  is  trans- 
lucent. These  findings  are  suggestive  of 
localized  cystic  mastitis  either  in  the  form  of 
a large  single  cyst  or  a group  of  small  systs. 
If  many  such  lumps  are  felt  in  one  or  both 
breasts  the  diagnosis  of  chronic  cystic  mas- 
titis is  favored.  Sometimes  the  differential 
diagnosis  is  difficult  because  the  secretion  in 
the  cysts  may  be  pigmented  so  that  a shadow 
similar  to  a solid  tumor  may  be  given,  or  the 
cyst  may  be  so  tensely  distended  with  fluid 
that  palpation  seems  to  indicate  a solid 
growth.  Sometimes  it  is  feasible  and  possible 
to  make  a diagnostic  needle  puncture  to  see 
if  the  lump  is  solid  or  cystic.  I have  seen  such 
a lump  entirely  disappear  with  aspiration, 
so  that  all  the  breast  area  became  soft  again. 
In  this  case,  the  cyst  may  or  may  not  refill 
with  fluid.  When  the  lump  consists  of  a group 
of  small  cysts,  the  aspiration  is  not  usually 
successful  and  the  physician  is  then  faced 
with  the  decision  as  to  the  exact  nature  of 
the  lump.  Under  these  conditions,  unless  he 
is  absolutely  sure  that  he  is  dealing  with  a 
benign  disease,  the  correct  procedure  is  to 
advice  a surgical  biopsy.  Then  a gross  and 
microscoptic  tissue  examination  will  demon- 
strate exactly  the  nature  of  the  lump. 

One  frequently  sees  a small,  hard,  smooth 
lump  in  the  breast  that  is  freely  movable 
and  opaque  to  transillumination.  This  is 
usually  a fibroadenoma,  a benign  growth.  The 
physical  examination  may  give  a rather 
accurate  idea  of  the  condition  but  in  my  ex- 
perience a mistake  is  occasionally  made,  so 
that  the  course  of  wisdom  is  to  advise  re- 
moval. Such  a procedure  may  be  performed 
with  minimum  scar,  and  no  cosmetic  injury. 

When  the  patient  presents  herself  with  the 
history  of  a serous  discharge  from  the  nipple, 
one  may  be  satisfied  that  the  patient  has  a 
small  benign  papilloma  in  a large  mammary 
duct.  If  the  discharge  is  bloody,  on  the  con- 
trary, one  must  suspect  malignancy  until 
proved  otherwise  by  biopsy  investigation. 

The  effect  of  cancer  education  in  the  past 
twenty  years  is  gratifying  to  see.  It  is  true 


that  as  a result  of  this  education  many 
patients  come  to  us  with  pseudo  tumors.  We 
are  glad  to  see  them  and  relieve  their  fears 
because  the  education  also  brings,  every  so 
often,  a patient  with  very  early  cancer  in  the 
favorable  and  curable  stage.  More  and  more 
do  we  realize  the  great  value  of  treatment  of 
the  cancer  when  it  is  a small  local  disease  in 
the  breast.  For  this  condition  we  may  hold 
out  high  hopes  of  successful  treatment. 

Cancer  of  the  breast  in  the  early  stage  has 
but  few  signs  or  symptoms.  Usually  the 
patient  has  accidently  felt  a small  hard  lump 
in  the  breast  whle  bathing.  There  has  been 
no  pain  and  no  discharge  from  the  nipple. 
Inspection  will  show  no  attachment  to  the 
skin  that  would  cause  dimpling,  and  no 
change  in  the  nipple.  Palpation  will  reveal 
a small,  hard  lump  often  not  more  than  1.5 
centimeters  in  diameter.  This  is  freely  mov- 
able, not  attached  to  the  skin  or  muscle 
beneath,  and  it  is  not  tender.  It  is  opaque  to 
transillumination.  No  nodes  are  palpable  in 
the  axilla.  Roentgen  films  of  the  chest  and 
spine  will  show  no  evidence  of  cancer.  This 
picture  is  strikingly  like  that  of  a benign 
adenoma.  But  what  I wish  to  emphasize  is 
the  fact  that  such  is  the  picture  of  early  can- 
cer of  the  breast. 

Later  on,  cancer  shows  a characteristic 
dimpling  of  the  skin  over  the  tumor,  a retrac- 
tion of  the  nipple  with  or  without  a bloody 
discharge,  and  hard  lymph  nodes  that  are 
palpable  in  the  axilla.  The  skin  of  the  breast, 
later,  may  be  invaded  to  form  an  orange  peel 
appearance  and  it  may,  in  addition,  give  a 
subacute  inflammatory  appearance.  Very 
much  later,  discoloration  of  the  skin  and 
ulceration  appear.  The  period  at  which 
metastases  to  the  chest  or  spine  occur  is  ap- 
parently variable.  Roentgen  films  are  usually 
of  value  only  in  advanced  cases  as  metastases 
are  present  long  before  we  are  able  to  see 
them.  On  the  other  hand,  the  distant  re- 
currences after  radical  mastectomy  in  early 
cases  are  no  doubt  metastases  that  were  al- 
ready present  but  not  discoverable  at  the 
time  of  the  primary  operation. 

The  treatment  of  benign  tumors  varies 
with  the  type  of  tumar  and  its  site.  When  the 
tumor  is  a large  single  cyst  there  is  good 
authority  for  treatment  by  aspiration.  Per- 
sonally, I favor  excision  for  all  such  cysts,  as 
well  as  for  the  local  chronic  cystic  mastitis. 
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If  the  tumor  is  located  near  the  areola,  a 
curved  incision  near  the  areola  may  be  made 
with  local  excision,  and  closure  without 
drainage.  If  the  tumor  is  situated  elsewhere, 
I prefer  a curved  Warren  incision  at  the  lower 
and  outer  border  of  the  breast.  The  dissection 
is  then  carried  upward  and  inward  behind 
the  mammary  gland  so  that  the  tumor  is  ap- 
proached from  behind.  After  excision  of  the 
tumor  the  wound  is  closed  with,  or  without 
drainage. 

When  the  chronic  cystic  mastitis  is  diffuse, 
simple  mastectomy  may  be  indicated,  as  the 
cosmetic  result  of  such  a procedure  is  better 
than  that  obtained  by  subcutaneous  removal 
of  all  the  breast  tissue. 

In  cancer  of  the  breast,  we  believe  that  the 
type  of  radical  mastectomy  developed  by 
Halsted  is  still  the  best  surgical  treatment. 

It  has  been  felt  by  many  that  the  limit  of 
radical  surgery  has  been  reached  and  that  the 
operation  has  been  fairly  well  standardized 
in  the  large  clinics  of  the  country.  By  this 
method  the  clinics  that  follow  this  procedure 
have  obtained  a five-year  freedom  from  re- 
currence in  about  70  per  cent  of  their  cases 
that  appeared  to  have  cancer  in  the  breast 
alone.  If  the  cancer  has  extended  to  the 
axillary  glands  at  the  time  of  the  operation, 
only  about  20  per  cent  are  free  from  recur- 
rence at  the  end  of  five  years. 

As  these  results  are  not  good  enough,  the 
profession  has  been  stimulated  to  develop 
additional  or  different  agents  to  deal  with 
cancer  of  the  breast.  The  two  additional 
agents  of  which  I speak  are  roentgen  ray  and 
hormonal  therapy. 

The  use  of  high-voltage  roentgen  therapy 
has  been  in  vogue  for  many  years  in  the  treat- 
ment of  cancer  of  the  breast.  But  one  may  not 
take  too  much  comfort  from  this  as  the  vol- 
tage used  and  the  methods  of  application  have 
changed  so  frequently  that  conclusions  have 
been  well-nigh  impossible  to  reach.  The 
method  was  first  employed  on  recurrent  or 
inoperable  cases.  It  was  observed  that  many 
tumors  regressed  so  that  patients  were  often 
made  more  comfortable  and  improved  for  a 
time.  From  this  it  was  but  natural  to  take  a 
step  forward  and  try  out  roentgen  therapy  on 
any  stray  cancer  cells  left  in  the  wound  or 
outlying  nests  of  cells  might  be  killed  before 
they  had  a chance  to  develop  into  recogniz- 
able recurrences.  The  results  have  undoubt- 


edly prolonged  life  and  delayed  the  advent  of 
recurrences  in  many  cases,  to  that  many 
clinics  have  given  favorable  reports.  In  our 
experience  at  the  Roosevelt  Hospital,  our  five- 
year  results  have  not  been  improved. 

Still  another  step  was  the  introduction  of 
roentgen  therapy  before  operation.  Many  feel 
that  this  procedure  is  more  logical  than  post- 
operative therapy.  We  have  given  this  method 
up  for  various  reasons. 

One  other  use  of  roentgen  therapy  has  been 
suggested  and  used  in  this  connection.  For 
years,  the  effect  of  the  ovary  on  the  breast 
has  been  known.  The  ovary  has  a stimulating 
effect  on  mammary  growth.  Cancer  of  the 
breast  is  a mammary  growth.  Therefore, 
Beatson  suggested  the  surgical  removal  of  the 
ovaries  to  prevent  any  possible  stimulation 
on  mammary  cancer  growth.  This  practice 
was  followed  out  around  the  turn  of  the  cen- 
tury, only  to  be  abondoned  because  of  the 
then  high  operative  mortality.  When  roent- 
gen therapy  came  into  use,  it  was  soon  noted 
that  artificial  menopause  could  be  brought  on 
with  relatively  light  doses  over  the  pelvis. 

It  was  next  noted  that  many  patients  with 
cancer  metastases  to  the  spine  and  pelvis  had 
wonderful  improvement  in  their  general  and 
local  condition  after  menopause  had  been  in- 
duced by  roentgen  therapy  to  the  pelvis.  I 
have  known  this  return  to  health  to  last  for 
a year,  to  the  great  joy  of  the  patient  and 
physician. 

We  then  began  to  wonder  if  artificial 
menopause  by  X-ray  would  not  be  a good 
addition  to  our  breast  surgery  and  local  X- 
ray  treatment.  This  is  a field  of  research  in 
which  final  conclusions  can  not  yet  be 
reached. 

Now,  I have  spoken  to  you  of  a form  of 
hormonal  treatment,  induced  by  X-ray 
therapy  to  the  ovaries.  This  treatment  at- 
tempts to  stop  the  estrogenic  or  menstruating 
hormone  of  the  ovaries. 

Some  years  back,  scientists  noted  that  this 
ovarian  hormone  had  a beneficial  effect  on  a 
male  cancer  — that  of  the  prostate.  Now  it  is 
known  that  cancer  of  the  breast  in  the  male 
is  rare.  Therefore  it  was  but  a step  to  decide 
that  perhaps  the  male  testicular  hormone 
would  depress  the  activity  of  cancer  of  the 
breast.  A chemical  extract  of  the  testicle  was 
made.  This  is  known  as  testosterone  pro- 
prionate.  Many  physicians  are  using  it  with 
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definite  benefit  in  some  cases,  especially 
when  there  are  metastases  to  bones.  Time 
will  determine  if  this  treatment  will  be  as 
great  an  aid  as  X-ray. 

In  conclusion,  may  I emphasize  that  the 
most  important  factor  is  the  early  recognition 
of  the  disease,  regardless  of  the  methods  em- 
ployed to  treat  it.  To  secure  this  early  recog- 
nition, it  is  necessary  that  every  lump  in  the 
breast  should  be  seen  and  examined  by  a 
competent  physician  as  soon  as  it  is  dis- 
covered. 


SCHERING  DEVELOPS  NEW  POTENT 
BUCCAL  HORMONE  THERAPY 

Hormone  tablets,  which  for  the  first  time 
permit  complete  or  almost  entire  utilization 
of  the  parenterally  effective  hormones 
through  absorption  from  the  buccal  pouch  of 
the  mouth,  have  been  announced  to  the  med- 
ical profession  by  Mr.  Francis  C.  Brown, 
president  of  Sobering  Corporation,  Bloom- 
field, N.  J.  Seven  years  of  research  in  Scher- 
ing’s  laboratories  and  in  numerous  hospitals 
and  clinics  have  finally  provided  successful 
formulation  of  a new  solid  absorption  base, 
Schering’s  “Poloyhydrol,”  as  a more  effective 
means  of  hormone  administration.  The  base 
is  a polyethylene  glycol  product  and  enables 
the  intraoral  use  of  hormones  which  hereto- 
fore were  administered  only  by  injection. 

These  hormones  are  absorbed  directly  into 
the  systemic  circulation  and  by-pass  the  liver. 
There  is  little  or  no  inactivation  or  loss  of 
potent  effect  of  these  valuable  substances. 
The  hormones,  if  swallowed  in  the  form  of 
oral  tablets,  are  remarkably  reduced  in 
potency. 

Recently  reported  in  the  Journal  of  Clinical 
Endocrinology  were  the  results  obtained  by 
Drs.  Anderson,  Kinsell,  Daniels  and  Hender- 
son with  Cortate  Buccal  Tablets  in  the  treat- 
ment of  Addison’s  Disease.  This  serious  con- 
dition heretofore  could  not  be  treated  success- 
fully with  desoxycorticosterone  acetate  orally 
in  ordinary  tablet  bases.  However,  results 
equal  to  those  obtained  with  parenteral  ad- 
ministration were  obtained  through  the  use 
of  the  hormone  in  these  special  buccal  tablets 
because  of  the  efficacy  of  the  new  base.  Also 
available  for  buccal  therapy  are  tablets  of 
Progynon,  Oreton  and  Proluton. 


GILBERT  COTTAM.  M.D. 

1873—1949 

Doctor  Gilbert  Cottam,  former  Superin- 
tendent of  the  State  Board  of  Health  died  in 
a Pierre  Hospital  March  4,  1949. 

Doctor  Cottam  was  a widely  known  Sioux 
Falls  physician  & surgeon  before  he  became 
head  of  the  Board  of  Health  in  1943.  He  had 
been  in  failing  health  for  the  last  two  years. 

Doctor  Cottam  was  born  in  Manchester, 
England  in  1873  and  came  to  the  United 
States  in  1889.  He  graduated  from  the  med- 
ical school  of  the  University  of  St.  Louis  in 
1893  and  practiced  in  Rock  Rapids,  Iowa  until 
1910  when  he  moved  to  Sioux  Falls. 

He  served  overseas  in  World  War  I and 
was  a past  member  of  the  board  of  governors 
of  the  American  College  of  Surgeons  and  past 
president  of  the  South  Dakota  Medical  As- 
sociation. 

Doctor  Cottam  gained  wide  recognition  as 
a surgeon  and  was  a contributor  to  many 
medical  publications.  In  1929  Who’s  Who 
credited  him  with  performing  in  1916  the  first 
4 cases  of  gall  bladder  removal  for  infection 
by  gas  bacillus  on  record. 

Doctor  Cottam  is  survived  by  his  son.  Doc- 
tor Geoffrey  Cottam  of  Sioux  Falls,  1 brother 
and  2 sisters. 
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Idiopathic  Ulcerative  Colitis* 

■ By 


CLARENCE  DENNIS,  M.D. 

Professor  of  Surgery,  University  of  Minnesota,  Minneapolis,  Minnesota 


Introduction 

In  any  discussion  of  colitis  it  is  necessary 
that  one  be  as  precise  as  possible  about  the 
disease  being  considered.  Idiopathic  or  non- 
specific ulcerative  colitis  may  probably  be  re- 
garded as  an  entity  in  itself.  It  must  be  dif- 
ferentiated as  Bargen''  has  so  carefully 
pointed  out  from  tuberculous  colitis,  amebic 
colitis,  bacillary  colitis,  and  etc. 

Etiology 

The  origins  of  idiopathic  ulcerative  colitis 
are  not  known.  Bargen  believes  a specific 
diplo  bacillus  is  responsible,  but  Dragstedt 
and  his  associates^  were  unable  to  identify 
Dragstedt’s  organism,  but  regularly  identi- 
fied an  entirely  different  organism  in  these 
patients.  Most  workers  in  the  field  are  in- 
clined to  look  with  scepticism  on  both  organ- 
isms as  etiological  agents.  Rowe^  and  And- 
resen^  believe  that  allergic  manifestations 
underlie  the  development  of  the  disease.  Dr. 
Reynold  Jensen  at  the  University  of  Minn- 
esota has  pointed  out  very  sharply  that  psy- 
chological factors  underlie  the  origins  and  the 
progression  of  the  disease  in  most  of  the 
cases,  at  least  in  children.  Rolff  Lium^  and 
more  recently  Lillehei  and  his  associatesS 
have  shown  that  variations  in  symphathetic 
innervation  to  the  colon  are  very  important 
factors.  Much  experimental  work  has  sug- 
gested that  certain  vitamin  deficiences  are 
of  great  importance,  particularly  in  the  B- 
complex  group.  Mikkelson  and  Keys'^  have 
shown  that  patients  with  idiopathic  ulcera- 
tive colitis  on  a standard  intake  of  vitamin 
B-1,  spill  more  than  twice  the  normal  amount 
of  this  vitamin  in  the  urine.  Finally,  a con- 
siderable group  of  workers  seem  to  be  of  the 
opinion  that  most  or  all  cases  are  an  end  re- 
sult of  bacillary  or  amebic  dysentery. 

It  is  obvious  from  the  above  considerations 
that  no  agreement  is  to  be  found.  It  is  like- 
wise the  opinion  of  most  workers  that  many 
of  these  factors  are  responsible  in  each  case 
in  which  ulcerative  colitis  develops. 


Pathological  considerations 

Usually  the  disease  begins  low  in  the  colon, 
perhaps  in  the  rectal  ampulla,  perhaps  some- 
what higher.  If  the  area  could  be  watched 
from  the  beginning  with  proctoscopic  exam- 
inations, and  these  could  be  checked  with 
microscopic  sections,  it  would  be  found  that 
initially  there  is  hyperemia  of  the  mucous 
membrane,  and  that  punctate  hemorrhages 
develop  therein.  These  break  down  to  form 
myriads  of  small  pin-point  ulcerations  on  the 
mucous  membrane  in  the  course  of  a few 
days.  These  involve  all  areas  of  the  mucosa 
visible  through  the  proctoscope  so  that  no 
areas  appear  normal.  Large  ulcers  are  not 
ordinarily  seen.  As  the  process  advances 
these  ulcers  become  widespread  and  deeper. 
They  may  involve  the  basement  membrane, 
and  perforation  out  into  the  wall  of  the  bowel 
or  through  the  wall  may  occur.  As  the  pro- 
cess progresses,  there  is  much  fibrosis  over 
the  passage  of  months,  and  the  lumen  be- 
comes smaller  and  the  length  becomes  shorter 
so  that  a “lead  pipe”  appearance  becomes  ap- 
parent on  the  x-ray  examination.  Perforation 
below  the  peritoneal  reflection  frequently  re- 
sults in  ischiorectal  abscesses.  Perforation 
above  may  give  peritonitis. 

Diagnosis 

The  disease  may  begin  insidiously  with  a 
very  gradual  increase  in  the  number  of  stools 
and  in  fluidity  of  stools.  On  the  other  hand, 
it  may  begin  as  a fulminating  process  with 
severe  diarrhea,  loss  of  blood  and  pus,  rapid 
inanition,  sepsis  and  death  in  the  course  of  a 
few  days.  There  may  be  a course  anywhere 
between  these  two.  Perhaps  the  commonest 
course  is  one  of  recurrent  bouts  of  diarrhea 
with  relatively  normal  bowel  function  be- 
tween. The  diagnosis  rests  upon  proctoscopic 
examination,  the  points  of  which  have  al- 
ready been  discussed,  the  character  of  the 

* Paper  presented  at  the  Meeting  of  the  Sioux 

Valley  Medical  Association,  January  27,  1949, 

Sioux  Falls,  S.  D. 
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stool,  and  the  x-ray  examination.  The  stool 
is  ordinarily  liquid,  contains  much  mucus, 
moderate  amounts  of  pus,  and  occasionally  a 
fair  amount  of  blood.  Amebae  are  not  found 
on  microscopic  examination.  Barium  enema 
x-ray  examination  early  in  the  course  of  the 
disease  may  appear  entirely  normal.  In  a 
somewhat  later  stage  there  is  a feathery  de- 
formity of  the  mucosal  pattern  in  the  in- 
volved areas.  Later  in  the  disease  the  pro- 
gressing fibrosis  creates  an  appearance  of 
stiffness  of  the  wall  of  the  colon.  Simultan- 
eously there  appears  a shortening  of  the 
length  of  the  colon,  and  a narrowing  of  the 
lumen.  As  this  process  becomes  advanced,  a 
typical  “lead  pipe”  type  of  colon  appears. 
Ordinarily  involvement  of  the  cecum  or  term- 
inal ileum  alone  is  evidence  in  favor  of  tuber- 
culous disease  or  of  so  called  regional  enter- 
itis. 

Mechanisms  of  death  and  complications 

The  untreated  or  inadequately  treated  case 
of  idiopathic  ulcerative  colitis  has  a very  poor 
prognosis.  In  the  fulminating  cases  periton- 
itis is  a common  cause  of  death,  generalized 
sepsis  may  also  occur,  and  acute  liver  failure 
is  third  in  frequency.  In  the  cases  following 
a less  radical  course,  chronic  complications 
such  as  generalized  arthritis,  generalized 
pyoderma,  and  furunculosis  are  also  not  in- 
frequently seen.  Iritis  is  a less  common  com- 
plication. 

The  long  term  complications  which  are 
most  serious,  however,  are  cirrhosis  of  the 
liver  and  cancer  of  the  colon.  Each  of  these 
lesions  occurs  in  fifteen  percent  of  those  cases 
going  more  than  five  years  without  surgical 
care  of  the  bowel.  At  the  last  reckoning,  in 
the  spring  of  1946,  there  had  been  eight  cases 
of  cancer  of  the  bowel  in  fifty-three  cases 
allowed  to  go  more  than  five  years  without 
removal  of  the  colon.  Dr.  F.  W.  Hoffbauer 
has  pointed  out  that  the  same  incidence  of 
cirrhosis  of  the  liver  occurs. 

Quite  apart  from  the  above  complications, 
those  patients  surviving  this  number  of  years 
are  prone  to  develop  severe  inanition  as  late 
consequences  and  to  die  from  this  alone. 
Conservative  therapy  of  ulcerative  colitis 

Those  patients  developing  ulcerative  colitis 
who  are  seen  by  men  in  general  practice  or 
in  proctology  apparently  fare  better  than  the 
highly  selected  group  of  patients  seen  at  the 
University  Hospitals  or  at  the  Minneapolis 


General  Hospital.  The  therapy  employed  is 
indicated  in  Table  I.  Bed  rest  appears  to  be 
very  important.  A high  intake  of  all  of  the 
known  vitamins,  particularly  the  B-complex 
is  important.  Antibiotic  therapy  is  still  open 
to  some  question.  Sulfathaladine  seems  to 
have  helped  some  of  our  patients.  The  dosage 
ordinarily  employed  is  one  gram  every  three 
hours.  The  patient  should  be  checked  period- 
ically against  leukopenia  and  allergic  mani- 
festations. Oral  streptomycin  appears  also  to 
have  helped  some  patients,  but  the  benefit  is 
transient  in  character.  As  has  already  been 
indicated,  the  patients  are  frequently  allergic 
to  a variety  of  pollens  and  food  stuffs.  Andre- 
sen  has  pointed  out  that  more  than  half  of  his 
patients  are  sensitive  to  milk.  Our  exper- 
ience amply  bears  out  this  conclusion,  and 
we  regularly  take  the  patients  off  of  all  milk 
as  a first  trial  procedure.  Careful  evaluation 
of  sensitivity  to  other  food  stuffs  is  also 
essential. 

TABLE  I 

CONSERVATIVE  MANAGEMENT 
OF  IDIOPATHIC  ULCERATIVE  COLITIS 

1.  Bed  rest 

2.  B-complex 

3.  Antibiotic  therapy 

4.  Allergic  evaluation 

5.  Barbiturates  and  codeine 

6.  Strict  bland  diet 

7.  Bowel  rest  and  nutrition 

8.  Vagotomy 

Probably  one  of  the  most  important  items 
in  these  patients  is  the  reassurance  necessary. 
One  must  sit  down  with  them  and  try  to 
ferret  out  the  difficulties  underlying  the 
disease.  As  an  aid  to  this  process  the  ad- 
ministration of  barbirturates,  preferably 
amytal,  seems  to  be  most  helpful.  Codeine  is 
used  freely  because  it  is  much  more  effective 
than  paregorc,  particularly  if  it  is  given  by 
subcutaneous  injection.  A very  strict  bland 
diet  is  given  to  all  of  these  patients  initially. 

If  the  process  does  not  quickly  subside  on 
these  measures,  the  bowel  is  put  at  rest 
either  by  total  starvation  or  by  starvation 
plus  a Miller-Abbott  tube  placed  in  the  low 
small  intestine.  We  have  not  been  success- 
ful in  feeding  these  patients  by  mouth  and 
avoiding  the  passage  of  material  into  the 
colon.  Those  patients  placed  upon  starvation 
by  mouth  must  be  nourished. 
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Such  parenteral  nutrition  is  best  possible 
by  the  use  of  a polyethylene  tube  placed  in 
the  antecubital  vein  and  inserted  for*  about 
eighteen  to  twenty  inches  so  that  the  tip  lies 
in  the  superior  vena  cava.  Such  a tube  is 
34/1000  of  an  inch  in  internal  diameter,  and 
47/1000  in  external  diameter,  and  may  be 
used  for  continuous  infusions  for  periods 
from  two  to  three  weeks,  including  infusions 
of  fifteen  percent  glucose  covered  with  in- 
sulin at  a ratio  of  one  unit  of  insulin  for  five 
grams  of  glucose.  Adequate  nutrition  over 
prolonged  periods  can  be  thus  obtained  pro- 
vided plasma  is  given  daily. 

Our  recent  experience  amply  confirms  the 
opinion  that  the  employment  of  transthoracic 
vagotomy  for  patients  resisting  all  of  the 
above  measures  should  be  included  in  the  list 
of  conservative  measures.  Of  some  three 
dozen  such  vagotomies  which  have  been  per- 
formed, a little  more  than  two  dozen  are  very 
definitely  improved.  The  measure  appears 
to  have  been  most  effective  in  the  fulminating 
cases. 

Radical  surgical  management 

Cases  failing  to  respond  to  vagotomy  and 
patients  who  have  had  the  disease  for  two  or 
three  years  or  longer  are  candidates  for 
ileostomy  and  colectomy.  The  plan  of  ileos- 
tomy without  colectomy  has  been  abandoned 
because  of  the  high  incidence  of  cancer  de- 
velopment in  the  remaining  colon.  It  is 
opinion  of  our  group  that  most  patients  with 
chronic  disease  can  be  brought  into  satis- 
factory condition  for  ileostomy  and  total 
colectomy,  including  the  rectum,  at  the  initial 
procedure.  In  patients  who  can  not  be  brought 
into  such  condition,  an  ileostomy  is  done  first, 
and  the  colon  removed  three  or  four  months 
later.  In  some  of  these  cases,  it  is  possible  to 
save  the  rectum  and  to  anastomose  the  ileum 
to  the  rectum.  Discussions  of  surgical  tech- 
nique are  deliberately  omitted  because  they 
have  been  adequately  presented  in  other 
publications. S'  ® 

Patients  who  retain  their  rectums,  in  the 
hope  that  anastomsis  may  later  be  possible, 
should  be  examined  proctoscopically  at  least 
every  four  months  because  of  the  risk  of  can- 
cer development. 

Conclusion 

Idiopathic  ulcerative  colitis  is  a treacherous 
disease  which  leads  only  to  catastrophe  if  not 
adequately  handled.  Many  patients  may  be 


satisfactorily  treated  on  non-surgical  reg- 
imens alone.  In  the  experience  at  the  Univer- 
sity of  Minnesota,  however,  where  the  cases 
are  more  highly  selected,  more  than  % of  the 
cases  come  to  surgery.  At  the  present  time 
fulminating  cases  and  relatively  early  cases 
are  treated  by  vagotomy  when  medical  meas- 
ures have  not  produced  subsidence  of  the 
disease  within  three  to  four  weeks.  Patients 
who  have  had  the  disease  longer  than  two  or 
three  weeks  and  patients  who  do  not  respond 
well  to  vagotomy  should  have  ileostomy  and 
colectomy.  If  the  rectum  is  not  removed,  it 
must  be  examined  every  four  months  because 
of  the  high  risk  of  cancer  formation. 

BIBLIOGRAPHY 

1.  Eargen,  J.  Arnold:  The  Modern  Management  of 
Colitis.  Springfield,  Illinois:  Charles  C.  Thomas, 
1944. 

2.  Dragstedt,  Lester  R.,  Back,  G.  M.,  and  Kirsner, 
J.  B.:  Chronic  ulcerative  colitis.  A summary  of 
evidence  implicating  Bacterium  necrophorum  as 
an  etiologic  agent.  Ann.  Surg.,  114:653,  1941. 

3.  Rowe,  Albert  H.:  Chronic  ulcerative  colitis  — 
allergy  in  its  etiology.  Ann.  Ini.  Med.,  17:83, 
1942. 

4.  Andresen,  A.  F.  R.:  Gastro-intestinal  allergy;  its 
present  status.  South.  M.  J.,  34:418,  1941. 

5.  Lium,  R. : Observations  on  etiology  of  ulcerative 
colitis.  Am.  J.  M.  Sc.,  197:481,  1939. 

6.  Lillehei,  Walter:  University  of  Minnesota  Hos- 
pital, Personal  communication. 

7.  Mikkelson,  Olaf;  Keyes,  Ancel:  University  of 
Minnesota,  Personal  communication. 

8.  Dennis,  Clarence:  Ileostomy  and  colectomy  in 
chronic  ulcerative  colitis.  Surgery  18:  435-452. 
Oct.  1945. 

9.  Dennis,  Clarence;  Eddy,  Frank  D.;  Frykman, 
Howard  M.  McCarthy,  Austin  M.,  and  Westover, 
Darrell.  Ann.  of  Surg.:  The  response  to  vago- 
tomy in  idiopathic  ulcerative  colitis  and  regional 
enteritis.  128:479-496. 


RESERVE  YOUR 


HOTEL  ROOMS  FOR 


THE  ANNUAL  MEETING 


TODAY 


REMEMBER  ITS 


YANKTON 


MAY  11,  23,  24,  1949 


— 85  — 


45th  ANNUAL  CONGRESS  ON  MEDICAL  EDUCATION  AND  THE  22nd 
ANNUAL  MEETING  OF  THE  CONFERENCE  ON  MEDICAL  SERVICE 

By 

Donald  Slaughter.  M.D..  Dean,  School  of  Medicine,  U.  of  S.  D. 


Our  train  was  so  late  Saturday,  5 February, 
that  we  did  not  arrive  until  noon  and  con- 
sequently I was  not  able  to  hear  the  morning 
session  of  the  Conference  on  Rural  Health. 
I did  talk  to  several  of  those  who  heard  the 
papers,  however,  and  they  told  me  that  the 
discussions  centered  around  the  theme  which 
has  been  of  chief  interest  to  states  like  ours 
for  many  years.  This  had  to  do,  of  course, 
with  “how  can  we  attract  more  doctors  to  the 
rural  areas.”  One  of  the  things  that  ap- 
parently was  stressed  had  to  do  with  the 
fact  that  the  various  localities  would  them- 
selves have  to  do  something  in  order  to  get 
a good  physician.  In  line  with  this  it  was 
suggested  that  such  localities  should  provide 
a good  home  and  at  least  a small  clinical 
building  on  the  basis  whereby  the  physician 
could  pay  back  the  cost  of  same  over  a period 
of  10  or  15  years. 

On  Sunday,  6 February,  there  was  a panel 
discussion  on  the  medical  specialty  boards. 
This  was  one  of  the  best  sessions  that  I 
have  heard  in  a long  time.  The  first  speaker 
was  Alan  M.  Chesney,  Dean  of  the  Johns  Hop- 
kins University,  School  of  Medicine.  He  spoke 
with  respect  to  the  relation  of  the  specialty 
boards  to  the  under-graduate  medical  school. 
He  stated  that  specialty  boards  do  not  have 
too  much  effect  on  medical  schools.  He  did 
think  that  the  basic  science  teachers  in  the 
various  medical  schools  should  not  be  forced 
to  teach  basic  sciences  to  those  who  wish  to 
be  certified.  Instead,  it  was  his  opinion  that 
the  specialty  boards  themselves  rather  than 
the  school,  should  take  care  of  those  who 
want  certification  and  find  some  other 
method  than  loading  up  the  basic  science 
teachers  to  prepare  the  men  for  the  specialty 
boards. 

The  second  speaker  was  Currier  McEwen, 
Dean  of  the  New  York  University,  College  of 
Medicine,  who  spoke  on  the  relationship  of 
the  specialty  boards  to  the  graduate  schools. 

The  third  speaker  was  Mr.  George  Bugbee, 
Executive  Director  of  the  American  Hospital 


Association.  Mr.  Bugbee  thought  that  the 
residency  training  program  for  the  specialty 
boards  has  improved  hospital  services  to  the 
patients.  This,  of  course,  we  all  agree  but 
it  might  be  said  that  certainly  in  some  in- 
stances this  is  not  true.  Again  the  require- 
ments laid  down  by  the  boards  sometimes  in- 
terferes with  the  proper  work  of  a resident 
of  a hospital  in  which  he  is  pursuing  prepara- 
tory towards  his  boards. 

The  fourth  speaker  was  General  George  E. 
Armstrong,  Deputy  Surgeon  General  of  the 
U.  S.  Army.  He  feels  that  specialty  boards 
have  done  a great  deal  of  good  but  that  they 
have  done  also  a considerable  amount  of 
harm.  He  feels  that  the  certification  of  an 
individual  provides  a means  for  measuring 
the  capabilities  of  that  person  in  army  med- 
icine. 

The  fifth  speaker  was  Doctor  Paul  A.  Davis, 
President  of  the  American  Academy  of  Gen- 
eral Practice.  Some  three  years  ago  I might 
say  the  Academy  of  General  Practice  was 
formed  as  a sort  of  a counter-measure  against 
the  specialt}'^  boards.  This  academy  allows 
those  men  in  general  practice  who  meet  cer- 
tain qualifications  to  become  members  pro- 
vided that  every  three  years  they  are  re- 
examined in  more  or  less  a brief  way  to  see 
whether  or  not  they  have  attended  any  post- 
graduate courses  or  have  refreshed  them- 
selves along  the  modern  medical  lines. 

The  sixth  speaker  was  Doctor  Herman  G. 
Weiskotten,  Dean  at  Syracuse  and  Chairman 
of  the  Council  on  Medical  Education  and  Hos- 
pitals of  the  American  Medical  Association. 
Doctor  Weiskotten  spoke  on  the  specialty 
boards. 

The  seventh  speaker,  Mr.  J.  F.  Jones, 
Executive  Secretary  of  the  Minnesota  Farm 
Bureau  Federation,  never  did  show  up  be- 
cause of  the  delay  in  train  connections. 

The  eighth  speaker  was  Doctor  Guy  A. 
Caldwell,  President  of  the  American  board  of 
Orthopedic  Surgery.  Doctor  Caldwell  admits 
that  boards  have  stressed  over-specialization. 
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but  he  blames  the  agencies  such  as  the  army 
and  the  hospitals  who  use  certification  as  a 
criterion  for  admission  to  their  staffs. 

The  last  speaker  was  Doctor  William  S. 
McCann,  Professor  of  Medicine  at  the  Univer- 
sity of  Rochester,  School  of  Medicine.  He  said 
that  we  have  entirely  too  many  residencies 
for  certification  of  boards.  In  addition,  he 
stated  very  strongly  that  there  are  entirely 
too  many  boards. 

In  the  afternoon  I attended  the  session  of 
the  National  Conference  on  Medical  Service 
and  the  first  paper  was  by  Doctor  James  R. 
McVay  of  Kansas  City,  who  is  chairman  of 
the  council  on  medical  service  for  the  AMA. 
He  spoke  on  streamlining  the  council  on 
medical  service  for  1949  and  the  main  point 
that  he  stressed  had  to  do  with  getting  rid  of 
all  red  tape  relevant  to  the  various  services 
which  are  akin  to  local,  state  and  national 
medical  societies. 

The  second  paper  was  by  Mr.  Sam  Whit- 
aker, who  is  from  California  and  was  the 
person  responsible  for  defeating  the  socializa- 
tion of  medicine  in  California  as  proposed  by 
Governor  Earl  Warren. 

Mr.  Whitaker  said  that  Oscar  Ewing  is  try- 
i ing  “to  bring  the  practice  of  medicine  of  sick 
; Europe  to  healthy  America.”  This,  is  a pro- 
• found  statement.  Finally,  he  stressed  that 
I the  American  physician  and  the  American 
' Medical  Association  must  sell  a better  med- 
ical service  product  if  we  are  to  defeat  the 
I socialization  of  medicine  and  along  this  line 
; he'  aruged  that  every  physician  should  do  the 
utmost  to  increase  the  sale  of  voluntary 
:i  health  insurance. 

■ The  third  speaker  was  Doctor  Joseph  S. 
Lawrence,  Director  of  the  AMA’s  Washington 

I office.  He  pointed  o'ut  that  already  some  36,- 
000  bills  had  been  introduced  before  Congress 
and  that  more  than  100  of  them  had  to  do 
with  medicine  or  some  aspect  of  medicine. 

j|  There  was  a panel  discussion  next  on  post- 
graduate education  of  the  doctor.  This  was 
started  by  Doctor  George  N.  Aagaard,  Direc- 
tor of  Post-Graduate  Medical  Education  at 
the  University  of  Minnesota.  Doctor  Aagaard 
i is  the  individual  who  took  the  place  of  the 
late  Doctor  William  O.  Brien.  The  second 
: speaker  was  Doctor  C.  W.  Smith  of  Harris- 

II  burg,  Pennsylvania,  and  the  third  was  Doctor 
Harold  L.  Goldman,  of  Denver.  I was  some- 
what disappointed  in  this  panel  discussion 


because  about  all  they  said  was  that  medical 
schools,  state  medical  societies  and  any  other 
organized  branch  of  medicine  must  accept 
the  challenge  to  further  medical  education 
after  a physician  had  received  his  M.D.  De- 
gree. 

In  the  minds  of  many  this  business  of  post- 
graduate education  has  been  emphasized  en- 
tirely too  much.  Many  of  us  feel  that  the 
time  has  come  when  medical  schools  should 
devote  more  of  their  time  to  graduate  medical 
education  rather  than  to  the  post-graduate 
medical  education.  Certainly  this  is  my  feel- 
ing because  I am  fully  cognizant  of  the  fact 
of  the  tremendous  shortage  of  teachers  and 
research  workers  in  medicine.  Consequently, 
anything  that  can  be  done  by  any  medical 
school  to  attract  young  men  and  women  into 
teaching  and  research  in  medicine  is  well 
worth  the  effort.  We  certainly  contemplate 
in  our  new  building  of  doing  all  that  we  can 
to  further  this  cause.  We  shall  hope  to  ex- 
pand our  master’s  work  in  medicine  and  we 
believe  that  by  the  time  we  are  in  the  new 
building  we  will  be  in  a definite  position  to 
offer  the  Ph.  D.  degree,  in  at  least  Biochem- 
istry, Microbiology  and  Anatomy. 

Doctor  L.  A.  Scheele,  Surgeon  General  of 
the  United  States  Public  Health  Service, 
spoke  on  the  medical  education  programs  of 
the  Public  Health  Service  . Doctor  Scheele 
gave  a very  fine  talk  and  I was  very  much  im- 
pressed by  his  sincerity. 

At  the  Monday  morning  session  Colonel 
Richard  A.  Eanes,  Chief  Medical  Officer  of 
Selective  Service,  outlined  the  present  status 
with  regard  to  deferrment  of  medical  stu- 
dents now  in  attendance  and  with  respect  to 
deferrment  of  those  who  have  been  accepted 
for  the  class  of  1949.  We  have  recently  re- 
ceived a memorandum  from  the  Association 
of  American  Medical  Colleges  giving  us  the 
complete  picture  of  the  present  selective  serv- 
ice rulings.  At  the  moment  we  are  advised 
not  to  accept  any  student  provisionally  for 
the  class  of  1950  or  1951.  We  will,  of  course, 
still  use  SSS-103  to  file  on  those  whom  we 
have  accepted  for  the  class  of  1949.  In  ad- 
dition, we  will  file  SSS-103  on  medical  stu- 
dents now  currently  enrolled  who  are  sub- 
ject to  draft. 

The  third  paper  was  by  Doctor  C.  F.  Wilkin- 
son, of  the  W.  K.  Kellogg  Foundation.  He 
spoke  on  the  utilization  of  regional  hospitals 
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for  medical  education.  This  is  a plan  which 
was  evolved  in  Michigan  whereby  in  pro- 
perly-run hospitals  medical  students  are  sent 
out  for  a certain  portion  of  their  last  year’s 
training.  This  plan  obviously  has  certain  ad- 
vantages and  certain  disadvantages. 

The  last  paper  of  the  morning  was  by 
Doctor  Eli  Ginzberg,  Professor  of  Economics 
at  Columbia  University.  He  gave  a long  de- 
tailed discussion  of  the  economics  of  the  hos- 
pital system  which  was  not  very  stimulating 
and  most  of  us  left  before  the  paper  was  over. 

Monday  afternoon  Doctor  Lewis  H.  Bauer, 
Secretary  of  the  World  Medical  Association 
spoke  on  the  World  Medical  Association. 

The  last  paper  was  by  my  old  friend  and 
teacher,  Doctor  William  Malanud,  who  is 
professor  of  Psychiatry  at  the  Boston  Univer- 
sity School  of  Medicine.  He  spoke  on  the 
place  of  psychiatry  in  Medical  education.  He 
pointed  out  that  training  in  psychiatry  should 
start  in  the  freshman  year  and  that  freshmen 
should  see  patients.  We,  of  course,  have  such 
a plan  and  have  had  for  the  last  two  years. 
All  in  all,  this  was  a very  carefully  thought 
out  paper  and  indeed  well  presented. 

Doctor  Earl  G.  Johnson,  Vice  Chairman 
of  he  Nebraska  Bureau  of  Examining  Boards 
opened  the  Tuesday  morning  discussion  with 
a brief  presidential  address.  Doctor  Johnson 
pointed  out  that  the  Boards  have  exerted  a 
very  strong  influence  on  upholding  and  in- 
deed improving  the  standard  of  practice  in 
the  states  concerned. 

Reports  by  Doctor  R.  L.  Sensenich,  Presi- 
dent of  the  American  Medical  Association, 
Doctor  A.  B.  Sabin,  Professor  of  Research 
Pediatrics  at  Cincinnati,  and  Doctor  E.  D. 
Ferris,  Associate  Professor  at  the  University 
of  Cincinnati,  College  of  Medicine  dealt 
specifically  with  the  quality  of  medical  edu- 
cation and  medical  hospital  facilities  of  var- 
ious European  countries;  I will  only  sum- 
marize the  observations  reported  by  these 
men  in  the  following  statements.  Modern 
education  in  particular  the  Scandinavian 
Medical  Schools,  compares  to  a favorable  de- 
gree with  that  given  in  the  United  States. 
Doctor  Ferris  in  particular  pointed  out  that 
the  new  organization  of  medical  schools  in 
Poland,  of  which  there  are  eight  in  number, 
have  been  entirely  rebuilt  and  newly  staffed. 

Doctors  Creighton  Barker  as  Secretary  of 
the  Connecticut  Examining  Board  is  prob- 


ably, from  my  impression  at  least,  the  fore- 
most and  best  qualified  individual  in  the 
country  to  speak  with  reference  to  foreign 
medical  graduates.  He  gave  some  very  in- 
teresting figures.  In  something  like  five  pre- 
war years  it  was  my  understanding  (subject 
to  some  little  error)  that  over  14,000  refugees 
from  European  countries  were  examined  by 
Boards  in  this  country  and  something  like 
over  48%  or  close  to  one-half  of  this  number 
failed.  This  number  seems  extremely  high 
but  it  is  to  be  remembered  that  prior  to  our 
participation  in  the  war,  there  was  a mass 
exodus  of  professional  men  from  the  Euro- 
pean countries,  notably  Germany.  Doctor 
Barker  also  reviewed  the  following  analysis 
of  state  requirements.  As  they  presently 
exist,  23  states  do  not  admit  for  licensure  a 
graduate  of  any  medical  school  outside  of 
the  United  States  or  Canada.  Eight  additional 
states  do  not  accept  applications  from  foreign 
graduates  after  certain  per-war  dates.  Nine 
other  states  handle  the  matter  on  an  entirely 
individual  basis  examining  in  each  case  the 
given  applicant  before  either  permitting  or 
refusing  to  license  him.  Eight  states  in  all, 
either  by  the  circumstance  that  specific  laws 
are  not  in  effect  or  cannot  be  rigidly  applied, 
do  in  fact  license  foreign  graduates.  Doctor 
Barker  further  pointed  out  that  at  present 
there  is  no  assurance  whatsoever  than  an 
M.D.  from  this  country  can  be  licensed  in  any 
of  the  European  countries. 

One  of  the  high  spots  on  the  program  was 
a talk  delivered  by  Doctor  Morris  Fishbein, 
the  Editor  of  the  Journal  of  the  American 
Medical  Association  who  reviewed  the  British 
National  Health  Act.  As  you  well  know,  this 
is  another  name  for  socialized  medicine  in 
Britain.  There  is  no  conclusion  except  one  to 
be  drawn  from  his  comments,  namely,  that 
every  effort  should  certainly  be  made  in  this 
country  to  stymie  present  attempts  to  enforce 
such  a socialized  program  in  this  country. 

Doctor  Govey  of  the  Nebraska  Medical 
Licensure  Board  reviewed  the  present  law  in 
that  state  concerning  licensure.  Under  their 
present  new  law  no  chiropractors  and  osteo- 
paths can  be  licensed  except  by  approval  or 
accreditation  from  the  school  which  the  de- 
gree was  obtained. 

The  panel  discussion  in  the  afternoon 
brought  out  a very  important  point  which  is 
important  to  Basic  Science  Board  members 
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here  in  South  Dakota  with  respect  to  D.P.’s. 
There  are,  in  fact,  two  groups  of  aliens  that 
must  be  considered  in  licensure.  One  group 
are  to  be  described  as  the  D.P.’s  who  on  the 
whole  are  presented  as  being  exceptionally 
well-trained  men.  Their  medical  education 
was  secured  numbers  of  years  ago  before 
the  war  during  which  times  medical  educa- 
tion in  Europe  was  maintained  on  a very  high 
plane.  It  was  the  observation  of  those  men 
qualified  to  speak,  that  this  group  certainly 
should  be  permitted  the  opportunity  of  tak- 
ing the  examination  for  purposes  of  licensure 
in  this  country.  The  second  group  might  be 
defined  as  the  refugees  albeit  they  are  to 
some  extent  displaced  persons.  This  group  is 
made  up  primarily  of  those  who  are  given 
hasty  medical  training  either  just  before  or 
during  the  war  and  primarily  for  military 
service.  It  is  the  members  of  this  group  who 
cannot,  because  of  personal,  or  selfish  reasons, 
or  because  of  lack  of  qualifications,  will  not 
even  practice  in  the  country  from  which  they 
received  their  degrees.  It  was  the  general 
impression  that  certainly  this  group  should 
not  receive  so  rapid  consideration  at  least  as 
the  well-qualified  personnel  who  are  truly 
displaced  persons. 

Doctor  McIntyre  of  the  Michigan  Board 
reviewed  the  problem  of  licensing  hospital 
residents.  It  was  pointed  out  that  through 
lack  of  conformity  of  licensure  boards  across 
the  country,  it  is  difficult  for  hospitals  in 
some  states  to  secure  residents  through  the 
circumstance  that  they  must  receive  prior 
certification.  Some  24  states  identify  that 
residents  must  have  the  same  license  as  issued 
for  practice  within  the  state  while  21  states 
do  not  require  such  licensure. 

Doctor  Ruhland  of  the  District  of  Columbia 
Board  reviewed  the  history  of  development 
of  the  first  Basic  Science  Board  in  Wisconsin 
and  the  purposes  for  which  that  Board  was 
created.  It  is  to  be  noted  that  emphasis  was 
made  at  the  time  the  Wisconsin  Board  was 
created  that  it  might  serve  the  purpose  of 
qualifying  medical  students  at  such  time  as 
they  completed  their  basic  Science  subjects. 

It  was  not  intended,  as  some  Boards  seem  to 
assume,  that  it  was  solely  for  the  purpose  of 
limiting  the  type  of  practice  to  the  medical 
specialties. 

I am  indeed  indebted  to  Doctor  W.  L.  Hard 
who  furnished  a much  more  detailed  report 
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on  the  Tuesday  morning  and  Tuesday  after- 
noon session  than  it  was  possible  for  me  to 
obtain. 


COLOR  TELEVISION  TO  HAVE 
PIONEERING  DEMONSTRATION 

Television  in  natural  color  for  the  teaching 
of  surgery  and  medicine  to  medical  students 
will  have  a pioneering  demonstration  at  the 
annual  meeting  of  the  American  Medical  As- 
sociation at  Atlantic  City  in  June,  under 
arrangements  concluded  by  Smith,  Kline  & 
French  Laboratories,  Philadelphia  pharm- 
aceutical house,  and  the  University  of  Penn- 
sylvania. This  revolutionary  method  of  teach- 
ing will  enable  large  groups  of  medical  stu- 
dents to  study  close  up  in  full  color  detail 
surgical  techniques  and  medical  procedures 
which  now  can  be  so  viewed  by  only  a few 
at  a time. 

The  project  is  sponsored  by  Smith,  Kline 
& French  Laboratories,  who  arranged  for  the 
development  and  manufacture  of  the  color 
television  equipment  as  a contribution  to  the 
advancement  of  medical  teaching.  To  assure 
the  suitability  of  the  equipment  for  wide- 
spread use  in  medical  schools  under  general 
teaching  conditions  the  Medical  School  of 
the  University  of  Pennsylvania  is  collaborat- 
ing with  the  Engineering  Research  Labora- 
tories of  the  Columbia  Broadcasting  System 
in  its  design.  Cooperating  with  CBS  in  the 
production  of  the  equipment  are  Zenith  Radio 
Corporation  and  Webster-Chicago  Corpora- 
tion. 

Harold  E.  Stassen,  President  of  the  Univer- 
sity of  Pennsylvania,  said  that  the  University 
welcomed  the  opportunity  to  cooperate  in 
the  research  and  development  of  this  im- 
portant addition  to  present  teaching  methods. 
“We  have  for  some  time  been  aware,”  he 
stated,  “of  the  potentialities  of  television  for 
varied  demonstrations  to  large  student 
groups.  It  is  believed  that  the  advantages  of 
color  will  increase  the  usefulness  of  television 
in  medical  teaching,  especially  in  such  fields 
as  surgery  and  dermatology.  For  this  reason 
we  wish  to  incorporate  such  facilities  in  our 
projected  ten  million  dollar  addition  to  the 
Medical  Center.” 

Continuously  for  four  days  at  the  AMA 
Convention,  actual  surgery  and  diagnostic 
and  other  medical  procedures  will  be  tele- 
vised in  natural  color  whileJ^insj^rformed 
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by  the  faculty  of  the  Medical  School  of  the 
University  of  Pennsylvania  and  by  the  staff 
of  the  Atlantic  City  Hospital.  The  color  tele- 
vision picture  will  be  picked  up  at  the 
Atlantic  City  Hospital  and  beamed  on  a 
closed  circuit  directly  to  Convention  Hall  for 
the  benefit  of  the  12,000  physicians  expected 
to  attend  the  convention. 

Following  the  Atlantic  City  convention,  the 
Philadelphia  pharmaceutical  house  plans  to 
conduct  similar  demonstrations  at  various 
major  medical  meetings  elsewhere  to  ac- 
quaint physicians  throughout  the  country 
with  the  potentialities  of  this  new  teaching 
medium. 

The  color  television  transmitting  equip- 
ment now  being  built  by  the  Columbia  Broad- 
casting System  consists  of  only  two  units. 
One  of  these  is  the  color  television  camera 
which  is  unusually  small  in  size,  suspended 
from  a special  type  stand,  and  easily 
maneuvered  into  any  desired  position  in  re- 
lation to  an  operating  table  or  medical  sub- 
ject. The  light  requirements  for  this  color 
television  camera  are  well  within  those  em- 
ployed for  surgery  and  medicine.  With  this 
camera,  it  is  possible  to  pick  up  small  areas 
and  present  them  at  the  receiving  end, 
greatly  enlarged  in  full  colors. 

The  other  unit  is  a mobile  control  desk  52 
inches  long  and  33  inches  wide,  which  is 
less  than  standard  door  width.  It  houses  all 
necessary  electrical  gear  and  is  designed  for 
operation  by  a single  technician,  who,  at  the 
same  time,  views  the  transmitted  color  tele- 
vision picture  appearing  at  the  control  desk. 
From  there,  the  color  pictures  are  transmitted 
to  the  receivers  by  radio  or  cable.  The  video 
bandwidth  required  is  4 MC. 

At  Convention  Hall,  Atlantic  City,  the  doc- 
tors will  watch  the  transmissions  on  twenty 
color  television  receivers.  The  received  pic- 
tures will  be  sufficiently  bright  that  they  can 
be  viewed  with  normal  room  lighting.  The 
receivers  developed  by  Columbia  are  being 
engineered  and  produced  by  Zenith  Radio 
Corporation,  Chicago,  Illinois;  the  Webster- 
Chicago  Corporation  is  cooperating  in  the 
design  and  manufacture  of  color  components 
for  the  receivers. 

Francis  Boyer,  executive  vice-president  of 
Smith,  Kline  & French  Laboratories,  em- 
phasized how  essential  the  cooperation  of 
various  medical  institutions  and  organiza- 


tions was  to  the  planned  nationwide  demon- 
strations of  color  television  for  medical  teach- 
ing and  how  grateful  his  firm  was  for  the 
cooperation  it  was  receiving. 

“As  an  example,”  he  went  on,  “for  the  first 
demonstration  at  Atlantic  City  the  Medical 
' School  of  the  University  of  Pennsylvania  is 
planning  to  shuttle  back  and  forth  between 
Atlantic  City  and  Philadelphia  teams  of  sur- 
geons, anesthetists,  physicians  and  nurses 
whose  services  will  be  required.  The  Atlantic 
City  Hospital  is  making  really  elaborate 
arrangements  to  make  available  operating 
rooms  and  other  necessary  facilities  without 
impairment  of  its  regular  services.  The 
American  Medical  Association  generously 
allocated  choice  auditorium  space.  Other  in- 
stitutions and  medical  societies  too  have  al- 
ready expressed  a desire  to  cooperate  in 
similar  demonstrations  at  medical  meetings 
in  their  localities.” 

IT  HAPPENED  IN 

WEST  VIRGINIA  — The  Council  of  the 
West  Virginia  Medical  Association  considered 
at  length  the  A.  M.  A.  assessment  of  $25.00 
against  each  member,  and  then  unanimously 
approved  the  assessment  plan. 

NORTH  CAROLINA  — A postgraduate 
medical  course  sponsored  by  the  University 
School  of  Medicine  and  the  Extension  Di- 
vision has  been  arranged  at  Goldsboro,  North 
Carolina,  beginning  February  16th  and  con- 
tinuing until  March  23. 

TEXAS  — A postgraduate  course  in  phys- 
ical Medicine  and  Rehabilitation  was  held  in 
Galveston  February  28  through  March  4th. 

NEW  YORK  — Fifteen  more  private  rooms 
will  be  available  for  St.  Francis  Hospital, 
Olean,  with  the  construction  of  a $100,000 
addition  as  a wing  in  the  rear.  Mother  Mary 
Viator  has  announced.  The  bed  capacity  of 
the  hospital  is  now  100. 

OHIO  — The  United  States  Public  Health 
Service  has  allocated  $115,590  in  Federal 
funds  to  the  Ohio  Department  of  Health  for 
development  of  the  state  cancer  control  pro- 
gram during  1949. 

ARIZONA  — The  staff  of  the  Lois  Grunow 
Memorial  Clinic  presented  its  third  annual 
lecture  series  in  medical  sciences  at  Phoenix, 
February  24-26. 

COLORADO  — The  University  of  Colorado 
Medical  Center  announces  the  establishment 
of  the  Damon  Runyon  Laboratory  of  Chem- 
ical Embryology. 
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GULLIBLES  TRAVELS 

Legislative  recess  about  to  start  so  managed 
to  catch  up  on  office  affairs  on  the  1st  and  2nd 
of  February. 

Left  Sioux  Falls  late  in  the  morning  of 
February  3,  and  talked  to  about  sixty  ladies 
of  the  Women’s  Club  of  Rock  Rapids,  Iowa. 
Opinions  gathered  from  the  group  on  com- 
pletion of  the  talks  was  that  they  had  never 
been  informed  of  the  dangers  of  compulsory 
health  insurance  before  and  they  wanted  to 
know  a lot  more  about  it. 

Left  immediately  after  the  talk  from  Rock 
Rapids  and  started  driving  to  Chicago.  Might 
have  been  easier  had  I tried  to  skate.  Went 
only  as  far  as  Waterloo  in  the  early  evening 
and  gave  up  in  disgust. 

February  4,  left  Waterloo  hoping  to  reach 
Chicago  by  noon  and  thus  missing  only  the 
first  morning  of  the  Rural  Health  Conference, 
which  I knew  was  being  capably  covered  by 
Drs.  Peeke,  Morrissey,  and  Bloemendaal. 
However,  the  roads  were  still  like  skating 
rinks  so  did  not  arrive  at  the  Palmer  House 
until  3:30  P.M.  Listened  to  several  group 
discussions  and  then  an  evening  at  the 
theater. 

The  next  morning  participated  in  the  dis- 
cussion on  cooperatives  and  sat  starry  eyed 
as  some  of  the  discussants  tried  to  make  co- 
operatives include  all  non-profit  corporations 
operating  hospitals,  excluding  only  the  pro- 
prietary hospitals.  I felt  that  this  was  begging 
the  question  somewhat  and  that  we  should 
allow  the  cooperatives  to  define  themselves 
as  pure  cooperatives  and  not  confuse  them 
with  non-profit  corporations.  Left  that  par- 
ticular meeting  just  prior  to  noon  on  the  5th, 
with  the  feeling  that  little  had  been  accom- 
plished. Leaving  the  meeting  stopped  momen- 
tarily for  refreshment  in  La  Petite  Cafe  with 
Dr.  Will  Wrighl  of  North  Dakota.  Met  Drs. 
Donald  Slaughter  and  Walter  Hard  from  the 
University  of  South  Dakota  and  discussed  the 
meetings  at  length  with  them. 

Attended  the  meeting  of  the  National  Con- 
ference on  Medical  Service  on  Sunday,  Feb- 
ruary 6,  and  heard  Dr.  Ed  Sladek  of  Michigan 
set  the  program  in  motion  that  discussed  a 
number  of  highly  pertinent  subjects. 

Left  Chicago  on  the  7th  and  drove  through 
northern  Michigan  to  say  hello  to  the  family 
and  then  back  to  Sioux  Falls  on  the  evening 
of  Wednesday,  the  9th. 


February  11,  drove  to  Pierre  to  act  as  watch 
dog  on  medical  legislation. 

February  12,  arose  eary  to  hear  the  House 
in  session  and  to  discuss  late  developments 
with  Altorney  Goldsmith.  Lunched  with 
Reps.  George  Olson  and  O.  B.  Just  of  the 
Public  Health  Committee  and  discussed  Coop 
proposals  to  legalize  coop  hospitals  and  med- 
ical clinics.  Spent  evening  hours  with  Robert 

O.  Baker  of  St.  Paul  Mercury  Indemnity 
Company  discussing  legislation  to  permit  the 
state,  counties,  and  municipalities  to  make 
payroll  deductions  for  hospitalization  insur- 
ance, etc. 

February  14,  Monday,  discussed  setting  up 
South  Dakota  Injury-Illness  Expense  Plan  in 
state  government  departments  with  Bob 
Baker  and  Dr.  Van  Heuvelen  — - presupposing 
of  course,  that  the  enabling  legislation  will 
pass  as  it  appears  it  will.  Listened  with  in- 
terest to  the  bonus  bill  debate  in  the  after- 
noon and  heard  the  House  increase  benefits 
under  the  Workmen’s  Compensation  for  hos- 
pitals but  not  for  doctors. 

February  15,  discussed  the  proposed  change 
of  the  State  Board  of  Health  to  the  Health 
Department.  Appeared  before  the  Public 
Health  Committee  of  the  House  to  discuss 
cooperative  legislation  and  to  make  a minor 
amendment.  Left  Tuesday  noon  for  Sioux 
Falls  and  arrived  at  the  office  in  time  to  see 
a large  stack  of  mail  awaiting  me,  some  of 
which  was  answered  the  following  morning. 

February  16,  left  the  office  and  drove  to 
Mitchell  where  Dr.  B.  R.  Skogmo  had  ar- 
ranged an  appearance  before  the  Kiwanis 
Club.  Spoke  about  thirty  minutes  on  the 
fallicies  in  Oscar  Ewing’s  report  to  the  Presi- 
dent on  compulsory  health  insurance.  The 
talk  spurred  several  civic  leaders  to  promise 
to  contact  their  representatives  in  Washing- 
ton. Back  in  Sioux  Falls  that  evening  to  get 
some  greatly  needed  sleep  in  order  to  leave 
the  next  day  for  a medical  meeting  in  Lead  in 
the  Black  Hills. 

Left  Sioux  Falls  at  10:28  Thursday  morning 
and  arrived  in  Rapid  City  at  1:15  to  attend 
what  I thought  would  be  an  evening  meeting 
in  Lead.  Discovered  the  meeting  was  at  2:00 

P.  M.  and  with  the  aid  of  a frantic  taxi  made 
it  to  Lead  in  time  to  discuss  Association 
problems  with  the  Black  Hills  District.  Also 
made  arrangements  to  conduct  a speaking 
tour  of  the  Hills  the  week  of  March  6.  Back 
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to  Rapid  City  with  Dr.  Dawley  and  then  the 
plane  from  Rapid  City  to  Huron  at  3:00  A.M. 

February  18,  because  of  poor  connections  in 
Huron,  my  wife  met  me  the  morning  of  the 
18th.  In  Sioux  Falls  where  I was  able  to  work 
in  the  office  on  Saturday  morning,  the  19th, 
and  then  be  home  on  the  20th,  which  was  a 
Sunday,  and  very  unusual  for  me  of  late. 

Monday  morning,  the  21st,  drove  to  Pierre 
and  watched  the  session  speed  up  as  it  nears 
its  close.  Most  of  the  medical  bills  had  turned 
out  satisfactorily  to  the  Association  and  those 
that  have  not  been  enacted  as  yet,  seem  sure 
to  be.  A digest  of  the  bills  appears  elsewhere 
in  this  Journal. 

Back  in  Sioux  Falls  on  Wednesday,  the 
23rd,  arriving  again  just  in  time  to  see  a car 
load  of  mail  covering  the  desk. 

February  24,  Dr.  Hardwicke  of  the  Co- 
operative Federation  of  America  spent  the 
major  part  of  the  morning  in  the  office  dis- 
cussing the  Winner  Cooperative  and  the 
problems  they  face  there. 

Scheduled  to  attend  the  meeting  of  the  Hos- 
pital Management  Association  in  Mitchell  on 
the  morning  of  the  25th,  but  turned  it  down 
in  order  to  get  caught  up  on  all  of  the  office 
dictation. 

Sunday  the  27,  left  for  Pierre  to  be  ready  to 
speak  to  the  Pierre  Kiwanis  Club  on  Monday 
noon. 


BOARD  OF  PREVENTIVE 
MEDICINE  APPROVED 

The  American  Board  of  Preventive  Med- 
icine and  Public  Health,  Incorporated,  was 
approved  by  the  Advisory  Board  for  Medical 
Specialties  and  by  the  Council  on  Medical 
Education  and  Hospitals  ^of  the  American 
Medical  Association  at  their  meeting  on 
February  6.  The  American  Board  of  Pre- 
ventive Medicine  and  Public  Health,  Incor- 
porated, therefore  is  prepared  to  accept  appli- 
cations for  examination  for  certification  in 
this  specialty. 

REQUIREMENTS  FOR  CERTIFICATION 

1.  Moral  and  ethical  standing  in  the  pro- 
fession satisfactory  to  the  Board. 

2.  Graduation  from  a medical  school  in  the 
United  States  or  Canada  approved  by  the 
Council  on  Medical  Education  and  Hospitals 
of  the  American  Medical  Association,  or  from 
a foreign  medical  school  satisfactory  to  the 
Board. 


3.  An  internship  of  at  least  one  year  in  a 
hospital  approved  by  the  Council  on  Medical 
Education  and  hospitals  of  the  American 
Medical  Association  or  in  a foreign  hospital 
satisfactory  to  the  Board. 

4.  Licensure  to  practice  medicine  in  the 
United  States  or  the  Dominion  of  Canada. 

5.  Special  training  in  preventive  Medicine 
or  public  health  which  shall  include: 

A.  A period  after  interneship  of  not  less 
than  six  years  of  special  training,  teaching  or 
practice  in  preventive  medicine  and  public 
health  which  must  include  B.  and  C. 

B.  Successful  completion  of  at  least  one 
academic  year  of  graduate  study  leading  to 
the  degree  of  Master  of  Public  Health  or  an 
equivalent  degree  of  Master  of  Public  Health 
or  an  equivalent  degree  or  diploma  or  an 
equivalent  satisfactory  to  the  Board. 

C.  Field  training  or  residency  of  at  least 
two  years  of  field  experience  in  general  pub- 
lic health  practice  which  included  planned 
instruction,  observation  and  active  participa- 
tion in  a comprehensive,  organized,  pubhc 
health  program,  one  year  of  which  may  be  an 
approved  clinical  residency  in  a field  directly 
related  to  public  health. 

6.  Limitation  of  practice  to  teaching  or 
practice  of  preventive  medicine  or  public 
health  as  a speciality. 

APPLICATIONS 

Each  application  for  examination  for  cer- 
tification shall  be  in  writing  signed  by  the 
applicant  and  shall  be  filed  with  the  secre- 
tary not  less  than  90  days  prior  to  the  date  of 
examination. 

Officers  of  the  board  are  Walter  L.  Bier- 
ring, M.D.,  Chairman  who  is  the  State  Com- 
missioner of  Health  in  Iowa,  Felix  J.  Under- 
wood, M.D.,  Vice  Chairman  who  is  secretary 
of  the  Mississippi  State  Department  of  Health 
and  Ernest  L.  Stebbins,  M.D.,  Secretary- 
Treasurer  who  is  the  director  of  the  School  of 
Hygiene  and  Public  Health  and  the  John 
Hopkins  University  in  Baltimore. 


ANNUAL  MEETING 
MAY  22,  23,  24 
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PSYCHOSOMATIC  MEDICINE 

All  through  the  ages  physicians  have  been 
aware  of  the  fact  that  the  mind  often  has  pro- 
found effects  upon  the  body  in  health  and  in 
illness.  Many  articles  are  now  appearing  in 
the  medical  journals  upon  this  subject.  This 
is  not  a new  concept  but  is  as  old  as  medicine. 
In  the  recent  past  it  became  the  fashion  to  re- 
gard the  patient  as  a machine  with  various 
parts  which  functioned  well  or  badly  and 
accounted  for  the  health  or  illness  of  the  in- 
dividual. To  arrive  at  a diagnosis  many  tests 
and  examinations  were  devised.  The  results 
of  these  tests  and  examinations  were  inter- 
preted by  the  examining  physician  and  med- 
ical or  surgical  treatment  instituted  upon  that 
basis. 

It  is  admitted  by  all  physicians  that  to 
arrive  at  a diagnosis  a personal  history,  a 
family  history,  a general  physical  and  neu- 
rological examination,  laboratory  tests  and  x- 
ray  studies  must  all  be  obtained  and  properly 
evaluated.  This  divides  the  diagnostic  field 
into  three  major  categories.  The  alert  phys- 
ician believes  that  the  emotions  and  mental 
processes  of  every  patient  must  be  considered 
and  properly  evaluated  in  all  instances  of 
bodily  malfunction,  for  many  illnesses  are 
wholly  or  partially  caused  by  emotional 
stresses  and  conflicts. 

The  patient  who  eats  too  much  because  of 
family  discords  and  becomes  obese;  the  man 
who  has  headache  because  of  disagreements 
with  his  wife;  the  woman  who  has  migrain 
because  of  disappointments  in  the  lack  of 
success  or  the  misconduct  of  a son  or 
daughter;  the  man  who  rapidly  loses  fifty 
pounds  in  body  weight  because  of  business 
reverses;  the  woman  who  develops  intractable 
diarrhea  because  of  her  husband’s  failure  in 
business;  the  school  child  who  develops 
anorexia  and  loss  of  weight  because  of  dif- 
ficulties with  the  teacher  or  classmates  or 
unsatisfactory  home  environment;  all  of  these 
patients  are  in  need  of  a sympathetic  and 


understanding  medical  advisor  rather  than 
too  much  medication. 

Rarely  a patient  unconsciously  harbors  the 
wish  to  be  ill.  This  emotional  manifestation 
is  not  to  be  interpreted  as  malingering.  It  is  a 
retreat  from  reality.  Perhaps  a housewife 
becomes  bored  by  the  burden  of  domestic 
routine  and  becomes'ill,  not  of  a demonstrable 
bodily  disease  but  of  a mental  reluctance  to 
carry  on  and  will  take  to  her  bed  where  she 
may  remain  for  short  or  long  periods.  A man 
engaged  as  a worker  in  industry  may  declare 
quite  honestly  that  he  is  unable  to  continue 
his  work  although  his  physician  can  find  no 
evidence  of  physical  or  of  mental  abnormal- 
ity. The  unconscious  motive  is  to  secure  the 
pension  which  falls  to  those  who,  because  of 
disability,  are  unable  to  continue  work  in  his 
company  and  thus  relieve  himself  of  the 
routine  of  duties  and  to  provide  himself  with 
a living  without  work. 

It  is  better  to  divide  the  diagnostic  survey 
of  every  patient  into  four  parts  rather  than 
into  three  by  adding  thoughtful  consideration 
of  the  mental,  nervous  emotional  factors  of  a 
given  problem.  This  applies  to  seriously  ill 
persons  as  well  as  to  those  who  are  mildly  ill 
who  do  not  recover  good  health  within  a 
reasonable  space  of  time.  It  is  well  known 
that  peptic  ulcer  has  an  emotional  basis.  The 
blood  pressure  of  a sypertensive  patient  may 
vary  greatly  and  rapidly  as  the  result  of  good 
or  bad  news  or  the  mention  of  the  exact 
figures  by  the  examining  physician. 

Leaving  acute  infectious  diseases  and  child- 
bearing out  of  consideration,  probably  about 
sixty  percent  of  patients  have  symptoms 
which  are  caused  by  tissue  pathology.  About 
forty  percent  are  due  to  nervous  and  mental 
abnormalities.  Probably  less  than  one  half 
of  one  percent  of  patients  are  insane  while 
about  seven  percent  suffer  from  neuropsy- 
chosis. These  figures  vary  from  practice  to 
practice  and  are  not  to  be  taken  as  more  than 
a basis  for  discussion. 
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The  usual  physician  is  not  able  success- 
fully to  treat  the  patient  who  suffers  from  a 
psychosis  or  neuropsychosis.  It  is  advisable 
to  refer  such  a patient  to  a specialist  in  neu- 
ropsychiatry. By  so  doing  the  family  phys- 
ician will  save  himself  time  and  embarrass- 
ment and  his  patient  time  and  suffering. 
There  is  still  reluctance  on  the  part  of  the 
physician,  of  the  patient  and  of  the  patient’s 
family  to  admit  the  necessity  of  special  treat- 
ment by  a psychiatrist.  There  is  still  stigma 
attached  to  the  diagnosis  of  mental  disorder. 
There  are  too  few  neuropsychiatrists  and 
they  are  overworked  by  the  time  consuming 
routines  of  such  practice. 

The  general  practitioner  sees  but  relatively 
few  patients  who  have  frank  psychoses  or 
neuropsychoses.  However,  he  is  often  visited 
by,  or  called  to  visit,  many  who  are  disturbed 
by  emotional  complexes  and  mental  strains. 
It  falls  within  the  province  of  the  family 
physician  to  guide  such  patients  back  into 
correct  habits  of  thought.  He  is  especially 
well  qualified  to  assume  this  role  since  he 
knows  his  patients  and  families  and  their 
problems  as  no  other  can  possibly  know  them. 

C.F.M. 

1948  V.  A.  HOME  TOWN  CARE 
FAR  BELOW  1949  FIGURE 
As  the  year  1948  came  to  a close  and  the 
various  accounts  were  checked,  it  was  clear 
that  the  year  had  seen  a considerable  drop  in 
payments  to  members  of  the  South  Dakota 
State  Medical  Association  under  the  Vet- 
eran’s Administration’s  Home  Town  Care 
Plan.  Although,  the  fiscal  year  of  the  Associa- 
tion ends  in  May,  the  statistics  presented  are 
made  available  for  the  information  of  the 
membership. 

A total  of  $59,153.29  was  paid  to  doctors 
through  the  executive  office  during  the  year. 
Figures  on  the  localities  receiving  payments 
are  listed  below.  The  total  is  about  50%  less 
than  just  a year  ago. 

Physicians  in  the  following  towns  received: 

Sioux  Falls  $15,627.50 

Rapid  City  2,256.89 

Aberdeen  6,469.00 

Mitchell 3,078.50 

Watertown  4,130.50 

Yankton  2,140.90 

Huron  2,554.50 

Pierre 2,777.50 

Vermillion  2,180.50 


Madison  1,752.50 

Brookings  2,017.50 

Webster-Sisseton-Milbank  1,992.00 

Mobridge 1,108.00 

Deadwood-Lead-Hot  Springs 355.00 


Other  physicians  west  of  the  Missouri  river 
received  payments  totaling  $2,968.00  while 
others  east  of  the  river  received  payments 
totaling  $5,800.50. 

Out  of  state  doctors  benefited  to  the  extent 
of  $1,390.50  and  a total  of  $553.50  was  paid  to 
osteopathic  practictioners. 


BRITISH  HEALTH  SYSTEM  WARNING 
TO  U.  S.,  DR.  FISHBEIN  SAYS 

Deterioration  in  the  general  quality  of  med- 
ical service  in  England  under  the  National 
Health  Act  indicates  that  a similar  system 
would  be  unsatisfactory  in  the  United  States, 
Dr.  Morris  Fishbein,  Chicago,  editor  of  The 
Journal  of  the  American  Medical  Association, 
told  representatives  to  the  Federation  of  State 
Medical  Boards  of  the  United  States. 

The  federation  is  one  of  three  organizations 
which  met  at  the  Palmer  House  making  up 
the  45th  Annual  Congress  on  Medical  Educa- 
tion and  Licensure. 

“No  doubt  the  time  is  too  soon  to  pronounce 
an  ultimate  verdict  on  the  effects  of  the 
British  National  Health  Act  on  the  health  of 
the  people  of  England,”  Dr.  Fishbein  said. 

“Nevertheless,  after  six  months  of  opera- 
tion of  the  National  Health  Act,  the  state- 
ments coming  from  British  physicians  them- 
selves indicate  that  there  has  been  a de- 
terioration in  the  general  quality  of  medical 
service. 

“A  consensus  of  letters  signed  by  British 
physicians  reveals  the  following  fundamental 
criticisms: 

“1.  ‘The  average  man  and  woman  feel  that 
a cleft  has  been  dug  between  him  and  his  doc- 
tor. The  doctor  finds  himself  spending  most 
of  his  time  filling  in  forms,  to  the  great  detri- 
ment of  the  really  sick.’ 

“2.  ‘Because  of  the  large  list  I am  kept 
tremendously  busy  dealing  with  trivialities 
and  form-filling,  and  am  not  therefore  able 
to  concentrate  properly  on  doing  my  work  to 
the  best  of  my  ability.’ 

“3.  ‘I  am  the  third  generation  in  my  family 
in  this  practice.  My  total  mileage  has  been 
about  8,000  in  six  months.  The  mileage  allow- 
ance is  L 45’  ($180). 
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“4.  ‘It  is  now  painfully  obvious  to  the  gen- 
eral public  that  the  service  they  are  getting 
is  thoroughly  inferior.’ 

“5.  ‘The  standard  of  medicine  has  de- 
teriorated gradually  since  July.’ 

“There  is  no  reason  to  beiive  that  a similar 
system  would  be  any  more  efficient  or  satis- 
factory in  the  United  States.”  Doctors  simply 
cannot  see,  diagnose,  and  treat  patients  in  a 
process  in  which  they  are  overwhelmed  by 
trivial  complaints. 

“If  a doctor  tries  to  see  40  patients  a day, 

I he  gives  all  of  them  less  than  what  medicine 
requires.  If  he  tries  to  see  100  patients  a 
day  with  a view  to  developing  an  income, 
he  is  reverting  to  the  kind  of  diagnosis  and 
treatment  that  prevailed  in  a previous  cen- 
tury. 

“Inevitably  the  nationalization  of  medicine 
will  lead  into  the  nationalization  of  every 
phase  of  American  life. 

“An  organization  of  British  physicians 
called  the  Fellowship  for  Freedom  in  Med- 
icine, headed  by  Lord  Horder,  has  undertaken 
a campaign  to  protect  the  freedoms  of  the 
physicians.  The  objects  of  the  fellowship 
are: 

“1.  To  insist  upon  the  preservation  of  the 
highest  standards  of  medical  practice. 

“2.  To  protect  the  public  and  the  medical 
profession  from  state  monopoly  in  medicine, 
j “3.  To  preserve  the  ethical  and  professional 
{ freedom  of  the  individual  doctor  in  the  serv- 
I ice  of  his  patients,  and  to  maintain  the  status 
! of  the  general  practitioner,  including  his 
'I  financial  security. 

■ “4.  To  oppose  all  encroachments  by  the 

state  on  the  independence  of  medical  educa- 
■ tional  institutions,  and  to  maintain  the 
academic  freedom  of  all  teachers  of  medicine. 

“5.  To  define  the  limits  of  state  medicine 
so  as  to  protect  the  common  low  rights  of  the 
^ public  and  of  the  medical  profession  in  rela- 
tion to  all  types  of  independent  practice. 

“This  organization  feels  that  the  British 
Medical  Association  has  failed  in  opposing 
the  serious  infractions  on  the  practice  of  med- 
icine made  by  the  government  and  in  giving 
information  to  its  members  as  to  the  work- 
ings of  the  act.  Its  latest  bulletin  (Jan.  1949) 
indicates  that  a vast  cumbersome  machinery 
makes  it  difficult  for  young  men  to  get  into 
practice. 

' “Dr.  Guy  Dain,  who  is  chairman  of  the 


Council  of  the  British  Medical  Association, 
and  who,  with  the  secretary  of  the  British 
Medical  Association,  conducted  most  of  the 
negotiations  with  the  government,  told  the 
medical  profession  in  the  process  of  these 
negotiations  that  certain  freedoms  would  be 
guaranteed  by  the  Ministry  of  Health. 

“These  included  freedom  of  choice,  free- 
dom to  do  state  and  private  practice,  freedom 
of  speech,  clinical  freedom,  freedom  to  reg- 
ulate the  list  of  patients,  and  freedom  to  prac- 
tice where  the  physician  wished  to  practice 
provided  he  did  not  select  an  over-doctored 
area. 

“The  Fellowship  for  Freedom  in  Medicine 
says  that  only  one  of  Dr.  Dain’s  freedoms  for 
the  doctor  guaranteed  by  the  government 
has  not  yet  been  interfered  with,  and  that  is 
the  right  to  speak  or  write  about  medicine  or 
the  service  without  hindrance.” 


WELCOME  SIOUX  VALLEY  MEDICAL 
ASSOCIATION 

Last  month  it  was  announced  that  the  Sioux 
Valley  Medical  Association  had  adopted  the 
South  Dakota  Journal  of  Medicine  and 
Pharmacy  as  its  official  journal.  As  such, 
the  Journal  will  publish  the  papers  of  the 
speakers  of  the  Sioux  Valley  meetings,  start- 
ing with  the  meetings  just  past.  The  first 
article  appears  in  this  issue  by  R.  Perry 
Elrod,  M.D.  of  the  University  of  South  Da- 
kota. 

The  Journal  has  been  in  contact  with  a 
number  of  members  of  the  Sioux  Valley  Med- 
ical Association  outside  of  the  State  of  South 
Dakota  and  a large  number  have  entered 
their  subscriptions. 

We  welcome  these  new  readers  and  we 
ask  that  they  feel  free  to  critisize  and  to  ad- 
vise because  the  Journal  now  belongs  to 
them  just  as  much  as  it  belongs  to  any  doc- 
tor in  the  State  of  South  Dakota.  Our  aim, 
as  it  has  been  in  the  past  year,  is  to  present 
good  articles  of  general  interest  in  the  specific 
field  of  medicine,  to  inform  the  profession  on 
what  is  happening  in  the  state  and  nation  on 
the  economic  side  of  medicine,  to  act  as  an 
informative  organ  for  the  groups  that  it 
serves. 

Again  we  say  welcome  to  our  friends  in 
Iowa,  Nebraska,  and  Minnesota  who  have 
joined  our  ever-increasing  list  of  subscribers. 
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Legislative  Bills 


The  following  bills  of  interest  to  the  med- 
ical profession  were  introduced  in  the  House 
of  Representatives  of  the  31st  Session  of  the 
South  Dakota  Legislative  Assembly: 

HB  13  New  roof  for  sewage  disposal  plant 
at  the  State  Tuberculosis  Sanatorium.  ($3,500.- 
00) 

HB  37  An  act  to  license  osteopaths  for 
major  surgery  by  an  osteopathic  board  of 
examiners.  Bill  amended  in  committee  and 
then  tabled. 

HB  73  Provides  for  additional  hospital 
space  at  Sanator.  ($150,000.00) 

HB  77  Provides  for  construction  of  a $62,- 
000.00  State  Health  Laboratory  on  the  Capital 
grounds.  Passed  both  chambers  and  enacted 
into  law. 

HB  78  Appropriates  $8,000.00  for  contin- 
uation of  the  State  Board  of  Healths’  Hospital 
Survey  and  Construction  Program  in  Co- 
operation with  the  U.S.  P.  H.S.  Enacted  into 
law. 

HB  91  Appropriates  $21,000.00  for  sewage 
plant  and  system  improvement  at  School  & 
Home,  Redfield. 

HB  94  Appropriates  $12,000.00  for  water 
mains  at  Redfield.  Enacted. 

HB  134  Appropriates  $20,000.00  for  re- 
modeling administration  building  at  Redfield. 

HB  135  Appropriates  $600,000.00  for  con- 
struction of  medical  school  building  at  the 
University  of  South  Dakota.  Enacted. 

HB  136  Deficiency  appropriation  for 
Sanator.  ($60,000.00)  Enacted. 

HB  164  Allows  State,  Municipal,  and 
County  Units  to  make  payroll  deductions  for 
group,  life,  health,  or  accident  insurance  on 
its  employees.  State  and  its  subdivisions  may 
contribute. 

HB  171  The  practical  nurse  act  which 
would  provide  licenses  for  practical  nurses 
upon  completion  of  a one-year  course  in  an 
approved  hospital.  Passed  House,  amended 
in  Senate  to  provide  that  hospitals  having 
schools  of  nursing  could  also  maintain  schools 
of  practical  nursing.  Enacted. 

HB  195  An  appropriation  measure  for  the 


State  Board  of  Healths’  Crippled  Children 
Program.  ($50,000.00)  Enacted. 

HB  199  A bill  to  permit  osteopaths  to 
practice  major  surgery  to  be  licensed  by  a 
board  of  3 MD’s  and  2 D.O’s.  Tabled  in 
Committee. 

HB  217  An  act  providing  for  major  sur- 
gical rights  for  qualified  osteopathic  phys- 
icians to  be  examined  by  a board  of  4 M D’ 
and  1 D.  O.  Sets  rigid  qualifications  for  all 
persons  practicing  surgery.  Enacted  into  law. 

HB  230  Add  tuberculosis  as  an  occupa- 
tional disease  under  Workmen’s  Compensa- 
tion Law  for  employees  of  state  Institutions. 
Enacted.  Vetoed  by  Gov.  Mickelson. 

HB  236  Raises  allowances  for  hospital 
care  from  $200  to  $500  under  Workmen’s  Com- 
pensation Law. 

HB  280  Forbids  employers  to  require  ap- 
plicants for  employment  to  pay  a fee  for  med- 
ical examinations  as  a condition  precedent  to 
employment. 

HB  314  Establishes  a fund  for  the  pur- 
chase, equipment,  and  maintainance  of  a 
Home  for  the  care,  treatment  and  rehabilita- 
tion of  inebriates. 

HB  325  Restricts  advertising  sale,  and 
display  of  “Indecent  articles”  — (contra- 
ceptives) to  physicians,  surgeons,  and  pharm- 
acists. No  sale  to  be  made  to  any  unmarried 
person  under  age  of  18. 

The  following  Senate  Bills  were  introduced: 

SB  37  Appropriates  $24,000.00  for  enlarg- 
ing bakery  at  Redfield. 

SB  55  Appropriates  $138,000.00  for  a ward 
building  and  annex  at  Redfield. 

SB  63  Appropriates  $400,000.00  for  a ward 
building  at  Yankton  to  replace  the  east  wing 
of  the  main  building. 

SB  64  Appropriates  $2,500.00  for  Veneral 
Disease  Control  in  Cooperation  with  the 
U.S.P.H.S. 

SB  73  Appropriates  $140,000.00  for  em- 
ployees building  at  Yankton. 

SB  81  Appropriates  $3,400.00  for  Redfield 
deficiency.  Enacted. 

SB  83  Adds  $6,650.00  to  Yankton  appro- 
priation for  kitchen  equipment.  Enacted. 
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SB  87-88  Improvements  at  Redfield.  ($1,- 

500.00)  Enacted. 

SB  110  Appropriates  $15,000.00  for  Yank- 
ton deficiency.  Enacted. 

SB  117  Puts  Redfield  governing  regula- 
tions under  same  laws  as  Yankton. 

SB  118  Sets  maximum  rates  for  patients 
at  Yankton. 

SB  148  Legalizes  blood  alcohol  tests  on 
persons  believed  to  be  intoxicated  while  driv- 
ing a car. 

SB  158  Allows  municipalities  to  transfer 
surplus  funds  to  construction  costs  of  hos- 
pitals. 

SB  159  Provides  for  bond  issues  for 
County  hospitals. 

SB  167  Provides  for  cooperative  hospitals 
and  medical  clinics.  Passed  Senate.  “Medical 
clinics”  deleted  in  House  committe  and  “to 
provide  medical  services”  inserted.  Passed. 

SB  199  Sets  up  qualifications  for  ad- 
mission to  Redfield. 

SB  205  Establishes  a State  Department 
of  Health  with  an  advisory  council  of  8 mem- 
bers. 2 MB’s,  1,  D.  O.  1 Dentist,  I Engineer, 
1 Hospital  Administrator,  and  2 lay  persons. 
Passed  Senate.  Council  increased  to  9,  adding 
1 chiropractor  in  House  Committee.  Enacted. 

SB  246  Provides  for  a 4 year  temporary 
licensure  to  practice  in  area  declared  emer- 
gency by  the  State  Board  of  Health.  (D.P’s) 

SB  247  Appropriates  $78,000.00  for  equip- 
ment at  Yankton  State  Hospital. 

SB  271  Provides  for  tempory  licenses  as 
in  SB  246  in  one  area  but  also  provides  for 
internship  in  a hospital  approved  by  the 
board.  Enacted. 

SB  272  Sets  up  an  interim  committee  to 
investigate  conditions  at  Yankton. 


EDUCATIONAL  CAMPAIGN 
ON  BRUCELLOSIS 

Pharmacists  of  South  Dakota  will  be  re- 
quested to  participate  in  an  educational  cam- 
paign under  the  supervision  of  the  South  Da- 
kota Livestock  Sanitary  Board  which  will 
encourage  all  cattle  owners  in  this  state  to 
vaccinate  female  cattle  between  four  and 
eight  months  of  age  with  Brucella  Abortus 
Vaccine  strain  No.  19  or  other  vaccine  which 
may  hereafter  be  approved  by  the  State  Live- 
stock Sanitary  Board  for  control  of  Bang’s 
Disease. 

House  Bill  No.  48,  as  introduced  in  the  1949 


session  of  the  Legislature,  would  have  cur- 
tailed the  druggists’  sale  of  Brucella  Abortus 
Vaccine  in  that  exemptions  under  the  pro- 
posed act  would  have  been  limited  to  cattle 
which  were  vaccinated,  as  calves,  by  a li- 
censed veterinarian.  Cattle  owners  objected 
to  this  provision  because  of  the  limited  num- 
ber of  veterinarians  licensed  to  practice  in 
this  state.  As  a result.  House  Bill  No.  48  was 
replaced  by  House  Bill  No.  227  which  would 
have  recognized  owner  vaccination  as  an  ex- 
emption from  compulsary  Brucellosis  test  by 
livestock  auction  agencies  and  sales  yards. 

Livestock  auction  agencies  objected  to  a 
compulsory  test  for  Brucellosis  so  House  Bill 
No.  227  was  later  amended  to  require  that 
auction  agencies  provide  facilities  for  making 
the  test  at  the  request  of  either  the  buyer  or 
seller  of  cattle  which  might  spread  infection 
to  Bangs  free  herds.  Compulsory  testing  and 
exemptions  therefor  were  stricken  from  the 
bill  so  that  testing  and  vaccination  are  now 
on  a voluntary  basis.  If  all  cattle  owners  can 
be  persuaded  to  vaccinate  all  female  calves 
between  the  age  of  four  to  eight  months  the 
problem  of  Brucellosis  can  be  controlled  with- 
in a few  short  years. 

Livestock  Sanitary  officials  pointed  out 
that  Brucella  Abortus  Vaccine  was  one  of  the 
most  sensative  vaccines  used  by  the  livestock 
industry.  The  effectiveness  of  the  vaccine  can 
be  destroyed  even  by  passing  through  a 
copper  spigot.  Antiseptics  on  the  site  of 
vaccination  may  destroy  effectiveness. 

Pharmacists  who  will  sell  Brucella  Abortus 
Vaccine  for  owner  or  lay  administration  must 
make  certain  that  the  product  is  produced  by 
a reliable  firm,  that  it  is  fresh  and  active 
when  sold  and  has  not  been  subjected  to  de- 
structive temperature  changes  during  storage 
or  while  in  transit.  They  must  make  sure  that 
the  person,  other  than  a licensed  veterinarian, 
who  administers  the  vaccine  understands  all 
precautionery  measures  which  must  be  fol- 
lowed to  insure  proper  vaccination. 

The  South  Dakota  Pharmaceutical  Associa- 
tion will  make  available  to  every  pharmacy 
printed  information  regarding  Brucellosis 
which  has  been  approved  by  the  Livestock 
Sanitary  Board.  Farmers  who  do  not  believe 
in  vaccination  must  be  persuaded  that  only 
by  vaccination  of  ALL  calves  EVERY  year 
can  the  Bang’s  disease  be  controlled  and 
stamped  out  entirely. 
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SOUTH  DAKOTA 


OPPOSED  TO 
HEALTH  INSURANCE 

Opposition  to  the  national  compulsory 
health  insurance  program  was  expressed  by 
H.  E.  Slusher  of  Jefferson  City,  Mo.,  president 
of  the  Missouri  Farm  Bureau  Federation  and 
chairman  of  the  American  Farm  Bureau  Fed- 
eration rural  health  committee. 

Mr.  Slusher,  speaking  before  the  National 
Conference  on  Rural  Health  at  the  Palmer 
House,  said; 

“The  American  Farm  Bureau  Federation 
still  believes  in  the  philosophy  that  the  great- 
ness of  this  country  rests  upon  the  willing- 
ness of  the  individual  to  cooperate  with  his 
neighbor  to  find  the  solution  to  all  his  social 
and  economic  problems;  that  government 
should  be  for  the  people  and  not  the  people 
pawns  of  the  government.” 

He  said  the  Bureau  realizes  that  “Amer- 
ican medical  service  at  its  best  reaches  only 
a relatively  small  part  of  the  rural  areas  of 
the  country.”  Nevertheless,  he  added,  it  has 
gone  on  record  with  a resolution  saying: 

“We  believe  the  problem  of  improved 
health  can  best  be  met  by  the  voluntary  or- 
ganization of  cooperative  health  associations 
which  will  encourage  people  to  take  ad- 
vantage of  the  services  available  for  any 
medical  or  dental  care  which  they  may  re- 
quire. 

“We  favor  voluntary  plans  providing  med- 
ical, health,  dental  and  hospital  insurance. 
We  urge  that  facilities  of  medical  schools  be 
expanded  and  every  effort  be  made  otherwise 
to  train  more  physicians,  surgeons,  dentists, 
nurses,  technicians  and  general  practitioners 
and  public  health  doctors.  We  recommend 
the  full  cooperation  of  rural  people  with  our 
established  health  units  and  existing  health 
programs,  including  immunization,  clinics, 
nutrition  cources  and  home  nursing. 

“We  believe  greater  emphasis  should  be 
given  to  preventive  medicine.  ...  To  the 
extent  Federal  grants  are  needed  by  way  of 
assistance,  such  grants  should  be  made  to 
states  on  the  basis  of  need,  with  state  govern- 
ments responsible  for  the  atocation  and  ad- 
ministration of  these  funds.” 

The  Bureau,  Mr.  Slusher  added,  has  not 
recognized  “the  need  for  nor  feasibility  of  a 
national  compulsory  health  insurance  pro- 
gram.” He  cited  the  experiences  in  England, 
Austria  and  Germany,  saying  “such  programs 


have  in  no  way  solved  the  health  problem.” 

“Rather  such  programs  have  aggravated  the 
problem,”  he  said.  “The  service  and  quality 
of  medical  care  is  much  poorer  than  before 
the  plan  was  put  into  effect.  The  integrity 
of  the  physicians  is  now  of  a low  standard, 
and  medical  service  costs  are  extremely  high 
in  comparison  with  services  rendered.  Under 
such  programs  there  can  be  no  such  thing  as 
health  insurance,  and  it  is  wrong  in  every 
sense  of  the  word  to  tell  the  public  that  there 
will  be.” 

Mr.  Slusher  said  the  Bureau’s  health  pro- 
gram has  as  its  first  step  education. 

“And  by  education  I mean  an  awareness  on 
the  part  of  the  individual  that  there  is  really 
a health  problem,”  he  said.  “Then  recog- 
nizing the  problem,  to  study  the  possibility 
of  solving  it  locally  insofar  as  possible  with- 
out government  help.  Cooperation  with  the 
medical  profession  has  always  been  en- 
couraged. State  and  county  health  councils 
have  been  organized.  Cooperation  in  every 
way  possible  has  been  given  to  the  state 
health  departments. 

“Many  of  our  state  farm  bureaus  main- 
tain full  time  health  directors  and  cooperate 
actively  with  all  state  health  groups.  Many 
of  these  state  farm  bureaus  sponsor  Blue 
Cross  hospital  and  Blue  Shield  medical-sur- 
gical programs.  A few  states  have  their  own 
health  insurance  programs  which  are  a part 
of  their  regular  overall  life  insurance  pro- 
gram. All  of  these  programs  are  tied  into  the 
education  activities  of  the  organization. 

“Recognizing  that  education  can  only  go  so 
far  in  solving  the  problem,  the  second  step 
in  the  program  is  legislation.  We  suggest  na- 
tional legislation  to  help  finance  county  hos- 
pitals and  county  health  units  on  the  basis  of 
need.  However,  we  feel  that  such  programs 
should  be  on  the  basis  of  grants-in-aid  and 
with  a minimum  of  federal  control. 

“At  the  state  level,  we  assist  insofar  as 
possible  in  getting  necessary  enabling  legisla- 
tion passed  to  meet  the  requirements  of  the 
national  legislation.” 


ANNUAL  MEETING 
MAY  11,  IB,  24 
YANKTON,  S.  D. 
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SCHERING  INTRODUCES 
NEW  ANTIBIOTIC 
PRODUCTS 

Three  new  antibiotic  pro- 
ducts containing  gramicidin, 
the  active  priniciple  of  tyro- 
thricin,  have  just  been  an- 
nounced by  Schering  Cor- 
poratioh  of  Bloomfield  and 
Union,  New  Jersey,  world’s 
largest  manufacturer  of  sex 
hormones,  and  of  other  phar- 
maceuticals. Gramicidin  is 
the  pure  antibiotic  in  stable 
form,  free  from  tyrothricin’s 
tissue  irritating  substance, 
tyrocidine.  Due  to  the  rela- 
tive insolubility  of  gramici- 
din, its  ohemotherapeutic 
value  had  not  been  recog- 
nized heretofore.  The  dis- 
covery of  the  effective  dis- 
persing agent  which  has  been 
incorporated  into  the  Scher- 
ing gramicidin  products, 
however,  has  now  made 
gramicidin  very  effective  in 
vivo  against  gram-positive 
infections.  It  provides  the 
physician  with  a new  and 
more  powerful  approach  to 
the  topical  treatment  of  these 
conditions. 

Gramozetes  are  troches 
containing  0.25  m^.  of  grami- 
cidin and  5 mg.  of  benzocaine 
in  a palatable  long-dissolving 
base.  This  troche  is  espec- 
ially effective  in  the  throat 
for  the  relief  of  throat  irrita- 
tions and  infections  due  to 
gram-positive  bacteria. 


Graminasin  is  an  aqueous 
nasal  solution  containing 
0.005  per  cent  gramicidin 
with  dl-desoxyephedrine  hy- 
drochloride 0.125  per  cent.  It 
is  employed  for  the  relief  of 
nasal  congestion  and  the  pre- 
vention of  the  secondary  in- 
vaders of  the  common  cold. 

Gramodern  is  effective  for 
the  therapy  of  certain  skin 
infections,  as  impetigo,  in- 
fected eczematoid  dermatitis, 
ecthyma  and  infected  super- 
ficial wounds  and  burns.  It 
contains  0.25  mg.  of  gramici- 
din in  each  gram  of  Procu- 
tan,  a new  improved  base  de- 
veloped for  topical  adminis- 
tration by  Schering’s  Re- 
search Laboratories.  This 
base  has  the  advantage  of 
greater  ease  of  application, 
penetration  and  effective- 
ness. 


ANATOMICAL  CHARTS 
PRINTED  IN  BOOK  FORM 

Nearly  every  physician  is 
familiar  with  the  anatomical 
charts  prepared  by  Dr.  Frank 
Netter,  which  have  been  dis- 
tributed by  Ciba  Pharmaceu- 
tical Products,  Inc.,  of  Sum- 
mit, New  Jersey.  Now  191 
of  these  full  color  plates  have 
been  printed  in  book  form. 

Seeing  all  of  these  plates 
in  book  is  most  impressive. 
Here  an  artist  of  consum- 
mate skill  brings  to  the  phys- 
ician and  the  student  graphic 


full-color  pictures  of  the 
anatomy  depicting  common 
pathological  conditions. 

Dr.  Netter  has  combined 
with  his  drawings  wherever 
appropriate,  x-ray  pictures 
that  enable  the  practitioner 
to  visualize  the  internal  con- 
dition portrayed  in  the  x-ray 
plate.  In  addition,  full-color 
drawings  of  photo-micro- 
graphs  show  the  scene  on  the 
slide  that  may  be  examined 
to  detect  some  pathologic 
condition  either  in  a secre- 
tion or  tissue. 

The  text  accompanying 
each  plate  was  prepared  by 
a physician  who  is  an  author- 
ity on  that  subject.  The  con- 
cise, clear  language  makes 
the  subject  easily  understood. 
Having  the  text  on  the  same 
page  with  the  illustration  is 
of  great  help  as  it  enables  a 
quick,  easy  correlation  of  the 
text  with  the  illustration. 

The  book  measures  9^/2  x 
121/2  and  contains  224  pages. 
It  is  being  made  available  by 
Ciba  for  merely  the  cost  of 
printing  and  binding  these 
plates.  Orders  are  being  ac- 
cepted with  accompanying 
check  at  a price  of  $6.50.  Mail 
all  checks  or  money  orders  to 
Ciba  Pharmaceutical  Pro- 
ducts, Inc.  Summit,  New  Jer- 
sey. 
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CHILD  HEALTH 
FINDINGS  PUBLISHED 

Publication  of  the  national 
report  on  the  findings  of  the 
recently  completed  2V2-year 
study  of  child  health  services 
will  be  marked  by  a dinner 
on  April  2nd  in  New  York 
City,  according  to  an  an- 
nouncement of  Dr.  Warren  R. 
Sisson,  President  of  the 
American  Academy  of  Ped- 
iatrics. A nationally  known 
layman  as  well  as  an  out- 
standing authority  in  med- 
icine and  public  health  are 
being  invited  to  be  guest 
speakers.  The  two-volume  re- 
port which  is  now  in  press  is 
being  published  by  the  Com- 
monwealth Fund  of  New 
York. 


GOVERNMENT  MEDICINE 

THREAT  TO  HEALTH 

State  medicine  is  a threat 
to  the  general  health  of  the 
nation.  Dr.  Earle  G.  Johnson 
of  Grand  Island,  Neb., 
warned  at  a meeting  of 
the  Federation  of  State  Med- 
ical Boards  of  the  United 
States  in  the  Palmer  House. 

Dr.  Johnson  is  president  of 
the  federation,  which  is 
meeting  in  conjunction  with 
the  45th  annual  Congress  on 
Medical  Education  and  Li- 
censure, sponsored  by  the 
American  Medical  Associa- 
tion. 

He  pointed  out  that  the 
medical  boards  are  working 
to  see  that  only  those  quali- 
fied are  permitted  to  practice 
medicine. 

“Government  control  of 
the  practice  has  lowered  the 
public  health  of  every  nation 
where  it  has  been  made  the 
law  of  the  land,”  he  said. 
“We  cannot  here  escape  the 
study  of  this  problem,  nor 


should  we  avoid  doing  some- 
thing about  it.” 

He  recommended  the  fed- 
eration go  on  record  against 
state  or  socialized  medicine. 

Dr.  Johnson  also  urged  that 
support  be  given  the  Army 
in  its  efforts  to  enlist  more 
doctors  by  making  the  serv- 
ice more  attractive  to  young 
men.  The  question  of  per- 
mitting trained  doctors  from 
abroad  to  practice  in  this 
country  should  be  studied 
with  a view  of  changes  in 
licensing  policies,  he  said. 


PEDIATRIC  TRAINING 
URGED 

Broader  training  of  the 
general  practitioner  in  the 
pediatric  (health  care  of  chil- 
dren) departments  of  medical 
schools  and  hospitals  was 
urged  by  Dr.  John  Mck.  Mit- 
chell, dean  of  the  University 
of  Pennsylvania  School  of 
Medicine,  Philadelphia. 

Dr.  Mitchell  spoke  before 
the  Annual  Congress  on  Med- 
ical Education  and  Licensure, 
sponsored  by  the  American 
Medical  Association  and 
meeting  in  the  Palmer  House. 
He  discussed  the  results  of  a 
child  health  services  study 
made  by  the  American  Acad- 
emy of  Pediatricians. 

Cognizant  of  the  “vast  im- 
provement in  both  quantity 
and  quality”  of  pediatric  edu- 
cation in  recent  years,  his 
recommendation  was  based 
on  the  fact  that  general  prac- 
titioners account  for  75  per 
cent  of  the  medical  care 
given  to  the  nation’s  chil- 
dren, he  said. 

“Almost  daily  throughout 
their  professional  career,  ob- 
stetricians, pediatricians  and 
most  general  practitioners 
will  be  faced  by  the  problems 
peculiar  to  the  newborn,  a 


period  of  high  mortality,”  he 
said. 

“It  is  therefore  of  the  ut- 
most importance  that  all  un- 
der-graduate students  de- 
velop an  understanding  of 
these  problems  and  sufficient 
personal  experience  to  orient 
them  for  later  training.  Ob- 
stetricians, pediatricians  and 
general  practitioners  should 
receive  abundant  clinical  ex- 
perience during  their  hos- 
pital internship  and  resid- 
ency.” 

This  program  of  medical 
care  of  the  newborn  infant 
with  student  instruction  in 
that  field,  he  pointed  out, 
presents  a problem  in  under- 
graduate medical  education. 

“Physicians  charged  with 
the  conduct  of  newborn  nur- 
series approach  with  grave 
caution  any  step  which  could 
possibly  prove  detrimental  to 
the  welfare  of  these  infants,” 
Dr.  Mitchell  said.  “This  ren- 
ders a decision  as  to  whether 
or  not  students  should  be  al- 
lowed in  the  nursery  one  of 
grave  delicacy. 

“On  one  hand  lies  the  re- 
sponsibility to  give  clinical 
experience  to  the  student,  on 
the  other  is  the  obligation  to 
restrict  the  number  of  per- 
sonnel entering  the  nursery 
to  an  irreducible  minimum.” 


CANCER  RESEARCH 

Inspiration  for  research  in 
cancer  must  be  created  in  the 
undergraduate  years  of  med- 
ical education,  in  the  opinion 
of  Dr.  Samuel  C.  Harvey  of 
New  Haven,  Conn.,  a mem- 
ber of  the  department  of 
surgery  (oncology)  at  the 
Yale  University  School  of 
Medicine. 

Dr.  Harvey  spoke  at  the 
Palmer  House  before  the  an- 
nual Congress  on  Medical 
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Education  and  Licensure, 
sponsored  by  the  American 
Medical  Association. 

“More  emphasis  must  be 
laid  on  seminars  and  confer- 
ences in  the  laboratories,”  he 
said.  “Pains  must  be  taken 
that  sufficient  coverage  is 
given  by  these  approaches  to 
the  things  fundamental  to  an 
understanding  of  atypical 
growth,  whether  in  the  basic 
sciences  or  in  men. 

“In  the  clinical  years,  ex- 
perience gained  from  the  pa- 
tient is  far  more  effective 
than  that  from  descriptive 
methods.  There  is  ample 
room  in  most  schools  for  the 
more  effective  use  of  clinical 
material  already  at  hand,  or 
if  this  is  not  ample,  to  the  de- 
velopment of  means  of  tumor 
clinics  and  other  similar  or- 
ganizations for  the  bringing 
together  of  case  material.” 

He  said  a primary  problem 
was  obtaining  teaching  per- 
sonnel in  the  field  of  cancer 
“informed  about  and  partici- 
pating in  research  and 
familiar  with  the  natural  his- 
tory of  neoplasia  not  only  in 
the  experimental  animal  but 
also  in  man.” 


MORE  FINANCIAL 
SUPPORT  NEEDED 

Development  of  high 
standards  of  medical  educa- 
tion has  increased  costs  and 
created  the  need  for  more 
adequate  financial  support. 
Dr.  Herman  G.  Weiskotten  of 
Syracuse,  N.  Y.,  chairman  of 
the  Council  on  Medical  Edu- 
cation and  Hospitals  of  the 
American  Medical  Associa- 
tion, said  in  Chicago  Feb. 
7th. 

Dr.  Weiskotten  presided  at 
a meeting  of  the  council  in 
the  Palmer  House  in  connec- 
tion with  the  45th  annual 


Congress  on  Medical  Educa- 
tion and  Licensure,  sponsored 
by  the  association. 

He  traced  the  integration 
of  medical  school  teaching 
and  research  programs  into 
the  activities  of  hospitals, 
out-patients  clinics  and 
health  and  medical  care 
plans. 

“Recognition  of  the  con- 
tributions of  medical  schools 
to  these  programs  is  in- 
dicated by  the  fact  that  prac- 
tically every  program  in  the 
field  of  health  and  medical 
care  is  planned  to  center 
about  medical  schools. 

“The  development  of  the 
Federal  hospital  construction 
program  will  place  ever-in- 
creasing responsibilities  upon 
the  medical  schools  as  well 
as  will  the  proposed  expan- 
sion of  public  health  pro- 
grams. Hence,  there  appears 
to  be  no  possibility  of  any  re- 
trenchment in  the  activities 
and  responsibilities  of  the 
medical  schools. 

“On  the  other  hand,  there 
is  every  indication  that  the 
responsibilities  and  financial 
needs  of  the  schools  will  con- 
tinue to  increase  as  they 
broaden  their  contributions 
to  the  improved  health  and 
medical  care  of  the  public.” 

Commenting  on  the  de- 
mand for  more  teaching 
facilities,  he  said  five  states 
have  new  medical  schools  in 
various  stages  of  develop- 
ment and  that  at  least  three 
others  are  considering 
schools  in  connection  with 
state  universities. 

He  pointed  out  that  the 
construction  of  schools  was 
not  the  only  step  in  solvng 
the  problem  of  providing 
more  doctors.  Other  re- 
quisites were  listed  as:  as- 
surance of  adequate  funds  for 


continued  support;  sound 
educational  sponsorship;  the 
development  and  main- 
tenance of  faculties  by  at- 
traction of  competent  and 
well  trained  men  without 
“raiding”  other  schools; 
availability  of  clinical  facili- 
ties. 

“Without  the  full  coopera- 
tion of  the  medical,  health, 
social  and  welfare  agencies  of 
the  community  in  which  a 
medical  school  is  located  it 
may  be  greatly  handicapped 
in  providing  a satisfactory 
educational  program  and  in 
its  continued  support  and  de- 
velopment,” he  said. 

“Several  schools  in  the 
past  have  functioned  under 
serious  handicaps  for  a num- 
ber of  years  before  they  have 
been  able  to  convince  the 
community  agencies  of  the 
mutual  advantages  of  co- 
operative programs.” 


PATHOLOGY  EXAMS 
WILL  BE  HELD  IN  MAY 

The  general  oral  and  path- 
ology examinations  (Part  H) 
for  all  candidates  will  be  con- 
ducted at  Chicago,  Illinois, 
by  the  entire  Board  from 
Sunday,  May  8,  through 
Saturday,  May  14,  1949.  The 
Hotel  Shoreland  in  Chicago 
will  be  the  headquarters  for 
the  Board.  Formal  notice  of 
the  exact  time  of  each  candi- 
date’s examination  will  be 
sent  him  several  weeks  in 
advance  of  the  examination 
dates.  Hotel  reservations 
may  be  made  by  writing 
direct  to  the  Shoreland. 

Candidates  for  re-examina- 
tion in  Part  II  must  make 
written  application  to  the 
Secretary’s  office  not  later 
than  April  1,  1949. 

Candidates  in  military  or 
Naval  Service  are  requested 
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to  keep  the  Secretary’s  office 
informed  of  any  change  in 
address. 

Applications  are  now  being 
received  for  the  1950  exam- 
inations. Applications  forms 
and  Bulletins  are  sent  upon 
request  made  to  — Amer- 
ican Board  of  Obstetrics  and 
Gynecology,  Inc.'  1015  High- 
land Building  Pittsburgh  6, 
Pennsylvania. 


BLACK  HILLS  DISTRICT 
HEARS  SKINNER  AND 
FOSTER 

Dr.  H.  G.  Skinner,  Pen- 
nington County  Health  Of- 
ficer, was  the  main  speaker 
at  a meeting  of  the  Black 
Hills  District  Medical  Society 
held  at  Homestake  Hospital 
in  Lead  on  February  17. 

About  twenty-five  mem- 
bers of  the  Black  Hills  Dis- 
trict were  in  attendance  and 
after  hearing  Dr.  Skinner’s 
discussion  of  public  health 
problems,  they  heard  John  C. 
Foster,  Executive  Secretary 
of  the  Association,  discuss 
current  State  and  National 
legislation  and  the  function 
of  the  State  Medical  Associa- 
tion’s office.  At  the  comple- 
tion of  the  discussion  pro- 
gram, Foster,  on  behalf  of 
President  John  L.  Calene, 
presented  membership  in  the 
50  Year  Club  to  Dr.  J.  L. 
Stewart,  long  time  practi- 
tioner at  Nemo  who  is  now 
residing  in  Spearfish.  Pre- 
sentation of  the  award,  which 
had  been  kept  from  Dr. 
Stewart  in  advance  so  that 
the  award  before  his  col- 
leagues came  as  a complete 
surprise. 

Dr.  Stewart  is  the  second 
to  receive  the  50  year  pin. 
Dr.  S.  M.  Hohf  of  Yankton 
being  the  first. 


FORTY-FIFTH  CONGRESS 
MEETS  IN  CHICAGO 

The  effect  that  actions  of 
the  medical  specialty  boards 
have  on  medical  education 
and  eventually  on  the  pub- 
lic’s health  was  one  prime 
theme  which  was  discussed 
at  the  Forty-fifth  Annual 
Congress  on  Medical  Educa- 
tion and  Licensure,  which 
was  held  at  the  Palmer 
House  on  Sunday,  February 
6 through  Tuesday,  Febraury 
8. 

More  than  300  representa- 
tive persons,  including  deans 
of  medical  schools,  hospital 
administrators,  officers  of 
state  licensing  boards,  repre- 
sentatives of  government 
health  agencies  and  officers 
of  national  groups  interested 
in  medical  education  at- 
tended the  three  day  meet- 
ing. 

Jointly  sponsoring  the  con- 
ference were  three  relating 
groups — the  Council  on  Med- 
ical Educations  and  Hospitals 
of  the  A.M.A.,  the  Advisory 
Board  for  Medical  Special- 
ties and  the  Federation  of 
State  Medical  Boards  of  the 
United  States. 


NATIONAL  CONFERENCE 
MEETS  IN  CHICAGO 

The  twenty-second  annual 
meeting  of  the  National  Con- 
ference on  Medical  Service 
was  held  Sunday,  February 
6 in  the  Red  Lacquer  of  the 
Palmer  House  in  Chicago. 

John  C.  Foster,  Executive 
Secretary  attended  these 
meetings  and  heard  Dr.  E.  F. 
Sladek,  President  of  the  Con- 
ference open  the  morning 
discussion. 

Many  subjects  were  dis- 
cussed at  this  conference, 
among  them  being  the  Legal- 


ized Medical  Research,  World 
Health  Organization,  World 
Medical  Association,  United 
Mine  Workers  of  America 
Welfare  and  Retirement 
Fund,  The  streamling  of  the 
Council  on  Medical  Service, 
What’s  happening  in  Wash- 
ington, Postgraduate  Educa- 
tion of  the  Doctor  and  Can 
Corporations  Practice  Med- 
icine? 

• Among  the  participating 
physicians  who  joined  in  the 
discussions  of  these  subjects 
were  Doctor  George  Waker- 
lin  of  the  University  of  Ill- 
inois, Doctor  George  Lull, 
Secretary  of  the  A.M.A.  Doc- 
tor James  McVay,  Kansas 
city  and  Doctor  George  N. 
Aagaard  of  the  University  of 
Minnesota. 


WATERTOWN  DISTRICT 
HEARS  FOSTER  ON 
PUBLIC  RELATIONS 

John  C.  Foster,  Executive 
Secretary  of  the  South  Da- 
kota State  Medical  Associa- 
tion, spoke  to  about  thirty 
members  of  the  Watertown 
District  Medical  Society  at 
the  Grand  Hotel  in  Water- 
town,  Tuesday  evening, 
March  1. 

Foster  spoke  on  the  field  of 
public  relations  and  the  part 
that  the  individual  doctor 
plays  in  good  or  bad  public 
relations.  After  the  talk  the 
meeting  was  thrown  open  for 
discussion  and  a very  heated 
discussion  was  carried  on  for 
over  an  hour.  The  A.M.A.’s 
educational  program  was  dis- 
cussed as  was  voluntary 
health  insurance. 

Dr.  J.  H.  Crawford,  Jr., 
presided  at  the  meeting 
which  followed  a dinner  in 
the  hotel’s  private  dining 
room. 
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FILMS  AVAILABLE 

Two  films  are  now  avail- 
able for  district  medical 
meetings  or  for  nurse  groups, 
etc.  One  is  a very  pro- 
fessional production  on  the 
“Problem  of  Early  Diagnosis 
of  Cancer”  and  the  other 
“Pre-cancer  Diagnosis  of 
Cervix  by  Cytology.”  Films 
may  be  procured  by  writing 
the  U.  S.  Public  Health  Serv- 
ice, Kansas  City,  Mo.,  or  the 
Cancer  Reports  Section,  Na- 
tional Cancer  Institute, 
Bethesda,  Maryland. 


NEWS  NOTES 

The  Watertown  District 
Medical  Society  invited  the 
neighboring  district  societies 
to  its  last  two  meetings.  At 
the  first  meeting  Dr.  H.  Rus- 
sell Brown  talked  on  the 
trends  in  Socialized  med- 
icine. The  second  meeting 
brought  Dr.  Gordon  Kam- 
man,  from  St.  Paul  who 
talked  on  Neuro-Psychiatry 
as  it  is  related  to  office  prac- 
tice. 

John  C.  Foster,  executive 
secretary,  addressed  the 
Watertown  society  early  in 
March.  Foster  spoke  on 
“Public  Relations.” 

Dr.  Thomas  Ruel,  is  now 
the  Medical  Arts  Clinic  in 
Watertown. 

Dr.  E.  T.  Driscoll,  formerly 
of  Watertown,  is  now  asso- 
ciated with  the  Plainview 
clinic  at  Plainview,  Texas. 

Dr.  Abner  Willen,  Water- 
town,  attended  a P.  G.  course 
in  Urology  at  Cook  County 
Hospital  in  Chicago  a few 
months  ago. 

Dr.  H.  Russell  Brown  and 
Dr.  O.  S.  Randall  attended 
the  Western  Surgical  meet- 
ing in  St.  Louis. 

Dr.  M.  Larson  and  Dr.  S. 
Walters  attended  the  Sioux 


Valley  medical  meeting  held 
in  Sioux  Falls  in  January. 

Dr.  M.  C.  Rousseau,  Water- 
town,  enjoyed  a months  va- 
cation in  California. 

Dr.  and  Mrs.  H.  Russell 
Brown  celebrated  their  25th 
wedding  anniversary  March 
1st  in  Mexico  City. 

Dr.  L.  Armalavage  is  now 
practicing  orthopedic  sur- 
gery at  Bartron  Clinic  in 
Watertown. 


NATIONAL  GUARD 
NEEDS  MEDICAL 
DETACHMENTS 

The  South  Dakota  Na- 
tional Guard  is  requesting 
assistance  from  physicians  in 
completing  the  organization 
of  the  National  Guard  in 
South  Dakota.  At  the  pre- 
sent time  all  units  are  or- 
ganized and  enjoying  a 
healthy  growth  with  the  ex- 
ception of  four  medical  de- 
tachments. 

These  are  small  units  and 
capable  of  being  organized 
and  maintained  in  any  com- 
munity of  approximately  one 
thousand  population.  The 
units  are  an  asset  to  the  com- 
munity by  reason  of  the  fact 
that  they  offer  a means  by 
which  young  men  may  per- 
form their  obligation  to  Na- 
tional Defense  without  dis- 
ruption to  their  civil  life. 

The  personal  requirements 
for  one  of  these  units  are  one 
medical  officer  and  one  ad- 
ministrative officer  and  a 
minimum  of  approximately 
fifteen  enlisted  members 
which  will  be  later  increased 
to  28.  The  Medical  officer 
carries  the  rank  of  Captain 
and  the  administrative  of- 
ficer may  be  a First  Lieu- 
tenant. If  a physician,  who 
is  physically  qualified  and 
not  more  than  45  years  of 


age,  is  interested  he  may  be 
given  an  orginal  commission 
even  though  he  did  not  have 
prior  service. 

If  interested  please  write 
the  Adjutant  General  at 
Rapid  City  and  he  will  be 
glad  to  supply  additional  in- 
formation. 


PIERRE  SOCIETY 
MEETS 

The  Pierre  District  Med- 
ical Society  met  at  the  Pierre 
Clinic  Monday  evening,  Feb- 
ruary 28,  to  discuss  problems 
facing  the  medical  profes- 
sion, both  nationally  and  on 
a state-wide  basis.  The  pro- 
gram was  listed  as  a “bull 
session”  and  the  executive 
secretary  was  invited  to 
answer  many  of  the  ques- 
tions that  arose  during  the 
session.  Ten  doctors  attended 
the  meeting.  Dr.  L.  C.  Ask- 
wig,  Vice  president,  acted  as 
chairman  of  the  meeting  in 
the  absence  of  Dr.  M.  A.  Het- 
rick, President. 


REMEMBER! 
ANNUAL  MEETING 
MAY  22,  23,  24 
YANKTON,  S.  D. 

Make  Your  Hotel 
Reservations  Early 

REMEMBER 

IT'S 

YANKTON  FOR 
1949 
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PHARMACEUTICAL  DIVISION 

BLISS  C.  WILSON.  Editor 


ABERDEEN 


SOUTH  DAKOTA  STATE 
PHARMACEUTICAL  CONVENTION  IS  TO' BE 
HELD  JUNE  19,20,21 , AT  ABERDEEN.  WRITE 
TO  L. A.  DANIELS  FOR  HOTEL  RESERVATIONS, 

This  miLL  be  the  BIGGEST  and  BEST 
Dru^  Convention  ever  to  be  held  in  the 
State . Write  for  Youp 
Reservations  NOW. 


uce.NO.- 


-M.D. 


SEND  IN  VA  PRESCRIPTIONS  EVERY 
MONTH 

The  Veterans  Administration  Regional  Of- 
fice in  Sioux  Falls  has  requested  the  Secre- 
tary’s office  to  remind  participating  phar- 
macies that  prescriptions  for  Veterans  Ad- 
ministration beneficiaries  should  be  sub- 
mitted at  the  end  of  the  month  in  which  the 
prescription  has  been  filled.  Some  prescrip- 
tions are  being  received  for  periods  from  six 
months  to  one  year  in  arrears.  The  VA  office 
has  no  way  of  knowing  the  number  and  value 
of  prescriptions  which  are  outstanding  and 
it  makes  it  very  difficult  to  set  aside  sufficient 
funds  in  the  budget  to  cover  outstanding  ob- 
ligations. 

VA  prescriptions  which  have  been  written 
and  filled  prior  to  June  1,  1948  have  to  be 
paid  from  monies  in  the  budget  for  the  pre- 
vious years  of  our  contract.  It  makes  a lot  of 
work  to  handle  payment  of  old  prescriptions 
and  delays  payment  for  pharmacists  who  sub- 
mit statements  very  month.  If  you  have  any 


old  VA  prescriptions  which  have  not  been 
paid  please  submit  them  at  once  to  the  S.  D. 
Ph.  A.  office  in  Pierre.  In  the  future,  please 
submit  your  VA  prescriptions  at  the  end  of 
every  month. 

No  VA  prescription  is  ever  outlawed  for 
payment  but  good  business  practice  demands 
that  pharmaciests  follow  the  terms  of  their 
agreement  to  submit  statements  monthly.  The 
Veterans  Administration  can  give  more 
prompt  service  in  payment  of  our  vouchers 
if  all  participating  pharmacies  will  cooperate 
with  the  above  suggestions. 


UNIFORM  NARCOTICS  LAW  AMENDED 

The  South  Dakota  Legislature  has  enacted 
Senate  Bill  No.  203  for  an  Act  to  include 
“amidone,”  “isoamidone,”  and  “keto- 
bemidone”  in  the  definition  of  narcotic  drugs 
so  that  our  state  will  conform  to  the  Harrison 
Narcotic  Act.  The  wording  of  the  definition 
of  isonipecaine  was  also  revised  so  that  it 
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would  conform  to  the  wording  in  the  federal 
act. 

Definitions  in  the  South  Dakota  Uniform 
Narcotic  Law  now  read  as  follows: 

(14)  “Narcotic  drugs”  means  coca  leaves, 
opium,  cannabis,  isonipecaine,  amidone, 
isoamidone,  keto-bemidone  and  every  sub- 
stance neither  chemically  nor  physically  dis- 
tinguishable from  them. 

(19)  “Isonipecaine”  means  any  substance 
identified  chemically  as  l-methyl-4-phenyl- 
piperidrine-4-carboxylic  acid  ethyl  ester,  or 
any  salt  thereof,  by  whatever  trade  name  de- 
signated. 

(20)  “Amidone”  means  any  substance  iden- 
tified chemically  as  4-4-Diphenyl-6-Dimethy- 
lamino-Heptanone-3,  or  any  salt  therof,  by 
whatever  trade  name  designated. 

(21)  “Isoamidone”  means  any  substance 
identified  chemically  as  4-4Diphenyl-5-Me- 
thyl-6-Dimethylaminohexanone-3,  or  any  salt 
thereof,  by  whatever  trade  name  identified. 

(22)  “Keto-bemidone”  means  any  substance 
identified  chemically  as  4-(3-Hydroxyphenyl)- 
l-Methyl-4-piperidyl  ethyl  ketone  hydro- 
chloride, or  any  salf  thereof,  by  whatever 
trade  name  designated. 


NATIONAL  PHARMACY  WEEK 

The  display  of  the  official  National  Phar- 
macy Week  poster  from  April  24  to  30  in 
every  pharmacy  is  one  of  the  chief  objectives 
of  the  1949  National  Pharmacy  Week  obser- 
vance. The  American  Pharmaceutical  As- 
sociation, sponsor  of  the  Week,  urges  that 
every  pharmacy  devote  at  least  two  windows 
exclusively  to  professional  displays  during 
the  week  of  April  24:  (a)  One  window  for  the 
official  Pharmacy  Week  display;  (b)  One  win- 
dow for  an  original  professional  display. 

A large  colorful  window-display  poster 
again  will  be  made  available  without  charge 
to  every  pharmacy  asking  for  it  on  the  official 
reply  card.  The  display  may  be  obtained 
by  returning  the  request  card  which  reached 
every  pharmacy  with  descriptive  literature 
during  February. 

Public  education  on  cancer  control  again 
will  be  the  theme  of  the  1949  National  Phar- 
macy Week  observance.  The  Pharmacy  Week 
display  will  illustrate  the  central  theme, 
which  is  “cancer  control,”  and  will  emphasize 
the  pharmacist’s  cooperation  with  the  Amer- 


ican Cancer  Society  in  its  program  of  early 
detection  and  treatment  of  cancer. 

As  indicated  by  the  accompanying  rules, 
the  1949  display  competition  will  again  be 
divided  into  three  categories:  (1)  Displays  in 
retail  pharmacies;  (2)  displays  in  any  public 
place  other  than  a retail  pharmacy,  installed 
by  any  pharmacist  or  organized  group  of 
pharmacists;  (3)  displays  in  pharmacy  col- 
leges installed  by  students. 

Awards  will  be  made  for  the  best  displays 
in  each  category  of  the  competition  as  ex- 
plained in  the  rules.  The  Robert  J.  Ruth 
Trophy  will  be  the  top  award  in  the  retail 
pharmacy  category,  and  plaques  will  repre- 
sent first  awards  in  the  public  exhibit  and 
college  categories.  Other  winners  will  re- 
ceive framed  certificates  of  merit. 

Arrangements  for  the  1949  observance  are 
under  the  supervision  of  the  Public  Relations 
Committee  of  the  American  Pharmaceutical 
Association  whose  members  are:  Tom  D. 
Rowe,  chairman,  Newark,  N.  J.;  Walter  M. 
Chase,  Detroit,  Mich.;  Robert  P.  Fischelis, 
Washington,  D.  C.;  Jean  Henderson,  Jackson- 
ville, Fla.;  Bert  R.  Mull,  Indianapolis,  Ind.; 
and  Harold  V.  Darnell,  Washington,  D.  C. 

Participation  material  other  than  the  dis- 
play should  be  ordered  on  the  order  form 
which  will  be  supplied  by  the  A.  Ph.  A.  News- 
paper mats  are  again  to  be  provided  by  the 
Committee.  Basic  material  offered  last  year 
has  been  revised  for  1949  use.  Supplementing 
the  use  of  this  material  locally,  there  will  be 
national  recognition  of  the  Pharmacy  Week 
program  by  the  press,  radio  and  government 
officials,  the  Committee  reports. 


RULES  FOR  NATIONAL  PHARMACY 
WEEK  DISPLAY  COMPETITION 
GENERAL  RULES 

1.  Pharmacy  Week  exhibits  or  window 
displays  should  inform  the  public  of  the  pro- 
fessional character  and  service  of  pharmacy. 

2.  Photographs  of  Pharmacy  Week  exhibits 
or  displays  will  be  judged  on  the  basis  of: 

a.  Value  and  effectiveness  of  the 
message  to  the  public. 

b.  Originality. 

c.  The  professional  character,  arrange- 
ment and  details  of  the  display. 

3.  Pharmacy  Week  exhibits  or  displays 
containing  any  commercial  advertising,  other 
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than  labels  on  products,  will  not  be  accepted 
in  the  competition. 

4.  Pharmacy  Week  displays  that  have  been 
entered  in  former  years  are  ineligible. 

5.  Photographs  must  be  of  displays  that 
were  installed  on  or  before  the  beginning  of 
Pharmacy  Week  and  remained  on  display 
for  at  least  the  entire  period  of  National 
Pharmacy  Week,  April  24-30,  1949. 

6.  Photographs  submitted  should  be  8 by 
10  inches  in  size,  or  some  other  suitable  size 
that  will  permit  the  judges  to  study  details  of 
the  display.  Glossy  prints  are  preferable. 

RULES  FOR  RETAIL  PHARMACY 
COMPETITION 

1.  General  Rules  1 to  6,  inclusive,  apply  to 
this  competition,  which  is  limited  to  displays 
in  retail  pharmacies. 

2.  Photographs  of  displays  must  be  sub- 
mitted to  the  secretary  of  the  respective  state 
pharmaceutical  association  on  or  before  May 
30,  1949,  labeled  on  the  back  of  the  photo- 
graph as  an  entry  in  the  Retail  Pharmacy 
Competition. 

3.  Each  state  association  shall  appoint  a 
judging  committee  before  May  30,  1949,  and 
this  committee  will  meet  and  select  the  best 
display  within  the  state.  A photograph  of  that 
display  shall  be  mailed  to  the  Public  Rela- 
tions Committee  not  later  than  June  30,  1949. 
Entries  mailed  after  that  date  will  not  be 
accepted  in  the  national  competition. 

4.  Only  the  state  winner  from  each  state 
may  be  entered  in  the  national  competition. 

5.  As  soon  as  possible  after  June  30,  1949,  a 
national  committee  of  judges  will  select  the 
best  six  displays  from  the  states.  The  best 
display  in  this  group  will  be  awarded  the 
Robert  J.  Ruth  Trophy  and  the  others  will 
be  awarded  certificates  of  merit. 

RULES  FOR  PUBLIC  EXHIBIT 
COMPETITION 

1.  General  rules  1 to  6,  inclusive,  apply  to 
this  competition. 

2.  Displays  or  exhibits  in  the  Public  Ex- 
hibit Competition  must  be  installed  in  a pub- 
lic place  other  than  a retail  pharmacy  or 
pharmacy  college.  One  entry  may  be  sub- 
mitted by  any  pharmacist  or  group  of  phar- 
macists, including  hospital  and  retail  phar- 
macists, state  and  local  associations,  and 
A.  Ph.  A.  local  branches. 

3.  Photographs  of  exhibits  or  displays  must 
be  submitted  to  the  secretary  of  the  respec- 


ive  state  pharmaceutical  association  on  or  be- 
fore May  30,  1949,  labeled  on  the  back  of  the 
photograph  as  an  entry  in  the  Public  Exhibit 
Competition. 

4.  Ech  state  association  shall  appoint  a 
judging  committee  before  May  30,  1949,  and 
this  committee  will  meet  and  select  the  best 
exhibit  or  display  within  the  state.  A photo- 
graph of  that  display  shall  be  mailed  to  the 
Public  Relations  Committee  not  later  than 
June  30,  1949.  Entries  mailed  after  that  date 
will  not  be  accepted  in  the  national  com- 
petition. 

5.  Only  the  state  winner  from  each  state 
may  be  entered  in  the  national  competition. 

6.  As  soon  as  possible  after  June  30,  1949, 
a national  committee  of  judges  will  select  the 
best  three  displays  submitted.  The  best  dis- 
play in  this  group  will  receive  the  A.  Ph.  A. 
Award,  which  shall  be  a suitable  trophy, 
and  the  others  will  receive  certificates  of 
merit. 

RULES  FOR  PHARMACY  COLLEGE 
COMPETITION 

1.  General  Rules  1 to  6,  inclusive,  apply 
to  the  college  competition,  which  is  limited 
to  displays  or  exhibits  planned  and  installed 
by  pharmacy  students  at  the  college  or  other 
public  place. 

2.  Only  one  photograph  from  each  college 
may  be  entered. 

3.  Photographs  of  displays  shall  be  mailed 
to  the  Public  Relations  Committee,  2215  Con- 
stitution Avenue  N.  W.,  Washington  7,  D.  C., 
on  or  before  June  30,  1949.  Entries  mailed 
after  that  date  will  not  be  accepted  in  the 
competition. 

4.  As  soon  as  possible  after  June  30,  1949, 
a national  committee  of  judges  will  select 
the  best  three  displays  from  the  colleges.  The 
best  display  in  this  group  will  receive  the 
A.  Ph.  A.  Award,  which  shall  be  a suitable 
trophy,  and  the  others  will  receive  cer- 
tificates of  merit. 


NEWS  ITEMS  FROM  THE  SECRETARY'S 
OFFICE 

Pharmacist  Harry  M.  Kuhns  has  returned 
to  his  old  position  as  pharmacist  manager  of 
the  Dunning  Drug  Store  in  Sioux  Falls.  He 
was  replaced  as  manager  of  the  Independent 
Drug  Company  by  Martin  Wilkins  of  Clark, 
South  Dakota. 
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The  Peoples  Drug  Store.  Inc.,  Sioux  Falls, 
has  been  discontinued  and  the  stock  and  mer- 
chandise sold  in  bankruptcy.  Pharmacist 
W.  W.  Holliday  who  was  in  charge  of  the 
store  is  now  employed  with  the  Walgreen 
Drug  Store  in  Sioux  Falls. 

Pharmacist  H.  R.  Kruse  is  managing  the 
Haggar  Drug  Store  on  East  Eighth  Street  in 
Sioux  Falls. 

Pharmacist  Jerald  A.  Streit  has  notified 
the  Secretary’s  Office  of  change  in  his  ad- 
dress from  McWilliams  Drug,  Cherokee,  Iowa 
to  Denison  Drug,  Denison,  Iowa. 

Ernest  R.  Watland  who  formerly  managed 
the  Walgreen  Drug  in  Sioux  Falls  is  now 
employed  by  the  Standard  Drug  Company, 
Ravenna,  Ohio. 

Marjorie  Jean  Lang  who  has  been  em- 
ployed with  the  Keller  Drug  Company  in 
Minneapolis  has  resigned  her  position.  It  has 
been  reported  that  she  will  be  married  at  her 
home  in  Huron  on  March  6 after  which  she 
will  make  her  home  at  Jamestown,  North 
Dakota. 

Ted  Hustead,  proprietor  of  the  famous  Wall 
Drug  Store,  spent  a couple  of  days  visiting 
the  Legislative  Session  in  Pierre  in  late  Feb- 
ruary. He  was  accompanied  by  Mrs.  Hustead 
and  Dr.  and  Mrs.  Mills  of  Wall. 

Pharmacist  C.  A.  Locke  is  working  at  the 
i drug  store  in  Canistota  until  the  widow  of 
I E,  B.  France  can  employ  a pharmacist  on  a 
' permanent  basis  to  manage  the  store  for  her. 
Mr.  Locke  reports  that  this  is  an  exceptional 
opportunity  for  any  young  pharmacist  seek- 
ing a good  location. 

Pharmacists  L.  J.  Moweli,  Murdo  and 
Richard  Ellis  and  W.  G.  Abbott  of  Onida,  at- 
tended a District  Masonic  Meeting  in  Pierre 
at  which  members  of  the  Legislature  took 
entire  charge  of  degree  work. 

Pharmacist  W.  E.  Mcllivenna  passed  away 
at  his  home  in  Davis,  S.  Dak.  on  February  15, 
1949.  Mr.  Mcllivenna  was  also  a licensed 
chiropractor  and  practiced  the  later  pro- 
fession for  the  past  several  years. 

The  Executive  Committee  of  the  S.  D. 
Ph.  A.  held  a meeting  in  Huron  on  February 
27th  at  which  time  Vice-President  John  H. 
Sidle  was  named  as  delegate  to  the  American 
Pharmaceutical  Association  convention  to  be 
held  at  Jacksonville,  Florida  April  24-30. 
Russell  M.  Park  was  selected  as  alternate 
delegate. 


Pharmacist  C.  A.  Chapman,  Sales  Manager 
with  Brown  Drug  Company,  died  of  heart 
trouble  in  Sioux  Falls  on  February  8,  1948. 
He  will  be  missed  by  many  South  Dakota 
pharmacists  who  called  at  the  wholesale 
house  for  their  drug  orders. 

Pharmacist  Clarence  O.  Engman  who  at 
one  time  was  located  at  Philip,  S.  Dak.  moved 
to  New  Mexico  for  his  health  last  fall.  He 
is  now  practicing  pharmacy  at  Hot  Springs 
in  that  state. 

Mrs.  C.  E.  Lord,  nee  Violet  Craum,  has  been 
accepted  for  reciprocal  registration  in  the 
state  of  Montana.  Her  home  is  at  Missoula. 

The  program  of  the  Pharmaceutical  In- 
stitute which  is  to  be  held  at  the  Division  of 
Pharmacy  in  Brookings  on  April  4,  5,  6,  1949, 
is  published  elsewhere  in  this  issue.  Be  sure 
to  attend  if  possible.  It  will  pay  you  to  take 
time  out  for  this  refresher  course. 


NATIONAL  PHARMACY  WEEK 
DISPLAY  PIECE 

A black  and  white  reproduction  of  the  National 
Pharmacy  Week  display  card  is  shown  above.  The 
actual  display  — 30  by  40  inches  in  size  — will  be 
in  three  colors.  Displays  will  reach  participating 
pharmacists  early  in  April,  mounted  on  card  stock 
with  easel,  ready  for  window  installation. 
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Modern  Therapeutic  Agents 

by  Edgar  Parry,  Instructor  in  Pharmacognosy 
South  Dakota  State  College 


NEWER  AGENTS  IN  CANCER  CONTROL 

In  the  forefront  of  cancer  research  have 
been  the  hormones,  the  carbamates,  col- 
chicine derivatives,  antibiotics  and  the  nitro- 
gen mustards.  Recently  radioactive  isotopes 
and  folic  acid  derivatives  have  been  added  to 
this  list.  More  recently  ultrasonics  has  created 
a new  field  in  cancer  research. 

Experiments  with  ultrasonics  and  its  appli- 
cation in  cancer  are  being  conducted  by  Dr. 
Loren  D.  Carlson  at  the  University  of  Wash- 
ington. Extremely  high  frequency  sound 
waves  are  known  to  destroy  bacteria.  The 
sound  waves  agitate  the  medium  of  the  bac- 
terial cells,  building  up  an  intense  heat  from 
the  friction  created.  The  heat  and  resultant 
accelerated  chemical  action  of  the  cell  causes 
it  to  destroy  itself.  It  is  hoped  this  action  can 
be  transferred  to  the  cancer  cells  of  the  hu- 
man body.  The  waves  can  be  concentrated 
to  a small  diseased  area,  but  control  of  depth 
and  selectivity  of  cancerous  tissue  present  a 
difficult  problem.  $25,000.00  of  the  Damon 
Runyon  Cancer  Memorial  fund  has  been 
directed  to  this  research.  < ^ * 

Radio  active  isotopes  have  proved  dis- 
appointing as  of  now.  Very  few  elements 
concentrate  themselves  in  the  body  as  iodine 
does  in  the  thyroid.  The  problem  of  con- 
fining a therapeutic  concentration  to  the 
diseased  site  without  destroying  normal  body 
cells  has  not  been  solved.  Even  radio  active 
iodine  reaches  only  a small  part  of  diseased 
goiter  tissue.  The  rate  of  disintegration  and 
length  of  half  life  of  the  isotopes  present  fur- 
ther obstacles.  These  are  peculiar  to  each 
isotope  and  cannot  be  changed.  Only  phos- 
phorus iodine  (D^i)  and  cobalt  (Co®0) 

show  possibilities  for  future  cancer  research. 
However,  the  field  of  possibilities  has  only 
just  been  opened.  ' ^ ) 

The  antibiotics  have  shown  little  or  no 
promise.  They  neither  cure  not  stop  the  pro- 
gress of  the  disease.  Colchicine  makes  cancer 
cells  more  susceptible  to  x-ray  treatment,  but 


no  derivative  has  as  yet  been  found  which 
cures  cancer. 

The  hormones  are  limited  in  their  influence 
on  cancer.  One  authority  claims  they  term- 
inate the  progress  of  bone  cancer  and  stabilize 
it. ' 3 ' Testosterone,  in  a majority  of  studies, 
relieved  the  pain  in  mammary  cancer  and 
prolonged  the  life  of  the  patient.  One  study 
reported  good,  but  temporary  improvement 
in  4 of  20  patients  who  had  advanced  mam- 
mary cancer  with  regional  metastases  after 
receiving  as  high  as  4650  milligrams  of  Ore- 
tone  (testosterone  proprionate)  in  150  milli- 
gram doses  intravenously  twice  weekly.  < ^ > 
Hormones  are  of  more  value  when  given  in 
conjunction  with  x-ray  therapy. 

Urethane  (ethyl  carbamate)  destroys  white 
blood  cells  and  is  therefore  an  active  agent 
in  leukemia.  It  affords  only  temporary  im- 
provement however,  and  the  white  count 
rises  as  soon  as  the  drug  is  discontinued.  It 
is  most  effective  in  the  chronic  myelogenous 
type  of  leukemia. 

Cancer  cells  show  a higher  concentration 
of  nucleic  acid  than  normal  cells.  Both  nitro- 
gen mustard  compounds  and  folic  acid  deriva- 
tives inhibit  the  formation  of  nucleic  acid  and 
thus  are  considered  metabolic  antagonists  to 
cancer  cells. ' ^ ) No  nitrogen  mustard  deriva- 
tive yet  destroys  cancer,  but  beneficial  results 
on  certain  neoplastic  diseases  such  as  Hodg- 
kins disease,  leukemic  cancer,  lymphosar- 
coma, and  polycythemia,  establish  the  value 
of  further  research  on  these  derivatives.  Used 
with  x-ray,  the  mustards  have  stopped  the 
progress  of  the  disease  and  alleviated  pain, 
but  estensive  and  advanced  cases  have  not 
responded.  (56) 

Of  the  folic  acid  derivatives,  sodium  pteroyl 
triglutamate  (Teropterin)  and  sodium  pteroyl 
diglutamate  (Diopterin)  show  promise.  Terop- 
terin, a conjugated  form  of  folic  acid,  was  pro- 
duced by  Lederle  Laboratories  in  1944,  and 
when  injected  ino  a group  of  mice  with  in- 
duced breast  cancer,  brought  about  complete 
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regression  in  one  third  of  the  mice.  The  inter- 
pretation of  data  from  its  use  in  human  cancer 
is  exceedingly  difficult.  It  has  been  used  only 
on  severe  cases  where  all  hope  of  cure  from 
established  therapeutic  procedures  is  gone 
and  medication  has  consequently  been  of 
short  duration.  Whether  earlier  treatment 
would  have  benefited  more,  or  whether  the 
present  beneficial  effects  are  based  on  pre- 
vious therapy  is  impossible  to  state. 

The  Council  on  Pharmacy  and  Chemistry 
of  the  A.M.A.  report  based  on  154  patients 
treated  with  Teropterin  and  121  treated  with 
Teropterin  and  diopterin,  showed  little  dif- 
ference in  the  two  drugs  therapeutically. ' * 
Thirty  one  and  six  tenths  percent  of  the  cases 
showed  general  objective  improvement.  Fifty 
percent  had  relief  from  pain  with  Teropterin 
and  23%  with  Diopterin.  In  81.1%  of  the 
cases,  there  was  no  change  in  the  lesions, 
while  in  13.1%  regression  of  nodules  was  re- 
ported. 

In  another  study,  35  patients  with  advanced 
cases  of  various  classifications  were  given  20- 
100  milligrams  Teropterin  daily  from  2 weeks 
to  12  months,  with  no  evidence  of  toxic  reac- 
tions. Only  one  patient  showed  evidence  of 
being  helped.  Here,  pulmonary  metastases 
from  breast  cancer  showed  regression  after 
three  months  daily  injection  of  40  milligrams 
Teropterin.  Nodules  persisted  with  no  in- 
crease in  size  for  five  months  after  cessation 
of  treatment.  * 8 ) in  the  same  study  12 
patients  were  treated  with  Aminopterin,  an- 
other folic  acid  derivative.  Most  of  the 
patients  suffered  inflammation  and  ulcera- 
tions of  the  mucous  membranes,  2 cases 
developed  granulocytopenia  and  1 case  of 
pancytopenia  developed,  which  proved  fatal. 
Only  two  cases  of  mammary  cancer  were 
materially  aided.  These  showed  marked  re- 
gression of  regional  metastases,  but  both  ex- 
perienced severe  toxic  reactions. 

No  toxic  manifestations  were  found  in  90 
patients  from  3 to  71  years  of  age  who  had 
been  given  Teropterin  by  either  the  intra- 
venous or  intramuscular  route.  < ® * Diopterin 
produced  a local  ache  and  burning  at  the  site 
of  administration.  The  post  mortems  on  all 
patients  who  died  showed  no  deleterious 
effect  to  any  organ.  The  general  objective 
improvements  included  improved  appetite, 
increased  energy  and  sense  of  well  being; 
and  in  a majority,  a relief  from  pain.  This  re- 


lief was  real  since  less  sedative  was  needed  to 
control  the  pain. 

Teropterin  is  not  a cure  in  itself.  It  should 
be  used  in  combination  with  the  older  basic 
therapeutic  measures  such  as  radium,  x-rays 
and  surgery.  Recommended  dosage  plan  is 
10  mg  (1  cc)  once  daily  for  first  week,  then 
twice  daily  for  three  to  four  weeks,  after 
which  it  may  seem  advisable  to  stop  treat- 
ment and  evaluate  it.  * 9 ' It  is  interesting  to 
note  that  Babe  Ruth  was  one  of  the  first 
patients  to  receive  Teropterin. 
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NEW  ACCREDITATION  STANDARDS 
FOR  PHARMACY  COLLEGES 

The  American  Council  on  Pharmaceutical 
Education  has  made  important  changes  in  its 
accreditation  standards  and  inspection  pro- 
cedures and  techniques.  In  general,  the 
changes  are  in  conformity  with  the  recom- 
mendations of  the  Pharmaceutical  Survey, 
and  are  intended,  in  part,  to  serve  the  aims, 
purposes  and  objectives  of  that  undertaking. 

The  new  standards  were  distributed  to  the 
sponsoring  organizations,  the  Boards  and  Col- 
leges of  Pharmacy,  all  of  whom  were  invited 
to  submit  suggestions,  criticizms  and  recom- 
mendations in  writing  or  orally  at  a hearing 
held  for  that  purpose.  All  comments  were 
given  careful  consideration  in  the  prepara- 
tion of  the  standards  as  finally  approved. 

Of  major  interest  is  the  decision  of  the 
Council  to  classify  colleges  of  pharmacy  as 
A,  B,  C or  Y,  depending  entirely  upon  their 
degree  of  compliance  with  Council  Standards, 
as  follows: 

Class  A — Those  colleges  which  have  no  im- 
portant deficiencies. 
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Class  B — Those  colleges  which  have  de- 
ficiencies that  can  be  corrected 
promptly  by  administrative  ac- 
tion. 

Class  C — Those  colleges  having  deficiences 
which  will  take  considerable 
time  and  effort  to  correct.  A col- 
lege in  this  class  will  be  given  a 
period  to  be  determined  by  the 
Council  in  which  to  correct  its 
deficiences  or  show  cause  why  it 
should  not  be  dropped  from  the 
accredited  list  but  in  no  case  shall 
this  period  exceed  three  years. 

Class  Y- — Newly  established  colleges  which 
have  at  least  two  years  of  their 
four-year  curricula  accredited. 
Accreditation  in  these  instances 
will  be  temporary  and  a college 
thus  accredited  will  be  designated 
as  a Y2  or  Y4  to  indicate  the  num- 
ber of  years  of  the  curriculum 
which  has  been  accredited. 

A class  Y college  which  does  not 
apply  for  full  accrediation  or  one 
which  applies  for  full  accredita- 
tion but  does  not  meet  all  the  re- 
quirements for  accreditation  as  a 
Class  A college  within  one  year 
after  the  full  four  years  of  its 
curriculum  are  in  operation,  will 
be  required  to  show  cause  why  it 
should  not  be  dropped  from  the 
accredited  list. 

Any  reference  to  accreditation  by  the  Coun- 
cil in  bulletins  or  other  publicity  issued  by  a 
college  of  pharmacy  shall  indicate  its  classifi- 
cation and  be  stated  as  follows:  “(name  of 
institution)  is  accredited  by  the  American 
Council  on  Pharmaceutical  Education  as  a 
Class  (A,  B,  C or  Y)  college.” 

There  are  many  reasons  for  these  classifi- 
cations. In  the  first  place,  prospective  stu- 
dents are  entitled  to  know  the  relative 
standing  of  the  schools  of  pharmacy,  and 
particularly  that  of  the  college  which  he  con- 
templates attending. 

It  was  felt  also  that  classifying  colleges  as 
A,  B or  C would  stimulate  the  “A”  institu- 
tions to  maintain  and  sustain  their  present 
high  standing. 

Such  listings,  too,  would  be  conducive  to 
more  rapid  improvement  and  betterment 
upon  those  institutions  whose  present  status 


does  not  justify  “A”  rating. 

Classifications  of  this  kind  have  been  help- 
ful in  raising  educational  standards  in  other 
professional  fields,  and  there  is  every  reason 
to  believe  that  they  will  have  a salutary  effect 
upon  colleges  of  pharmacy. 

The  accreditation  standards  and  inspection 
techniques  as  now  worked  out  will  seek  more 
complete  and  more  illuminating  information 
with  respect  to  faculty  personnel,  teaching 
facilities,  class  room  and  laboratory  space, 
library,  administration,  budgetary  control, 
and  other  pertinent  facts  bearing  upon  the 
adequacy  of  the  colleges  of  pharmacy  to  pro- 
vide satisfactory  training  for  pharmacists. 

While  the  accreditation  standards  and 
methods  of  operation  have  been  substantially 
strengthened  and  revised,  these  steps  have 
been  taken  by  the  Council  in  order  to  give 
it  a practical  approach  to  the  facts,  factors 
and  problems  involved  in  the  evaluation  of 
educational  methods  as  exemplified  by  the 
curriculum  and  general  fitness  of  colleges  of 
pharmacy. 

All  colleges  of  pharmacy  have  been  furn- 
ished with  copies  of  the  revised  accreditation 
standards.  Future  inspections  will  be  based 
upon  the  new  standards. 

The  whole  accreditation  policy  of  the  Coun- 
cil is  based  upon  the  intention  to  have  “A” 
schools  maintain  their  “A”  rating.  The  Coun- 
cil also  aims  at  having  “B”  and  “C”  schools 
become  “A”  schools  without  undue  delay. 

The  Council  visualizes  only  “A”  colleges 
of  pharmacy,  once  its  accreditation  program 
becomes  in  full  force  and  effect. 
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Reports  from  the  Washington  Representative  of  N.  A.R.  D. 

by 

George  H.  Prates 


WHAT  GOES  ON  HERE  — AT  RANDOM 

THE  COUNCIL  OF  ECONOMIC  AD- 
VISERS, in  its  annual  report,  concludes  tfiat 
the  small-business  “problem”  exists  because 
big  business  exists.  Therefore,  attempts  to 
find  remedies  are  in  order.  Competition  in 
business  is  accepted  as  a national  policy.  Sug- 
gestions and  duties  are  to  aid  small  businesses 
and  to  recommend  policies  that  will  foster 
free  competition.  The  Council  agrees  that  the 
growing  power  of  large  corporations  to  con- 
trol markets  and  dictate  prices  is  one  of  the 
major  economic  problems  that  the  U.  S.  now 
is  facing.  The  Council  suggests  that  big  bus- 
iness might  solve  the  problems  by  using  re- 
straint in  price  policies,  by  expanding  pro- 
duction to  meet  national  needs  and  accepting 
“social  responsibility.” 

THE  U.  S.  DEPARTMENT  OF  COM- 
MERCE has  prepared  a booklet  designating 
SPECIAL  DAYS,  WEEKS  and  MONTHS  in 
1949.  It  is  designed  to  assist  businessmen  in 
coordinating  advertising  and  other  promo- 
tional plans  with  such  events.  National  Phar- 
macy week  is  listed  April  24-30.  There  are 
such  days  as  APPLE  DAY,  STRAW  HAT 
DAY,  NATIONAL  LAUGH  WEEK,  and  NA- 
TIONAL LEAVE  US  ALONE  WEEK.  The 
purpose  of  the  “Leave  Us  Alone  Week”  is  to 
increase  advertising  space  in  all  publications 
as  a result  of  special  sales  put  on  by  mer- 
chants and  business  houses,  free  from  fund- 
raising drives  and  solicitations.  The  booklet 
costs  10c  and  is  obtainable  from  the  U.  S.  De- 
partment of  Commerce,  Washington  25,  D.  C. 

H.  R.  877  has  been  introduced  by  Mr.  Miller 
(Neb.)  to  curtail  the  nefarious  practice  of 
evading  tax  on  cigarettes  by  mail-order  firms 
who  are  now  sending  cigarettes  through  the 
mail  into  those  States  having  a tax  on  the 
sale  of  cigarettes.  There  are  now  39  States 
which  levey  taxes  on  cigarettes.  These  taxes 
range  from  10  to  80  cents  on  a carton  of  10 
packages.  They  are  taxes  on  the  consumer 
of  cigarettes,  but  by  ordering  from  concerns 


in  tax-free  States,  the  citizen  evades  the  law 
and  does  not  pay  his  share  of  the  cigarette 
tax.  It  is  estimated  that  20  per  cent  of  the 
entire  consumption  of  cigarettes  in  some 
Sates  evade  the  State  tax.  This  of  course  re- 
duces the  revenue  to  those  Sates.  The  39 
States  having  taxes  on  cigarettes  collect 
nearly  $400,000,000  from  this  source.  It  can 
be  readily  seen  that  when  they  lose  15  or  20 
per  cent  of  this  tax,  it  is  a considerable  loss. 

A SIMPLIFIED  RECORD-KEEPING  SYS- 
TEM, flexible  enough  to  be  adapted  to  any 
retail  business,  has  been  issued  by  the  govern- 
ment and  is  available  from  the  Superintend- 
ent of  Documents,  Washington  25,  D.  C.,  for 
10  cents.  It  is  Record  Keeping  for  Retail 
Stores,  Industrial  Series  No.  80. 

NEW  SOAP  PRICE  CUTS.  Two  more  top- 
soap  manufacturers  reduced  wholesale  prices 
on  major  household  soap  products.  Proctor 
& Gamble  Soap  Co.  and  Lever  Bros,  followed 
Colgate-Palmolive-Peet  Co.  in  announcing 
6(/f  reductions.  These  reductions  ranged  from 
V2  cent  on  toilet  soaps  to  2 cents  on  some 
packaged  soaps  and  detergents. 

A NATION-WIDE  DRIVE  FOR  VOLUN- 
TEERS TO  RELIEVE  THE  CRITICAL 
SHORTAGE  of  Physicians  and  Dentists  in 
the  armed  forces  has  started.  The  project 
would  be  directed  mainly  toward  approx- 
imately 15,000  young  men  who  were  deferred 
from  service  in  order  to  complete  their  pro- 
fessional training,  many  at  government  ex- 
pense. This  was  necessary  in  order  to  pro- 
vide a continuing  flow  of  physicians  to  meet 
the  existing  war-time  emergency.  Because  of 
he  critical  shortage  of  medical  and  dental 
personnel  in  the  armed  forces,  the  Committee 
recommended  an  appeal  be  made  for  volun- 
teers from  among  these  men  with  war-time 
deferments  to  avoid  the  necessity  of  asking 
Congress  for  additional  legislation  to  meet  the 
present  critical  needs.  Physicians  and  den- 
tists who  volunteer  for  a minimum  of  12 
months’  service  would  be  commissioned  as 
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officers  and  would  receive  $100  a month  in 
addition  to  prescribed  pay  and  allowances 
for  their  rank. 

NEW  F.  T.  C.  RULES.  The  Federal  Trade 
Commission  has  adopted  a new  set  of  rules 
which  makes  it  possible  for  the  agency  to 
crack  down  on  unfair  price  discriminations, 
also  to  establish  in  any  industry  definite 
limits  beyond  which  greater  discounts  may 
not  be  given.  Further,  the  method  of  register- 
ing a complaint  may  be  initiated  by  the  Com- 
mission or  by  written  request  from  any  bus- 
inessman or  his  trade  association. 
NOXZEMA  IS  TAXABLE,  but  not  the  lather- 
less shave  cream. 

WARNING!  Again  and  again  and  again  we 
have  warned  our  members  against  the  illegal 
sale  of  barbiturates.  The  Food  and  Drug  Ad- 
ministration is  vigorously  active  in  its  cam- 
paign to  eradicate  this  evil  and  scores  of  re- 
tail druggists  have  been  apprehended. 

PLEASE  PICK  UP  THIS  CORRECTION. 
In  the  February  7 issue  of  the  N.A.R.D.  Jour- 
nal, Page  192,  under  the  title  Information 
About  Intoxicants,  where  it  was  stated  . . . 
“The  same  holds  true  for  elixir  aromatic, 
aniseseed  cordial,  essence  of  peppermint  and 
tincture  of  ginger  . . .”  we  inadvertently 
ommitted  to  state  that  ESSENCE  OF  PEP- 
PERIMENT  CONTAINING  3%  OR  MORE 
OF  ESSENTIAL  OILS  IS  REGARDED  AS 
BEING  UNFIT  FOR  BEVERAGE  PUR- 
POSES AND  MAY  BE  SOLD  AS  A 
FLAVORING  EXTRACT  BY  RETAIL 
DRUGGISTS.  IF  THE  PREPARATION 
CONTAINS  LESS  THAN  3G  OIL  OF  PEP- 
PERMINT, IT  IS  REGARDED  AS  AN  IN- 
TOXICATING LIQUOR  AND  MUST  BE 
MANUFACTURED  AND  SOLD  AS  SUCH. 
In  other  words,  we  should  have  stated  — 
Essence  of  Peppermint  (containing  less  than 
3 per  cent  oil.) 

YOUR  WASHINGTON  REPRESENTA- 
TIVE appeared  before  the  Federal  Trade 
Commission’s  hearings  on  February  10,  called 
for  the  purpose  of  establishing  trade  practice 
rules  relating  to  the  cosmetic  and  toilet  pre- 
parations industry.  N.A.R.D.’s  presentation, 
among  other  points,  protested  and  requested 
that  Rule  A of  Group  2 be  deleted  from  the 
proposed  rules.  The  rule  proposes  the  con- 
clusion by  the  industry  which  condemns  as  a 
waste  and  loss  the  return  of  industry  mer- 
chandise by  retailers.  The  return  of  mer- 


chandise is  generally  made  for  one  of  several 
reasons,  chief  among  which  is  the  unsale- 
ability of  the  product  due  to  changes  in  style, 
type,  shade,  or  need  of  the  product,  and  to 
meet  the  changed  condition,  the  manufac- 
turer introduces  a new  style,  type,  shade,  or 
kind  of  product,  without  considering  the  out- 
standing stocks  of  the  old  product  on  the  re- 
tailers’ shevles. 

“PROBLEMS  OF  AN  AGING  POPULA- 
TION: RETIREMENT  POLICIES  FOR 

CIVILIAN  EMPLOYEES  OF  THE  FED- 
ERAL GOVERNMENT  AND  EMPLOYEES 
OF  AMERICAN  INDUSTRIES,”  was  the  sub- 
ject of  an  address  by  Colonel  Wesley  C.  Cox, 
MC,  Chief  of  the  Army  Industrial  Hygiene 
Laboratory  and  Consultant  to  The  Surgeon 
General  of  the  Army.  Colonel  Cox  em- 
phasized the  danger  of  losing  the  experience 
and  knowledge  of  older  employees  who  are 
forced  to  retire  because  of  “chronological 
age.”  “Industry  and  the  industrial  medical 
program  have  a responsibility  for  the  pro- 
vision of  suitable  jobs  for  the  aging  on  the 
basis  of  their  psychological  age,”  said  Colonel 
Cox. 

A DRIED  NATURAL  HORSE  SERUM, 
which  is  free-flowing,  micro-crystalline, 
stable,  and  easily  handled,  is  one  of  a series 
of  Japanese  veterinary  medicines  described 
in  a report  now  available  to  the  American 
public.  The  report  also  describes  the  develop- 
ment of  a calcium  soap  mixed  with  mineral 
or  vegetable  oil,  and  useful  for  medicaments 
requiring  a mildly  alkaline  base;  a sul- 
fonamide compound  for  the  treatment  of 
equinine  infectious  anemia;  an  ichthammol 
substitute,  made  from  silkworm  waste,  which 
has  some  promise  as  a treatment  for  human 
eczema  and  equine  scabies;  and  a nutriment 
to  be  added  to  feed.  PB  95825,  Japanese  Vet- 
erinary Drugs  and  Medicines,  16  pages  is 
available  from  the  Library  of  Congress, 
Photoduplication  Service,  Publication  Board 
Project,  Washington  25,  D.  C.  at  $2.50  in 
photostat  form,  $1.75  in  microfilm.  Check  or 
Money  Order  to  Libraran  of  Congress. 

DRUGGISTS  HAVE  BEEN  TOLD  BY 
THE  FOOD  AND  DRUG  ADMINISTRA- 
TION to  clear  their  shelves  of  WESTSAL  and 
all  persons  who  have  purchased  the  salt  have 
been  warned  to  stop  using  it.  A bulletin  has 
been  sent  out  by  the  manufacturer  asking 
druggists  to  return  all  stocks.  Principal  pur- 
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chasers  of  the  product  have  been  persons  with 
high  blood  pressure  who  usually  are  re- 
stricted in  their  salt  diet. 

1948  RETAIL  DRUG  SALES  HIGHEST 
ON  RECORD.  Sale  of  all  retail  drug  stores 
reached  an  all-time  annual  high  of  $3,687 
million.  This  total  represents  an  increase  of 
$28  million  over  the  previous  high  of  $3,659 
million  as  estimated  for  1947.  Dec.  1948 
estimated  sales  — $394  million  — represent 
a seasonal  increase  of  $98  million  or  33  per 
cent  above  the  previous  month  but  a decrease 
of  $15  million  compared  with  December  a 
year  ago. 

THE  AVERAGE  AGE  AT  DEATH  IN  THE 
UNITED  STATES  DURING  1947  was  3.6 
years  higher  for  women  than  for  men.  The 
average  (median)  age  at  death  for  women  was 
66.9  years  as  compared  with  63.3  for  men. 

PHARMACY  GRADUATES.  According 
to  Patrick  H.  Costello,  executive  secretary  to 
The  National  Association  of  Boards  of  Phar- 
macy, it  appears  that  the  number  to  be  grad- 
uated and  eligible  for  licensure  in  1949  is 
almost  50'/  more  than  the  replacement  need 
for  1950  and  1951.  It  is  almost  double.  The 
excess  will  undoubtedly  wipe  out  any 
semblance  of  a shortage.  At  present  the  total 
undergraduate  enrollment  in  the  sixty-five 
graduated  colleges  is  19,728. 


PHARMACEUTICAL  INSTITUTE 
April  4,  5,  6,  1949 
Division  of  Pharmacy 
South  Dakota  State  College 


9:00-10:30 

10:30-11:00 


11:00-11:45 


1:30-  2:30 


PROGRAM 
Monday,  April  4 
Registration,  Room  303,  Union 
Building 

Welcome,  Dr.  Fred  H.  Leinbach, 
President,  South  Dakota  State 
College 

Welcome,  Roger  Eastman,  Presi- 
dent, S.D.Ph.A. 

Opening  Remarks,  Floyd  J.  Le- 
Blanc,  Dean,  Division  of  Phar- 
macy 

Things  to  Come,  A.  M.  Eberle, 
Dean,  Division  of  Agriculture 
Monday  P.  M. 

Socialized  Medicine,  Clark  T. 
Eidsmoe,  Professor  of  Phar- 
macy 


2:45-  3:45 

4:00-  5:00 

9:00-10:00 

10:15  - 11:00 

11:00-12:00 

1:30-  2:30 

2:45-  3:45 

4:00-  4:45 

6:30-  7:30 
7:30- 

9:00-10:00 

10:30-11:30 

1:30-  2:30 

2:30-  3:00 


Newer  Therapeutic  Agents,  Ed- 
gar E.  Parry,  Instructor  in 
Pharmacy 

Films:  “Newcastle  Disease” 

“Sulmet  Sulfamethazine  in 
Treatment  of  Livestock 
Diseases,  Lederle  Laboratories 
Tuesday,  April  5 

New  Chemicals  for  Weed  Con- 
trol and  Recommendations  for 
Application, 

Charles  J.  Gilbert 
Fred  M.  Dosch 
State  Weed  Board 

Marihuana  and  Narcotic  Prob- 
lems, Willis  P.  Blackwell,  As- 
sistant Professor  of  Pharmacy 
Tuesday,  April  5 

Diseases  Transmissible  from 
Animals  to  man.  Dr.  G.  S. 
Harshfield,  Professor,  Veterin- 
ary Science 
Tuesday  P.  M. 

The  Newer  Insecticides,  Their 
Nature  and  Use,  Dr.  W.  M. 
Rogoff,  Assistant  Professor,  En- 
tomology-Zoology 

Progress  in  the  Antibiotics, 
Guilford  C.  Gross,  Associate 
Professor  of  Pharmacology 

Films:  “Lost  Harvest” 

E.  I.  DuPont  DeNemours  and 
Co. 

“Battling  Brucellosis” 
Banquet  — Union  Building 
Entertainment 
Wednesday,  April  6 
The  1949  Legislative  Session 
and  Topics  of  Interest  to  Phar- 
macists, Bliss  Wilson,  Secre- 
tary, S.  D.  Ph.  A. 
Antihistamines  in  Allergy 
Floyd  J.  LeBlance,  Dean  of 
Pharmacy 
Wednesday  P.  M. 

Anthelmintics  for  Animal  Para- 
sites, Dr.  J.  B.  Taylor,  Associate 
Professor  Veterinary  Science 
Summation  and  Discussion: 
Floyd  J.  LeBlanc,  Dean  of 
Pharmacy 
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LEGISLATION  WILL  NOT 
SOLVE  HEALTH  PROBLEMS 


SOUTH  DAKOTA 


Legislation  will  not  solve  rural  health 
problems,  Dr.  F.  S.  Crockett,  chairman  of  the 
American  Medical  Association  Committee  on 
Rural  Health,  told  a meeting  of  national  and 
state  committees  on  rural  health  February 
3rd. 

The  meeting,  held  in  the  American  Medical 
Association’s  headquarters  at  535  North  Dear- 
born Street,  was  a preliminary  to  the  fourth 
annual  National  Conference  on  Rural  Health, 
which  was  held  at  the  Palmer  House.  The 
conference  attracted  farm  groups  and  medi- 
cal representatives  from  all  over  the  country. 

“A  law  cannot  make  more  doctors,  dentists 
or  nurses  available  immediately,”  Dr. 
Crockett  said.  “Young  people  cannot  be 
drafted  for  professions.  Only  those  who  want 
to  follow  a profession  are  available  for  train- 
ing. It  cannot  compel  them  to  practice  in  a 
locaion  not  of  their  choice  once  they  are  grad- 
uated. The  lack  of  doctors  in  certain  places 
will  not  be  solved  by  legislation. 

“The  premium  dollar  for  political  medicine 
is  a tax  dollar  that  must  pay  for  collection, 
auditing  and  dispensing  before  the  balance  is 
available  for  medical  care.  The  premium 
dollar  paid  for  voluntary  prepayment  in- 
surance has  very  little  deducted  for  adminis- 
tration.” 

He  expressed  the  opinion  that  the  medical 
profession,  educational  organizations,  farm 
groups,  industrial  unions  and  those  adminis- 
tering voluntary  health  plans  can  demon- 
strate ability  to  “do  a better  job  at  less  cost 
while  preserving  our  basic  freedoms  than  can 
ever  be  done  through  federal  and  state  law 
that  resorts  to  comuslion  and  taxation.” 


CORRECTION 

In  an  article  in  the  February  issue 
of  the  Journal  it  was  stated  that  Ver- 
non B.  Burrington  was  employed  by 
the  Blue  Drug  Company  in  Spearfish. 
This  was  in  error  as  Mr.  Burrington  is 
employed  as  manager  of  the  Beckers 
Drug  in  Lead,  South  Dakota. 


THE  SOUTH  DAKOTA  JOURNAL 
OF  MEDICINE 

300  First  National  Bank  Sioux  Falls,  S.  D. 

Subscription  $1.50  per  year  20c  per  copy 

CONTRIBUTORS 

MANUSCRIPTS:  Material  appearing  in  all  publi- 
cations of  the  Journal  of  Medicine  should  be  type- 
written, double-spaced  and  the  original  copy,  not 
the  carbon  should  be  submitted.  Footnotes  should 
conform  with  this  request  as  well  as  the  name  of 
author,  title  of  article  and  the  location  of  the  author 
when  manuscript  was  submitted.  The  used  manu- 
script is  not  returned  but  every  effort  will  be  used 
to  return  manuscripts  not  accepted  or  published 
by  the  Journal  of  Medicine. 

ILLUSTRATIONS:  Half-tones  and  zinc  etchings 
will  be  furnished  by  The  South  Dakota  Journal  of 
Medicine  when  satisfactory  photographs  or  draw- 
ings are  supplied  by  the  author.  Each  illustration, 
table,  etc.  should  bear  the  author’s  name  on  the 
back.  Photographs  should  be  clear  and  distinct: 
Drawings  should  be  made  in  black  India  ink  on 
white  paper.  Used  illustrations  are  returned  after 
publication,  if  requested. 

REPRINTS:  Reprints  should  be  ordered  when 
galley  proofs  are  submitted  to  the  authors.  Type 
left  standing  over  30  days  will  be  destroyed  and 
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should  be  made  directly  to  the  South  Dakota 
Journal  of  Medicine,  300  First  Nat’l  Bank,  Sioux 
Falls,  South  Dakota. 
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50  YEAR  CLUB 

South  Dakota  State  Medical  Association 


YEARS 


DR.  J.  L.  STEWART 


Dr.  James  Lincoln  Stewart  of  Spearfish, 
South  Dakota  has  been  awarded  the  South 
Dakota  State  Medical  Association’s  50  year 
practitioner  pin.  He  is  the  second  man  in  the 
State  to  receive  the  honor,  Dr.  S.  M.  Hohf  of 
Yankton  being  the  first. 

The  presentation  was  made  February  17th 
at  a meeting  of  the  Black  Hills  District  Med- 
ical Society,  by  Mr.  John  Foster,  executive 
Secretary  of  the  State  Association. 

Dr.  Stewart  was  born  on  November  22,  1865 
on  a farm  near  Minnesota  City,  Winona 
County,  Minnesota. 

He  began  his  education  in  the  village 
school.  Later  he  attended  and  graduated  from 
the  State  Normal  College  at  Winona  in  1886 
and  later  taught  school,  worked  in  a drug 
store  and  finally  graduated  from  the  Medical 
Department  of  the  University  of  Illinois  in 
1893  — 56  years  ago. 


The  doctor  was  married  on  September  19, 
1893  to  Josephine  Myra  Judson  and  to  this 
union  two  sons  and  one  daughter  were  born. 

He  had  practiced  his  profession  for  many 
years  at  Irene,  South  Dakota  before  moving 
to  the  Black  Hills  where  he  joined  the  med- 
ical staff  of  the  Hospital  conducted  by  the 
Homestake  Mining  Company.  He  held  this 
position  until  recently  when  he  retired  and 
moved  to  Spearfish. 

He  has  always  been  interested  in  Medical 
Societies  and  has  held  every  office  within  the 
District  and  State  Organizations  being  state 
president  in  1937. 

23  years  ago  he,  in  collaboration  with  Dr. 
R.  E.  Woodworth  of  Sanator  and  Dr.  A.  G. 
Allen  of  Deadwood  organized  the  South  Da- 
kota Medical  Veterans’  Society.  He  served 
as  its  Secretary  for  22  years  until  his  retire- 
ment at  the  Annual  meeting  which  was  held 
in  Sioux  Falls  last  May.. 
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Benign  Tumors  of  the  Breast  and 
Associated  Conditions* 

by 

Murray  M.  Copeland,  M.D..  Georgetown  University  Medical  Center,  Washington,  D.  C. 


Benign  tumefactions  and  excessive  enlarge- 
ment of  one  or  both  breasts  may  be  divided 
into: 

A.  Mammary  hypertrophy: 

1.  Infantile  hypertrophy 

2.  Mammary  asymmetry  at  puberty 

3.  Virginal  and  gravid  hypertrophy 

4.  Gynecomastia 

B.  Mammary  dysplasia: 

1.  Mastodynia  — painful  mammary 

tissue 

2.  Adenosis  — Schimmelbusch’s  Disease 

3.  Cystic  disease  — Blue-domed  cyst  of 

Bloodgood 

C.  Benign  Neoplasia: 

1.  Benign  fibroadenoma 

2.  Benign  intracystic  papillomas: 

a.  Papillary  invagination  of  large 
duct 

b.  Intracystic  papilloma 

3.  Benign  non-indigenous  tumors  of  the 

breast,  from: 

a.  Fat  (lipoma  and  xanthoma) 

b.  Lymph  and  blood  vessels  (angioma, 
lymphanioma) 

c.  Muscle  (leiomyoma,  myoblastoma) 

d.  Skeletal  mesenchyme  (chondroma 
and  osteoma) 

e.  Skin  appendage  (dermal  cyst  and 
sweat  gland  tumor) 

This  excellent  classification,  practical  in  its 
application,  is  taken  from  that  of  Geschickter. 

It  is  the  purpose  of  this  communication  to 
discuss  the  etiology,  diagnosis  and  treatment, 
in  detail,  of  the  intrinsic  benign  tumefactions 
of  the  breast. 

A.  MAMMARY  HYPERTROPHY. 

Mammary  hypertrophy  may  be  due  to  a 
variety  of  stimuli,  causing  excessive  enlarge- 
ment of  one  or  both  breasts.  It  occurs  in  both 
males  and  females  at  varying  ages. 

Infantile  hypertrophy:-  Precocious  mammary 
development  usually  occurs  in  girls  between 
the  age  of  one  and  five  years.  Such  changes 
have  not  been  recorded  as  occurring  in  boys. 


Infantile  hypertrophy  appears  to  be  asso- 
ciated with  at  least  the  following  varieties  of 
endocrine  disturbance: 

1.  Adrenal  cortex,  hyperplasia  or  neo- 
plasia. 

2.  Third  ventricle  or  hypothalamus  des- 
tructive lesions. 

3.  Ovarian  granulosa  cell  tumors  or 
cysts. 

4.  Ovarian  chorio-epitheliomas  or  tera- 
tomas, containing  chorionic  tissue. 

Although  infantile  mammary  hypertrophy 
may  result  from  disturbances  in  the  pituitary 
gland,  adrenal  gland,  ovary  or  other  en- 
docrine organ,  the  immediate  factor  stimulat- 
ing breast  hypertrophy  is  almost  always  in- 
creased estrogenic  hormone  secretion.  It  is 
well  known  that  increased  estrogen  will  pro- 
duce infantile  hypertrophy,  as  is  evidenced  in 
young  girls  with  gonorrheal  vaginitis  who  are 
treated  with  large  doses  of  estrogen. 

The  histology  of  infantile  mammary  hyper- 
trophy associated  with  granulosa  cell  tumors 
and  other  endocrine  disturbances  producing 
increased  estrogen  have  not  been  available 
for  study  because  none  have  been  excised.  It 
is  reasonable  to  conclude,  however,  that  the 
enlargement  is  identical  with  that  of  normal 
puberty.  Such  changes  should  show  a growth 
of  ducts  and  periductal  connective  tissue. 

All  the  cases  which  have  been  observed  are 
described  as  having  diffuse  and  symmetric- 
ally rounded  enlargements  of  the  breasts, 
much  like  that  of  normal  maturity. 

In  nearly  all  cases  of  infantile  mammary 
hypertrophy,  enlargement  of  one  or  both 
ovaries  may  be  found.  In  the  race  case  of  in- 
fantile hypertrophy  associated  with  lesions  of 
the  adrenal  cortex,  hirsutism  and  enlarge- 
ment of  the  clitoris  have  been  accompanying 
clinical  features. 

* (From  the  department  of  Surgery,  division  of 
Oncology).  Presented  at  the  cancer  symposium 
held  in  Sioux  Falls,  October  1949. 
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Where  the  ovaries  are  enlarged,  a lap- 
arotomy seems  justifiable  and  may  reveal  a 
granulosa  cell  tumor,  ovarian  teratoma, 
chorio-epithelioma  or  follicle  cysts.  In  all  but 
the  latter,  oophorectomy  is  indicated.  Follicle 
cysts  probably  represent  the  result  and  not 
the  cause  of  precocious  puberty  and  further 
studies,  such  as  urine  assays  for  gonado- 
trophic hormones,  may  identify  the  pituitary 
gland  as  the  source  of  hyperactivity.  Irradia- 
tion of  the  hypophysis  has  been  of  doubtful 
value. 

Where  the  infantile  mammary  hypertrophy 
is  associated  with  definite  lesions  of  the 
adrenal  cortex,  exploration  of  the  gland  may 
be  indicated. 

In  cases  of  precocious  puberty  accompany- 
ing lesions  of  the  hypothalamus,  the  indica- 
tions for  treatment  will  depend  upon  the 
nature  of  the  lesion  in  the  mid-brain. 
Mammary  asymmetry  at  puberty:-  Early 
ripening  and  adolescent  mastitis  may  occur 
during  the  development  of  the  mammary 
glands  in  girls  at  puberty.  During  this  period, 
one  breast  may  exceed  the  opposite  one  in 
rate  or  in  degree  of  development.  Such  a 
phenomenon  must  be  distinguished  from 
pathologic  unilateral  or  bilateral  virginal  hy- 
pertrophy. The  condition  of  early  ripening 
with  inequality  in  the  size  of  the  breasts  is 
temporary,  and  development  which  is  not  ex- 
cessive becomes  bilaterally  symmetrical, 
when  puberty  is  fully  established. 

Mammary  asymmetry,  when  observed, 
usually  is  in  girls  between  the  ages  of  8 and 
11  years.  The  enlarged  breast  varies  in  size 
between  that  of  a “lemon”  and  a normal 
adult  breast,  while  the  opposite  breast  is 
either  infantile  or  shows  only  beginning  de- 
velopment. Pain  and  swelling  may  precede 
breast  enlargement,  or  a button  may  appear 
beneath  the  nipple  areola.  As  a rule,  these 
early  changes  presage  enlargement  of  the 
breast  but,  with  or  without  the  complication 
of  early  ripening,  the  condition  is  frequently 
called  “adolescent  mastitis.” 

The  inequality  in  the  size  of  the  breasts  in 
mammary  asymmetry  at  puberty  results 
from  excessive  response  in  the  larger  of  the 
two  breasts  to  the  increasingly  intense 
estrogenic  stimulus  present  throughout 
adolescence.  This  condition  may  be  produced 
in  girls  by  administering  large  doses  of  estro- 
gen, as  for  gonorrheal  vaginitis.  When  the  in- 


tense stimulation  of  puberty  is  withdrawn, 
the  hypersensitivity  is  no  longer  apparent. 
Therefore,  this  form  of  mammary  asymmetry 
occurring  during  puberty  does  not  require 
therapy,  as  it  is  a temporary  response  to  in- 
tense hormonal  stimulation. 

Virginal  and  gravid  hypertrophy:-  Excessive 
and  persistent  enlargement  in  one  or  both 
breasts  may  occur  during  adolescence,  preg- 
nancy and,  occasionally,  as  the  result  of  en- 
docrine changes  brought  about  by  menstrua- 
tion. Such  an  enlargement  is  more  commonly 
seen  at  puberty,  but  all  types  are  relatively 
rare. 

Diffuse  virginal  hypertrophy  occurring  dur- 
ing adolescence  usually  begins  about  the  time 
of  the  first  menstruation.  Most  of  the  patients 
observed  have  been  between  11  and  14  years 
of  age.  The  enlargement  proceeds  rapidly  for 
a period  varying  from  three  to  six  months. 
Careful  interrogation  of  the  patient  will 
usually  reveal  that  the  breast  enlargement 
was  either  noted  prior  to  the  onset  of 
menstruation  or  that  the  menstrual  periods 
were  irregular  and  scanty  during  the  max- 
imum growth  period. 

In  gravid  hypertrophy,  enlargement  of  the 
breast  is  usually  not  noted  until  lactation  or 
weaning  of  a child.  The  unusual  mammary 
response  to  gestation  influences  is  excessive 
and  growth  is  continued  beyond  the  period  of 
post-pregnancy  involution.  The  enlargement 
is  quite  similar  to  puberty  hypertrophy,  ex- 
cept for  the  formation  of  lobules  in  late  preg- 
nancy. The  breast  enlargement  rarely  ap- 
proaches that  seen  in  virginal  hypertrophy. 

The  moderate  degrees  of  mammary  en- 
largement seen  in  menstruating  women  is 
usually  an  early  phase  of  chronic  cystic  mas- 
titis. Occasionally,  however,  one  may  ob- 
serve a unilateral  virginal  hypertrophy  in 
menstruating  women  as  old  as  30  years.  In 
such  cases,  menstruation,  previously  regular, 
becomes  scanty  and  irregular.  The  breasts 
usually  are  treated  by  amputation. 

The  breasts  of  individuals  with  virginal  or 
gravid  hypertrophy  are  found  to  be  firm, 
tense  and  indefinitely  lumpy,  during  the 
active  stage  of  enlargement.  The  nipples  may 
practically  disappear  because  of  pressure.  The 
breasts  become  pendulous  as  their  weight  in- 
creases, with  increasing  cyanosis.  The  areolae 
are  enlarged  and  the  superficial  veins  are 
greatly  dilated.  Pain  and  tenderness  are 


— 117  — 


SOUTH  DAKOTA 


transient  phenomena.  Virginal  hypertrophy 
must  be  distinguished  from  adipose  breasts. 
The  obese  breasts  transilluminate  easily  in 
contrast  to  pathologic  hypertrophies. 

The  histopathology  consists  of  an  extension 
of  ducts  with  marked  increase  in  the  periduc- 
tal and  interlobular  connective  tissue.  Lobule 
formation  occasionally  may  be  seen.  The 
ducts  may  be  moderately  dilated  and,  during 
active  growth,  show  an  increased  cellular 
proliferation  of  their  lining  cells.  Localized 
fibroadenomas  may  be  an  accompanying 
feature. 

The  tremendous  overgrowth  of  the  mam- 
mary gland  in  these  conditions  emphasizes 
the  increased  sensitivity  of  mammary  tissue 
to  hormonal  stimuli.  In  virginal  and  gravid 
hypertrophy  of  the  human  breast,  the  physio- 
logical limitation  of  growth  seems  to  be  lack- 
ing and,  under  the  physiological  stimuli  of 
adolescence  or  pregnancy,  the  breast  in- 
creases in  size  as  10  to  30  times  the  normal 
size. 

The  usual  treatment  is  amputation  of  the 
enlarged  breast.  Plastic  surgery  occasionally 
may  be  attempted  to  save  some  portion  of 
the  mammary  tissue.  Tremendous  enlarge- 
ment, with  marked  edema  and  atrophy  of  the 
nipples,  makes  amputation  rather  than  plastic 
surgery  the  procedure  of  choice. 
Gynecomastia:  Benign  enlargement  of  the 
male  breast  is  much  more  common  than  can- 
cer of  that  organ.  It  presents  a variety  of 
clinical  pictures,  the  recognition  of  which  is 
important  from  the  standpoint  of  prognosis 
and  treatment.  In  early  puberty,  the  diffuse 
hypertrophic  form  is  more  common.  The  en- 
largement is  usually  moderate,  consisting  of 
hypertrophied  mammary  tissue,  without 
marked  increase  in  surrounding  fatty  tissue. 
This  form  may  yield  to  testerone  propionate 
or,  occasionally,  subside  spontaneously. 
The  fibroadenomatous  type  is  more  chronic 
and  is  usually  seen  in  adults.  Definite 
nodularity  is  noted  and  must  frequently  be 
distinguished  from  carcinoma  of  the  male 
breast.  A rare  and  unusual  form  is  that  seen 
in  true  feminization  of  the  male  breast.  The 
glands  approach  the  size  seen  in  the  adult 
female  and  a proportionate  amount  of  fatty 
tissue  is  present. 

The  age  distribution  varies  between  12  and 
74  years  of  age.  Many  authors  believe  that 
nearly  all  boys,  sometime  during  the  years 


of  puberty,  develop  an  adolescent  mastitis  or 
button-shaped,  sub-areolar  node  of  palpable 
size  beneath  the  nipple.  The  node  tends  to 
disappear  at  about  the  age  of  17  years.  A 
great  number  of  patients  develop  lesions  be- 
tween the  ages  of  30  and  45  years.  Gyneco- 
mastia appears  as  a unilateral  swelling  in 
86%  of  the  cases.  The  swelling  has  a discrete, 
circumscribed  character,  firm  and  indefinitely 
lumpy  on  palpation.  The  swelling  is  usually 
not  larger  than  three  times  the  normal  size 
of  the  breast.  One-third  of  the  patients  com- 
plain of  pain  or  sensitivity  and  50%  complain 
of  some  tenderness  on  palpation.  Discharge 
from  the  nipple  is  extremely  rare. 

Microscopic  examination  reveals  a growth 
of  mammary  ducts  and  periductal  stroma. 
Lobule  formation  is  absent.  Hyperplasia  of 
the  duct  epithelium  is  seen,  with  moderate 
desquamation  of  cells  into  the  lumen  of  the 
duct.  Occasionally,  papillary-like  projections 
are  present.  The  entire  picture  may  be  indis- 
tinguishable from  the  early  development  of 
the  normal  female  breast  at  puberty. 

The  endocrine  disturbances  associated  with 
gynecomastia  may  relate  to  the  gonad,  ad- 
renal cortex,  or  hypophysis.  Gynecomastia 
has  been  observed  in  cases  of  teratomatous 
tumors  of  the  testicle,  interstitial  cell  hyper- 
plasia of  the  testis,  hypophyseal  adenomas  and 
from  androgens  and  estrogens  which  may  be 
found  in  significant  quantities  in  normal 
males  and  probably  arising  from  the  adrenal 
gland.  In  the  latter  case,  the  resultant  breast 
hypertrophy  is  due  to  an  imbalance  between 
estrogen  and  the  androgenic  function  of  the 
testicle. 

In  cases  of  gynecomastia,  surgery  should  be 
postponed  until  it  is  evident  that  enlargement 
will  not  regress  spontaneously.  If  the  mass 
palpated  is  discrete,  firm,  or  growing  in  size, 
biopsy  should  be  performed  to  rule  out  mam- 
mary carnoma.  In  many  cases,  excision  of 
the  excessive  breast  tissue,  with  preservation 
of  the  nipple,  is  indicated  for  psychological 
reasons.  In  cases  where  tumor  of  the  testis 
or  adrenal  is  found  responsible  for  the  con- 
dition, surgical  removal  of  the  endocrine 
tumor  results  in  regression  of  the  mammary 
enlargement.  Testosterone  therapy,  intra- 
muscularly, has  been  used  at  the  rate  of  25 
mgms.,  twice  weekly,  for  10  or  12  weeks.  This 
may  have  application  in  the  persistent  cases 
in  adults  (Hoffman),  although  Geschickter 
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reports  unsuccessful  use  in  his  own. cases. 

B.  MAMMARY  DYSPLASIA. 

Mammary  dysplasia  is  neither  inflamma- 
tory nor  neoplastic  but  represents  an  ex- 
pression of  ovarian  dysfunction  in  menstrua- 
ting women.  This  point  of  view  has  not  gone 
unchallenged,  but  many  observers  support  a 
definite  endocrine  factor  as  being  linked  with 
mammary  dysplasia,  benign  mammary  neo- 
plasia and  the  production  of  carcinoma  of  the 
breast. 

Mastodynia:-  Mastodynia  is  characterized 
by  pain  and  tenderness  in  the  pre-menstruum, 
referred  to  a portion  of  the  breast  (usually 
the  outer  and  upper  third)  which  is  more 
tender,  firmer,  thicker  and  more  granular 
than  the  surrounding  breast.  It  may  be  either 
unilateral  or  bilateral.  It  is  common  between 
the  ages  of  20  and  40  years  and  affects  mar- 
ried women  more  often  than  unmarried  wo- 
men in  a ratio  of  three  to  one. 

The  patients  fall  into  two  endocrine  groups: 
(1)  Women  in  the  child-bearing  age  who  have 
a tendency  towards  sterility  and  who  have 
not  recently  had  a pregnancy.  Breasts  are 
usually  well  developed,  the  menstrual  history 
is  normal  and  the  disturbance  in  the  breast 
comes  late  after  maturity  and  is  usually 
transient.  (2)  Young  childless  women  with 
small,  astrophic  breasts.  These  breasts  sug- 
gest a primary  mammary  deficiency  arising 
at,  or  shortly  after,  adolescence.  The  menses 
are  irregular  and  the  women  are  frequently 
sterile. 

Histologically,  there  is  imperfect  lobule 
formation  and  an  increase  in  periductal  and 
intralobular  stroma.  Irregular  epithelial 
growth  is  noted  in  the  terminal  tubules,  which 
may  be  dilated. 

The  defective  lobule  formation,  as  demon- 
strated in  recent  studies,  is  due  to  reduced 
function  of  the  corpus  luteum  which,  in  some 
patients,  may  be  a relative  lowering  of  the 
luteal  function  or  excessive  stimulation  by 
the  estrogenic  hormone.  Normal  lobule  for- 
mation is  dependent  on  the  proper  ratio  of 
estrogen  and  luteal  hormones. 

The  treatment  of  mastodynia  is  varied.  The 
first  objective  is  to  rule  out  the  possibility  of 
cancer  or  true  infection.  Once  the  diagnosis 
of  mastodynia  is  confirmed,  simple  suppor- 
tive measures  are  worthwhile,  including  re- 
assurance and  a breast  support  (brassiere). 
Estrogen  in  doses  of  10,000  international  units. 


intramuscularly,  once  a week  between  two 
periods,  and  then  2,000  units,  once  a month  in 
the  pre-menstruum  for  a limited  time,  has 
proved  effective  in  controlling  the  condition. 
Testosterone  propionate  in  doses  of  25  mgms. 
per  week  for  a short  while  has  proved  satis- 
factory in  a few  cases.  Progesterone  therapy 
has  proved  to  be  the  treatment  of  choice. 
Progesterone,  administered  in  5 mgm.  doses, 
hypodermically,  twice  a week  for  the  last  two 
weeks  of  one  or  two  consecutive  cycles,  with 
a total  dose  ranging  between  20  to  40  mgms., 
has  proven  effective. 

Adenosis:-  Adenosis  (Schimmelbusch’s  Dis- 
ease) is  characterized  by  the  occurrence  in 
one  or  both  breasts  of  multiple  nodules  which 
measure  from  1 mm.  to  1 cm.  in  diameter  and 
are  usually  distributed  about  the  upper  and 
outer  hemisphere  of  the  breast.  Women  be- 
tween the  ages  of  35  and  44  years  are  most 
frequently  affected.  In  one  third  of  the 
patients,  pain  is  a conspicuous  feature.  Ad- 
enosis is  often  superimposed  on  a persistent 
mastodynia  and  is  much  more  chronic  and 
more  intractable  to  treatment.  The  breasts, 
as  in  mastodynia,  are  thickened,  granular  and 
tender,  with  the  additional  finding  of  multiple 
nodules. 

There  is  a definite  relation  between  ad- 
enosis, mastodynia  and  cystic  disease  of  the 
breast.  Tissue  excised  from  a patient’s  breast 
with  adenosis  may  show  cysts,  while  that 
excised  from  a breast  with  cystic  disease  may 
show  adenosis. 

Patients  with  adenosis  fall  into  two  en- 
docrine groups:  (1)  Women  with  early  sexual 
maturity  having  small  breasts,  due  to 
stunting  from  high  estrogenic  stimulation  in 
adolescence.  They  may  have  a relatively  far 
advanced  stage  of  the  disease  in  their  early 
twenties.  (2)  Women  of  30  years  or  more  of 
age,  with  characteristic  breast  changes  of  one 
year’s  duration,  complaining  of  pain  or  mens- 
trual disturbances  and  who  are  usually 
psychically  upset.  In  this  second  group,  the 
symptoms  and  findings  are  apparently  due  to 
a prolonged,  moderate  hyperestrinism, 
brought  about  by  lowered  function  of  the 
corpus  luteum  over  a long  period  of  time. 
The  secretion  of  estrogen  is  usually  found  to 
be  within  normal  limits. 

Clinically,  Geschickter  has  found  that 
among  patients  with  adenosis  of  the  breast, 
the  incidence  of  cancer  is  2%,  while  among 
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those  with  cystic  disease  the  incidence  is 
0.79^^ . Among  women  as  a whole,  the  in- 
cidence of  cancer  of  the  breast  is  as  little  as 
0.42 

Histologically,  the  diseased  portion  of  the 
breast  shows  increased  fibrous  tissue  through 
the  parenchyma,  riddled  with  small  cysts, 
minute  adenomas,  papillomas  and  dilated 
ducts.  There  is  much  increase  in  the  periduc- 
tal and  perilobular  stroma.  The  intraductal 
hyperplasia  and  the  epithelial  proliferation 
of  acini  resemble  those  in  various  forms  of 
cancer. 

Therapy  in  adenosis  must  be  based  on  an 
accurate  appraisal  of  the  condition.  Doubtful 
cases  must  be  investigated.  Nodules  which 
are  distinct  and  larger  than  usual,  or  growing 
noticeably  larger,  must  be  excised  and  sec- 
tioned, whether  the  nodule  is  cystic  or  solid. 
Breast  amputation  to  prevent  possible  de- 
velopment of  cancer  does  not  seem  justified 
in  the  uncomplicated  case  of  adenosis.  How- 
ever, breasts  from  which  biopsies  are  taken 
which  are  difficult  of  pathological  interpre- 
tation or  which  show  early  cancer  leave  no 
choice  except  that  of  doing  radical  mastec- 
tomy. Because  patients  with  this  condition 
already  have  a relative  hyperestrinism  of 
long  standing,  estrogenic  therapy  is  not  satis- 
factory. Further,  animal  experiments  in 
which  long  standing  hyperestrinism  has  been 
carried  out  reveal  the  development  of  breast 
cancer.  It  is,  therefore,  not  coincidental  that 
statistics  show  an  increased  incidence  of  can- 
cer among  patients  with  adenosis  of  the 
breast.  Progesterone  therapy  gives  sympto- 
matic relief  in  most  of  the  patients  treated, 
but  the  nodules  usually  persist.  If  they  are 
cysts,  aspiration  may  obliterate  them.  Pro- 
gesterone is  administered  in  5 mgm.  doses,  in- 
tramuscularly, twice  per  week,  giving  from 
20  to  60  mgms.  total  dose  between  two  or 
three  menstrual  cycles.  Recurrence  of  sym- 
ptoms may  be  encountered  after  such  treat- 
ment. 

Cystic  disease:-  Macroystic  disease  of  the 
breast  occurs  in  women  at  or  near  the  meno- 
pause. The  disease  is  characterized  by  the 
discovery  of  a lump  and,  in  a minority  of 
patients,  the  complaint  of  mild  pain,  soreness 
and  a burning  or  sticking  sensation,  prior  to 
the  appearance  of  the  cystic  lump.  The 
breasts  affected  are  usually  large  or  adipose. 
The  cysts,  in  the  majority  of  instances,  are 
near  the  central  zone  of  the  breast.  Fluctua- 


tion in  the  size  of  the  tumor  is  occasionally 
noted. 

The  disease  predominates  in  childless  wo- 
men in  a ratio  of  three  to  two.  When  ob- 
served in  women  who  have  borne  children, 
at  least  four  years  to  a decade  have  elapsed 
between  the  time  of  the  last  pregnancy  and 
the  onset  of  the  disease.  Menstrual  disorders 
encountered  are  associated  with  the  meno- 
pause. Therefore  endocrine  factors,  which 
appear  in  childless  women  and  those  ap- 
proaching the  menopause,  are  of  considerable 
etiologic  significance  from  a clinical  stand- 
point. Geschickter  and  others  have  found 
evidence  to  support  the  probability  that  in 
intense  or  unopposed  estrogenic  stimulus  re- 
sults in  the  formation  of  cysts.  The  period  of 
stimulation  may  be  brief  and  the  withdrawal 
of  the  stimulus,  followed  by  a secretory 
activity,  may  play  a role  in  the  development 
of  the  large  cysts. 

Simple  cysts,  herein  described,  affect  the 
smaller  ducts  and  terminal  tubules.  Cancer 
cysts  and  intracystic  papillomas  are  not  the 
result  of  this  process.  They  more  often  affect 
the  large  ducts  near  the  nipple,  after  the 
menopause.  It  is  to  be  noted,  however,  that 
cancer  is  to  be  found  in  0.74'/  of  patients  with 
cystic  disease.. 

In  the  great  majority  of  patients,  one  large 
cyst  of  an  appreciable  size  is  found,  but  single 
cysts  may  be  found  in  both  breasts  in  11% 
of  the  patients.  Multiple  cysts  are  found  in 
one  or  both  breasts  in  25%  of  cases  at  the  first 
examination.  These  latter  cysts  occur  in  a 
slightly  younger  age  group  and  the  symptoms 
are  similar  to  those  associated  with  adenosis. 

The  tumor  and  the  breast  can  be  transil- 
luminated  well.  The  majority  of  the  cysts 
project  into  the  fat  over  the  breast  and  are 
easily  aspirated,  yielding  a cloudy  or  a serious 
fluid. 

Microscopically,  the  lining  epithelium  of 
the  cyst  is  often  replaced  by  fibrous  tissue,  or 
the  persistent  cuboidal  epithelium  contains 
eosin-staining  cytoplasm.  Multiple  small 
cysts  and  dilated  ducts  may  be  seen  in  the 
surrounding  tissue.  Lobule  structure  is  poor 
and  is  found  frequently  undergoing  re- 
gression. 

The  treatment  of  choice  is  excision  of  the 
cysts.  In  15%  of  the  patients,  other  cysts  de- 
velop in  the  breasts.  Such  recurrent  tumors 
in  patients  past  the  menopause  must  be  held 
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suspect  for  cancer,  until  accurately  diagnosed. 
Progesterone  has  been  of  some  value  in  pre- 
venting the  recurrence  of  cysts  in  these  pa- 
tients, after  surgical  removal.  Endocrine 
therapy  should  be  instituted  only  when 
accurate  information  exists. 

C.  BENIGN  NEOPLASIA. 

Only  two  groups  of  benign  tumors  arising 
from  the  breast  parenchyma  are  found  with 
any  degree  of  frequency:  fibroadenoma,  a 
structure  of  fibrous  tissue  and  ducts;  and 
papilloma,  growing  within  a dilated  duct  or 
cystic  cavity. 

Benign  fibroadenoma:-  Fibroadenoma  is  a 
firm  and  encapsulated  tumor  with  consider- 
able mobility,  which  is  the  most  common 
benign  tumor  of  the  breast  in  young  women 
of  the  child-bearing  age.  The  average  age  at 
which  it  occurs  is  around  22  years.  The  pa- 
tients usually  give  a history  of  a single  tumor 
which  has  gradually  enlarged  over  a period 
of  months  or  years,  with  more  rapid  growth 
in  early  adolescence,  during  pregnancy  or, 
occasionally,  near  the  menopause.  Such 
periods  of  accelerated  growth  are  at  the  times 
when  high  concentrations  of  estrogen  are 
found.  The  tumor  also  may  respond  to  mens- 
trual fluctuation  of  the  ovarian  hormones. 
While  a solitary  lesion  is  usually  found  on 
examination,  multiple  growths  may  be  pres- 
ent. The  lack  of  retraction  of  the  nipple  or  of 
atrophy  of  the  skin,  together  with  the  average 
age  incidence,  help  differentiate  the  tumor 
from  cancer.  Cystic  disease,  or  some  other 
rare,  firm  lesion  of  the  breast,  presents 
problems  of  differential  diagnosis. 

Histologically,  the  tumors  are  composed  of 
a growth  of  ducts  and  an  abundance  of 
periductal  connective  tissue.  The  connective 
tissue  is  dense  in  slow-growing  tumors,  but 
takes  on  a loose,  myxomatous  character  in 
tumors  of  rapid  growth.  The  latter  group  is 
commonly  designated  as  intracanalicular  my- 
xoma. Toward  the  menopause,  giant  my- 
xoma, occasionally  complicated  by  fibrosar- 
coma may  develop  in  a fibroadenoma.  Such 
lesions  grow  slowly  over  a period  of  five  or 
six  years  with  rapid  enlargement  towards 
the  end. 

Fibroadenoma  seems  to  be  related  to  con- 
stant, high-level,  intense  doses  of  estrogenic 
substances.  This  observation  is  in  keeping 
with  the  findings  in  breasts  of  women  where 
the  growth  of  fibroadenomas  occurs  during 


the  periods  of  adolescence,  early  pregnancy 
and  the  menopause,  rather  than  the  period 
of  cyclic  menstruation. 

Excision  is  the  treatment  of  choice,  since 
this  makes  the  diagnosis  certain  and  avoids 
the  development  of  large  tumor  growths  with 
the  occasional  complicating  factor  of  sarcoma 
or  carcinoma.  After  excision,  fibroadenoma 
may  reappear  in  about  10%  of  the  cases, 
either  in  the  same  breast  or  the  opposite 
breast. 

Benign  intracystic  papilloma:-  Lesions  of  the 
breast  which  show  a papillary  epithelial 
structure  are  fairly  common.  This  group  in- 
cludes: (1)  papillary  invaginations  of  the 
large  ducts,  (2)  intracystic  papilloma,  and  (3) 
papillary  hyperplasia  which  occurs  in  ad- 
enosis of  the  breast.  Except  for  papillary 
changes  seen  in  patients  with  papillary  ad- 
enosis of  the  breast,  benign  intracystic  papil- 
loma occurs  in  women  usually  near,  or  just 
beyond,  the  menopause.  The  frequency  is 
about  equal  in  nulliparous  and  parous  wo- 
men. 

The  papillary  invaginations  of  the  larger 
ducts  and  intracystic  papillomas  occur  in  the 
central  zone  of  the  breast  and  are  frequently 
associated  with  a sanguineous  discharge  from 
the  nipple.  A soft,  compressible  mass,  usually 
freely  movable,  may  have  been  noted  by  the 
patient  from  six  months  to  five  years  prior  to 
seeking  medical  advice.  On  transillumination, 
the  lesion  is  opaque  and,  on  pressure,  a bloody 
discharge  may  be  observed. 

Histologically,  the  papillary  lesion  may 
completely  fill  the  cyst  cavity.  The  cavity 
may  be  multilocular  and  filled  with  small 
papillomas.  The  papilloma,  per  se,  is  com- 
posed of  branching,  tuft-like  stalks,  festoned 
with  epithelial  covering.  The  central  stalk  is 
the  source  of  the  blood  supply  and  is  the  only 
attachment  of  the  papilloma  to  the  cyst  wall. 
The  epithelium  over  the  fibrous  core  is  ar- 
ranged in  an  orderly  manner,  usually  two 
layers  thick.  The  outer  layer  is  composed  of 
tall  columnar  cells. 

The  tumors  may  vary  from  one  to  five  cms. 
in  diameter,  and  the  larger  variety  frequently 
show  malignant  changes. 

The  tumors,  with  surrounding  breast  tissue, 
are  best  treated  by  excision.  The  wall  of  the 
cyst  at  the  base  of  the  papilloma,  as  well  as 
the  papilloma,  itself,  must  be  examined 
microscopically.  Evidence  of  malignant 
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change  in  the  papilloma,  with  or  without  in- 
vasion of  the  stalk,  makes  radical  mastectomy 
mandatory. 

Papillary  hyperplasia,  associated  with 
adenosis  of  the  breast,  is  widely  distributed 
throughout  the  breast  parenchyma.  The 
clinical  character  and  histopathology  of  the 
disease  have  been  previously  described. 
Papillary  hyperplasia  is  common,  with  ad- 
enosis, in  women  between  the  ages  of  30  and 
the  early  forties.  The  process  is  usually  found 
in  both  breasts  and  located  towards  the 
periphery  of  the  parenchyma.  In  the  pres- 
ence of  bloody  discharge  from  the  nipple, 
without  obvious  change  clinically  in  the  af- 
fected areas,  the  site  of  the  offending  papil- 
loma frequently  is  determined  with  difficulty. 
The  duct  or  area  can  occasionally  be  located 
by  transillumination  or  through  palpating 
the  breast  by  areas,  observing  the  place  from 
which  a bloody  discharge  can  be  expressed 
from  the  nipple.  Such  areas  must  be  explored 
and  the  tissue  examined  histologically,  as 
cancer  may  be  a definite  possibility. 

Histologically,  the  lobule  buds  of  the 
terminal  tubules  contain  cyst-adenomatous 
structures,  sometimes  completely  filling  the 
dilated  cystic  tubules. 

The  significance  of  the  bleeding  nipple  has 
been  variously  interpreted  by  numerous  in- 
vestigators. Geschickter,  in  a large  series  of 
cases,  found  that  it  occurred  in  only  4%  of 
females  with  carcinoma  of  the  breast  and 
that  bleeding  from  the  nipple  preceded  the 
appearance  of  a breast  tumor  in  only  22  of 
100  instances  of  benign  lesions  studied.  He 
concluded,  however,  that  bleeding  from  the 
nipple  must  be  carefully  evaluated  and  the 
cause  removed,  due  to  the  potential  mali- 
gnant change  frequently  found  in  benign 
papillomas. 

The  possibility  of  an  endocrine  factor  in 
the  origin  of  intracystic  papillomas  has  been 
suggested  by  Geschickter,  based  on  three 
factors,  namely:  (1)  the  presence  of  epithelial 
buds  representing  remnants  of  normal  mam- 
mary development,  (2)  their  distribution, 
along  the  large  ducts,  or  at  the  terminal 
tubules,  and  (3)  prolonged  regenerative  activ- 
ity in  the  buds.  The  last  factor  occurs  after 
prolonged  estrogen  stimulation,  constant  but 
not  necessarily  of  high  intensity.  Because  of 
such  relationship  endocrine  therapy  for  this 


group  of  tumors  seems  unwarranted  and, 
indeed,  may  be  hazardous. 

Benign  non-indigenous  tumors  of  the  breast:- 

A variety  of  benign  and  malignant  tumors, 
important  from  the  standpoint  of  differential 
diagnosis,  may  arise  from  the  mesodermal 
structures  of  the  breast.  Rarely  epithelial 
tumors,  such  as  dermoid  cysts  and  adenomas 
of  the  sweat  glands,  complicate  the  problem 
of  diagnosis.  Non-indigenous  tumors  com- 
prise about  1%  of  all  mammary  lesions. 

(a)  Lipoma  and  xanthoma:  If  nevi, 
keloids  and  neurofibromas  involving  the  skin 
over  the  breast  are  excluded,  the  most  com- 
mon benign,  non-indigenous  tumors  of  the 
breast  are  those  found  arising  in  fatty  tissue. 

Lipomas,  varying  from  one  to  several  cm. 
in  diameter,  are  frequently  confused  with 
cystic  disease  or  fibroadenoma  of  the  breast. 

Fat  destruction,  followed  by  a regenerative 
process,  including  phagocytosis  and  foreign 
body  cells  may  occur  in  the  breast  in  a variety 
of  conditions  such  as,  abscess,  benign  and 
malignant  tumors  and  following  trauma. 
These  changes  give  the  picture  of  fat  necrosis 
and  xanthoma,  which  are  probably  two  stages 
of  the  same  process.  Such  lesions  should  be 
excised  if  any  difficulty  in  differential  diag- 
nosis between  such  lesions  and  carcinoma  is 
experienced. 

(b)  Angioma,  lymphangioma:-  Angiomas 
and  lymphangiomas  of  the  breast  are  ex- 
tremely rare.  Bloodgood  stated  that  he  had 
never  explored  one.  Unless  the  characteristic 
blue  or  red  color  is  discerned  through  the 
skin,  the  lesion  is  usually  confused  with  in- 
tracystic papilloma  or  papillary  cancer. 

(c)  Muscle  tumors:-  Benign  tumors  of 
smooth  muscle  may  occur  in  the  region  of 
the  nipple  or  in  the  breast  proper,  and  are 
usually  slowly  growing,  painless  and  freely 
movable  lesions.  Benign  myoblastomas  of 
voluntary  muscle  are  occasionally  found  and 
are  small,  encapsulated  growths,  rarely  ex- 
ceeding 2 cm.  in  diameter. 

(d)  Skeletal  mesenchyme  tumors:-  Benign 
chondromas  and  osteomas  are  extremely 
rare  tumors  found  in  the  mammary  glands 
and  their  source  of  origin  in  the  breast  is 
difficult  to  explain.  They  are  usually  seen  in 
elderly  women  in  association  with  mammary 
fibroadenoma. 

Bone  spicules  may  occur  in  the  breast  as 
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a foreign  body,  associated  with  lesions  of  the 
ribs  and,  on  microscopic  examination,  show 
nodules  composed  of  small  fragments  of 
bone  surrounded  by  dense,  fibrous  tissue. 

(e)  Skin  appendage  tumors:-  Dermal 
cysts  and  sweat  gland  tumors  may  occur  in 
the  breast  as  well  as  elsewhere  in  the  body. 
They  may  be  found  either  subcutaneously 
or  in  the  deep  tissues  of  the  breast.  They  in- 
clude sebaceous  cysts,  cholesteatomas  and 
benign  sweat  gland  tumors. 

The  treatment  for  benign  non-indigenous 
tumors  is  uniformly  that  of  excision  and 
frozen  section.  If  malignant  changes  are 
found,  radical  mastectomy  is  the  treatment  of 
choice  in  most  instances.  In  cases  where 
sarcoma  is  found,  the  possibility  of  hema- 
togenous metastases,  rather  than  extension  by 
lymph  glands,  has  led  to  the  more  conserva- 
tive procedure  of  doing  simple  mastectomy. 

SUMMARY 

Benign  tumefactions  and  excessive  enlarge- 
ments of  the  breast  have  been  presented  with 
reference  to  the  clinical  aspects  of  the  disease 
involved.  The  endocrine  factors  of  etiology 
have  been  emphasized.  Treatment  has  been 
discussed,  including  endocrine  therapy.  Some 
fundamental  factors  of  prime  importance  in 
the  treatment  of  benign  lesions  of  the  breast 
have  been  emphasized  including:-  (1)  the 
necessity  for  accurate  diagnosis;  (2)  the  statis- 
tical liability  to  malignant  change;  (3)  if  doubt 
exists  as  to  the  nature  of  the  process,  surgical 
exploration  and  competent  pathological  ex- 
amination of  the  excised  tissue  are  indicated; 
(4)  the  sine  qua  non  for  the  cure  of  cancer  is 
early  diagnosis  and  the  complete  ablation  of 
the  disease. 
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Exfoliative  Cytology 

R.  L.  Ferguson,  M.D.,  Professor  of  Pathology 
University  of  South  Dakota 


In  1928  Papanicoloau  < ^ ' published  his  first 
paper  on  exfoliative  cytology.  In  this  paper 
he  stressed  the  importance  of  the  cells  found 
in  the  vaginal  secretions  and  their  relation  to 
carcinoma  of  the  uterus.  In  1941  and  1943 
Papanicoloau  and  Traut  <2  a.  b,  c,  d)  followed 
with  papers  and  a monograph  demonstrating 
and  describing  these  cells  with  their  interpre- 
tation. This  work  was  confirmed  by  Meigs, 
el.  al.  ‘ 3 • , who  reported  a series  of  cases 
studied  at  the  Massachusetts  General  Hos- 
pital. Meigs,  et.  al.  published  a second 
paper  in  1945,  further  confirming  this  tech- 
nique. Thus  the  value  of  the  smear  technique 
as  an  aid  to  early  diagnosis  of  uterine  cancer 
has  been  well  established  < 5,  6.  7)  McDonald 
< 8 ’ has  been  successful  in  diagnosing  cancer 
of  the  stomach  and  lung  with  this  technique. 
Papanicoloau,  et.  al.  * ^ , also  have  been  diag- 
nosing cancer  of  the  lung,  bladder,  kidney, 
stomach,  and  skin  by  this  technique. 

Pollard,  et.  al. ' , have  used  this  method 

in  studying  gastric  contents.  Their  results  are 
as  follows:  Of  192  aspirations  in  patients  with 
no  clinical  evidence  of  neoplasm,  86%  of  the 
smears  were  negative  and  14%  showed  false 
positive.  In  41  cases  which  were  histologically 
as  well  as  clinically  gastric  carcinoma,  smears 
showed  35%  positive  and  65%  indefinite 
negative.  They  state  that  the  method  is  value- 
less except  in  the  hands  of  an  experienced 
and  specially  trained  pathologist. 

The  importance  of  early  diagnosis  of  can- 
cer cannot  be  stressed  enough  as  it  is  in  this 
stage  that  the  patient  can  often  be  completely 
cured.  Engels  ‘ ^ ^ > states,  “38,000  people  die 
annually  in  these  United  States  of  gastric  car- 
cinoma. Or,  one-fifth  of  all  deaths  from  car- 
cinoma are  due  to  a gastric  lesion,  or,  one 
person  dies  of  gastric  carcinoma  in  the  United 
States  every  18  minutes.”  This  means  that 
there  is  a diagnostic  delay  in  this  disease,  and 
any  new  technique  which  may  aid  the 
clinicians  in  the  reduction  of  this  mortality 
should  be  pushed  to  the  fullest  extent.  Car- 
cinoma of  the  lungs  some  years  ago  was  a 


rare  finding,  but  in  the  past  thirty  years  it 
has  become  more  common.  Whether  this  is 
due  to  an  increase  in  the  disease,  or  to  more 
accurate  methods  of  diagnosing,  is  an  un- 
answered question.  Boyd  ^ ^ 2 ) of  the 
opinion  there  is  no  increase  in  the  number  of 
cases,  but  is  due  to  the  development  of  new 
and  better  techniques,  and,  also,  to  the  clinic- 
ian’s alertness  in  keeping  this  in  mind  during 
the  examination. 

Although  numerous  papers  have  been  pub- 
lished on  the  diagnosis  of  the  cancer  cells 
found  in  the  body  fluids  and  secretions,  none 
have  described  the  methods  of  preparing 
specimens  for  the  laboratory.  I have  received 
numerous  requests  for  information  concern- 
ing the  preparation  of  the  specimen  for  the 
laboratory,  and  this  paper  is  being  written 
to  furnish  such  information.  A large  part  of 
the  following  material  was  obtained  from 
Dr.  Papanicoloau’s  course  in  exfoliative 
cytology. 

History: 

The  pathologist  is  a well  trained  man  in 
his  specialty.  Use  him  as  a consultant  and  do 
not  try  to  quiz  him  by  sending  in  specimens 
that  are  not  accompanied  by  a history  and 
clinical  findings.  Every  clinician  is  indebted 
to  the  patient  to  give  him  the  best  treatment 
available,  since  he  has  placed  his  welfare  in 
your  hands. 

Female  Reproductive  Tract: 

In  examining  the  female  reproductive  tract 
for  cancer,  three  smears  should  be  taken;  (1) 
from  the  posterior  fornix  of  the  vagina,  (2) 
from  the  endocervical  canal,  and,  (3)  from  the 
uterine  canal,  when  fundal  carcinoma  is  sus- 
pected. In  the  posterior  fornix  of  the  vagina, 
secretion  can  be  collected  with  a rubber  bulb 
on  a glass  pipette,  or  if  this  is  not  available,  a 
10  cc.  syringe  with  a catheter  attached  will 
act  as  a substitute.  The  aspirated  material  is 
expelled  on  a slide  and  spread  with  the  side 
of  the  pipette  or  catheter.  Drop  the  slide  into 
a beaker  of  95%  ethyl  alcohol  and  ether, 
equal  parts,  for  one  hour;  remove  it,  cover  it 
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with  glycerine  and  use  a clean  slide  as  a 
cover.  At  no  time  should  this  slide  be  allowed 
to  dry  and  if  it  does,  it  should  be  discarded 
and  the  above  procedure  repeated.  Endocer- 
vical  secretion  is  aspirated  by  means  of  a 
laryngeal  catheter;  however,  if  this  is  not 
available  a rubber  catheter  and  10  cc.  syringe 
may  be  used.  The  secretion  is  expelled  on 
the  slide  and  treated  in  the  same  manner  as 
the  specimen  taken  from  the  posterior  fornix 
of  the  vagina.  This  smear  is  contraindicated 
if  pregnancy  is  suspected  or  bad  infection 
exists.  Swab  smears  should  be  taken  from 
any  suspicious  areas  that  may  appear  on  the 
cervix  and  treated  the  same  as  vaginal  slides. 
Bronchial  Secretions: 

Aspirated  bronchial  secretions  should  be 
mixed  with  10  or  15  cc.  of  95%  ethyl  alcohol. 
Always  rinse  collecting  tubes  with  alcohol 
and  add  to  specimen.  If  it  is  impossible  to 
collect  bronchial  secretions,  saline  irrigation 
may  be  used.  Proper  labels  should  be  placed 
on  all  specimens. 

Sputum: 

Material  from  a deep  cough  is  expectorated 
directly  into  a container  of  70%  alcohol.  Early 
morning  specimens  are  not  desirable  because 
many  patients  have  a posterior  nasal  drip. 
Salivary  specimens  should  not  be  sent. 
Pleural,  Peritoneal,  or  any  other  type  of  fluid; 

Mix  fluid  with  equal  parts  of  95%  ethyl 
alcohol.  ■ Do  not  send  in  over  100  cc.  of  the 
mixture. 

Bladder,  Ureters,  and  Kidney; 

All  female  patients  should  be  catheterized. 
Such  a procedure  is  preferable,  but  not  neces- 
sary in  the  male.  If  one  suspects  a kidney  or 
ureteral  lesion,  ureteral  catheterization  is 
necessary.  Mix  specimen  with  equal  parts  of 
95  %>  ethyl  alcohol.  Immediately  label  and 
send  to  the  laboratory.  If  specimen  is 
ureteral,  be  sure  to  mark  specimen  right  or 
left,  such  as  it  may  be.  Do  not  send  in  more 
than  50  cc.  of  the  mixture. 

Gastric  Specimen: 

The  patient  should  fast  for  at  least  twelve 
hours  and  must  have  had  nothing  by  mouth 
for  eight  hours  previously.  Introduce  Rehfuss 
tube  through  the  mouth,  regardless  of  type 
used,  with  patient  sitting  up  so  that  the  tip 
of  the  tube  will  enter  the  pyloric  region. 
Water  or  ice  should  not  be  given  in  passing 
the  tube.  Aspirate  the  total  contents  and  mix 
with  equal  parts  of  95%  ethyl  alcohol.  These 


specimens  should  be  sent  into  the  laboratory 
as  soon  as  possible  for  delay  means  disintegra- 
tion of  cellular  contents  making  diagnosis  im- 
possible. 

Summary: 

In  summary  this  test  is  not  to  be  used  as  a 
basis  to  determine  malignancy  alone,  but 
should  be  used  by  the  clinician  to  substantiate 
other  findings.  No  operation  should  be  done 
without  corrborative  evidence.  Meigs  < 1 2 ) ^ 
who  has  been  using  this  technique  for  several 
years,  states,  “I  have  rarely  allowed  a positive 
vaginal  smear  to  be  the  sole  reason  for  a 
radical  operation.” 

REFERENCES 

1.  Papanicoloau,  G.  N.,  Proc.  Third  Race  Better- 
ment Conf.  Conf.  528-534.  1928. 

2.  a.  Papanicoloau,  G.  N.  Am  J.  Obst.  and  Gyn. 

49-1Q‘j.9nfi  iq41 

b.  Papanicoloau,  G.  N.  N.  Y.  St.  Med.  J.  43;- 
767-768.  1943. 

c.  Papanicoloau,  G.  N.  N.  Y.  St.  Med.  J.  43:- 
767-768.  1945. 

d.  Papanicoloau,  G.  N.  The  Commonwealth 
Fund.  1943. 

3.  Meigs,  J.  V.,  et.  al.,  Surg.  Gyn.  and  Obst.  77:- 
449-451.  1943. 

4.  Meigs,  J.  V.,  et.  ah,  Surg.  Gyn.  and  Obst.  81:- 
337-345.  1945. 

5.  Jones,  C.  A.,  Neustaedter,  T.,  and  MacDenzie, 
L.  L.,  Am.  J.  Obst.  and  Syn.  49:159.  1945. 

6.  Ayre,  J.  E.,  Am.  J.  Obst.  and  Gyn.  51:743.  1946. 

7.  Hanson,  T.  R.,  Medical  Records  Annals,  April, 
1946. 

8.  McDonald,  John,  Sioux  Falls  Cancer  Sympos- 
ium, October  11-14.  1948. 

9.  Papanicoloau,  G.  N.,  N.  Y.  Nov.  8-20.  1948. 

10.  Pollard,  et.  al.,  J.  Am.  Med.  A.,  139-71.  1949. 

11.  Engel,  G.  C.,  J.  Am.  Med.  A.,  135  No.  11,  687. 
1948. 

12.  Wm.  Boyd’s  Textbook  of  Pathology,  5th  Ed., 
Lea  and  Febiger,  Philadelphia,  Pa.  1947. 

13.  Meigs,  J.  V.,  J.  Am.  Med.  A.,  133,75.  1947. 


RESERVE  YOUR 


HOTEL  ROOMS  FOR 


THE  ANNUAL  MEETING 


TODAY 


REMEMBER  ITS 


YANKTON 


MAY  11.  11,  l^,  1949 


— 125  — 


Pathologic  Diagnosis  of  Cancer** 

Colonel  Elbert  DeCoursey,  MC,  U.  S.  Army* 


For  a physician  to  arrive  at  a correct  diag- 
nosis of  cancer,  an  important  rule  for  him  is 
“Think  of  cancer.  Look  for  it.  Check  it  by 
biopsy.”  Clinical  evaluation  by  inspection 
and  palpation  often  have  proven  to  be  inade- 
quate even  in  the  hands  of  our  most  able 
clinicians.  In  appropriate  instances  roentgeno- 
grams are  valuable.  Histologic  examination 
is  recognized  as  the  most  certain  method  for 
differentiating  a benign  tumor  from  a malig- 
nant one.  Histologic  confirmation  should  be 
obtained  even  in  clinically  advanced  cancer 
before  arriving  at  a decision  for  palliative 
treatment.  Sometimes  the  lesions  will  be  an 
overgrown  benign  neoplasm  and  rarely,  not 
even  a neoplasm.  Suspected  or  apparent 
metastases  should  be  confirmed  by  biopsy. 
Enlarged  regional  nodes  are  often  inflamma- 
tory, particularly  when  the  primary  neoplasm 
originates  from  a surface.  “It  is  imperative 
that  pathologic  verification  of  malignant 
tumors  be  present  before  any  therapy  for 
them  is  instituted.”  • ''  * The  danger  of  biopsy 
is  small,  subsequent  infection  and  metastasis 
having  been  reported. 

Before  the  middle  of  the  nineteenth  cen- 
tury, pathologists  were  little  concerned  with 
diagnosis  of  cancer  in  patients.  The  diagnosis 
depended  on  finding  an  abnormal  mass  on 
clinical  examination.  Then  pathologists  de- 
veloped the  microscopic  tissue  technique  and 
the  knowledge  of  the  histopathologic  pictures 
of  various  cancers.  Later  came  the  idea  of 
biopsy  with  the  preparation  of  microscopic 
section.  The  amount  of  material  in  the  micro- 
scopic section  as  compared  to  the  volume  of 
the  tissue  block  from  which  it  is  cut  is  sur- 
prisingly low.  If  the  block  is  1 cm.  square 
and  the  section  is  cut  at  a thickness  of  5 
microns,  then  .0005  cm. 3 is  the  total  amount 
of  visible  tissue.  With  a histologic  diagnosis 
resting  on  such  a small  amount  of  tissue,  the 
actual  selection  of  tissue  for  examination  is 
very  important.  The  pathologist  can  only 
read  what  he  receives.  Diagnostic  failures 
are  often  brought  about  by  the  inadequate 


specimen  removed  by  the  surgeon  and  sent  to 
the  pathology  laboratory.  Recently  this  has 
led  to  an  editorial  plea  * ^ ) either  to  give  the 
pathologist  what  he  needs  for  diagnosis  or 
to  let  him  take  the  specimen  himself. 

In  thinking  of  factors  influencing  selection 
of  tissue  for  biopsy  it  might  be  well  to  ask 
what  answers  the  physician  wants  from  the 
pathologist.  Is  cancer  present  in  the  speci- 
men? In  what  organ  or  tissue  did  the  cancer 
originate,  that  is,  is  it  primary  or  metastatic 
and  from  where?  He  realizes  that  in  estimat- 
ing the  future  behavior  of  the  disease  in  the 
patient,  a knowledge  of  the  tissue  and  site  of 
origin  of  a tumor  is  of  great  importance.  Can- 
cer is  essentially  a progressive  overgrowth  of 
changed  body  cells  with  eventual  destruction 
of  enough  function  and  structure  of  the  body 
to  result  in  its  death.  This  is  the  minimal 
understanding  of  cancer  pathology  that  a 
physician  must  have. 

If  a biopsy  is  not  representative  it  is  worse 
than  useless.  It  may  give  a false  sense  of 
security.  The  specimen  should  contain  well- 
growing tumor  and  some  normal  tissue. 
Ulcerated  or  necrotic  portions  are  least  desir- 
able. It  should  extend  deep  enough  to  include 
normal  tissue  if  from  the  skin  or  a cavity 
surface.  For  incisional  biopsy  a good  rule 
is  “thin  and  deep  rather  than  broad  and 
superficial,”  for  example,  a block  about  1 cm. 
long,  1 cm.  deep  and  0.5  cm.  thick.  Excisional 
biopsy  is  usually  performed  when  the  nodule 
is  less  than  2 cm.  in  diameter.  With  a good 
margin  of  normal  tissue  this  procedure  may 
prove  to  be  adequate  therapy  when  the  lesion 
is  benign.  For  lymph  nodes,  excision  is  the 
procedure  of  choice,  the  optimum  region  be- 
ing cervical  or  axillary  and  the  node  moder- 
ately enlarged  and  firm  rather  than  necrotic. 

Several  methods  for  removing  tissue  have 
been  practiced:  cutting  with  a scapel,  punch 

* FCAP,  FACP.  Chief,  Laboratory  Service,  Brooke 
General  Hospital,  Fort  Sam  Houston,  Texas. 

**  Presented  at  the  Cancer  Symposium  held  in 
Sioux  Falls,  S.  D.  October  1948. 
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biopsy,  cutting  with  biting  forceps,  curettage, 
endoscopic  removal,  needle  biopsy,  and 
aspiration  biopsy.  The  sharp  knife  produces 
the  specimen  best  suited  for  histologic  ex- 
amination. The  cautery  deforms  the  cell 
structure  and  staining  qualities  as  deeply  as 
heat  penetrates,  the  cells  sometimes  being  so 
elongated  and  the  acinar  structure  so  altered 
that  the  unusual  artefact  pattern  suggests 
neoplasm.  Therefore  the  cautery  knife  may  be 
used  for  larger  specimens  or  after  a sharp 
scalpel  has  removed  the  tissue.  Crushing  of 
tissue  by  forceps  is  to  be  avoided.  Removal 
of  deep  material  by  a large  cutting  needle 
(we  use  a Turkel  12  guage  biopsy  needle) 
gives  a sohd  piece  of  tissue  that  can  be 
dropped  into  fixative  and  embedded  intact. 
In  aspiration  biopsy  a vacuum  is  maintained 
in  a needle  while  its  point  is  moved  around 
to  dislodge  fragments.  The  aspiration  needle 
contents  are  best  ejected  onto  filter  paper, 
placed  in  fixative,  and  then  embedded  in 
paraffin.  A few  smears  also  can  be  made  and 
the  cytology  studied.  Aspiration  biopsies  are 
practiced  by  a few  leading  pathologists,  but 
should  be  “restricted  to  hospitals  where  there 
are  men  experienced  in  the  technique.”  < ^ ^ 
Needle  biopsy  is  excellent  for  liver  and  bone 
marrow  studies  or  where  surgical  biopsy  is 
specially  contraindicated.  Before  the  needle 
is  inserted  the  skin  should  be  incised  both  for 
the  comfort  of  the  patient  and  the  prevention 
of  epidermal  implantation  in  deep  tissues. 

An  additional  and  often  lucrative  proce- 
dure is  recommended  when  lymph  nodes  are 
excised  for  biopsy  for  suspected  neoplasms  of 
the  histiocytic  system,  that  is  the  making  of 
4 imprint  films  from  a freshly  cut  surface  of 
the  excised  node.  Two  of  these  slides  are 
immediately  processed  in  Schaudinn  fixation 
routine*,  as  for  cytologic  study  of  stools  for 
bacillary  dysentery,  and  two  are  allowed  to 
air  dry  a few  minutes  and  are  then  fixed  for 
about  one  minute  in  absolute  methyl  alcohol. 
Hematoxylin-eosin  and  Romanowsky  stains 
are  easily  accomplished.  These  films  allow 
much  better  cytologic  identification  in  his- 
tiocytic neoplasms  (including  leukemias)  and 
occasionally  bring  to  light  unsuspected  histo- 
plasma  or  other  parasites.  In  questions  of 
leukemic  involvement  either  Romanowsky- 
stained  or  alcohol-fixed  films  of  peripheral 
blood  should  accompany  the  specimen  if  it  is 
to  be  sent  to  a pathologist  who  has  not  studied 


the  blood  cell  picture  of  the  patient.  In  our 
laboratory  Major  Akeroyd  recently  diagnosed 
clinically  unsuspected  carcinoma  in  a sternal 
marrow  preparation,  then  searched  for  car- 
cinoma cells  and  found  them  in  peripheral 
blood  films. 

Fixation  of  the  specimen  is  a very  im- 
portant step  that  the  surgeon  must  supervise. 
Whether  formalin,  Bouin  or  Zenker  solution 
is  used,  the  specimen  must  be  placed  in  the 
solution  soon  and  not  allowed  to  dry  out. 
Formalin  is  best  if  the  specimen  is  to  be 
mailed.  A nurse  may  accept  tissue  from  the 
operator  in  saline-soaked,  but  not  dry  gauze. 

To  say  a pathologist  needs  descriptive  data 
concerning  the  patient  seems  trite.  To  get 
the  benefit  of  the  pathologist’s  interpretation 
of  the  relation  of  the  specimen  to  the  disease 
in  your  patient,  include  the  name,  age,  sex, 
race,  duration  of  disease,  exact  location  of  the 
specimen,  and  its  relation  to  other  lesions, 
size  and  state  of  ulceration  of  lesion,  pertinent 
laboratory  findings  and  details  as  to  previous 
radiation  and  surgical  treatments.  An  epithel- 
ial change  insignificant  in  one  area  may  be 
characteristic  of  cancer  in  another  area.  For 
example,  I remember  receiving  a small  speci- 
men with  a slip  of  paper  giving  a name  and 
asking  for  a telegraphic  diagnosis.  After  pro- 
cessing the  tissue  and  examining  the  slide  I 
found  thyroid  acini  surrounded  by  fibrous 
tissue.  So  my  histologic  diagnosis  “unusual 
adenoma  of  thyroid.”  How  unusual  this 
“adenoma”  was!  When  the  history  arrived 
the  specimen  was  from  testis.  Additional 
tissue  showed  other  teratomatous  structures. 

There  are  limitations  to  biopsy  diagnosis 
because  even  with  excellent  clinical  data  and 
well-selected  biopsy  material  the  pathologist’s 
diagnosis  is  sometimes  only  an  impression 
and  maybe  a wrong  impression.  The  histo- 
logic finding  of  anaplastic  gland  patterns 
within  a lymph  node  is  factual  adenocar- 
cinoma; a report  as  to  its  origin  is  often  an 
impression.  We  should  have  some  way  to 
show  in  our  pathology  reports  the  difference 
between  factual  pathologic  findings  and  the 
interpretative  diagnosis  wherein  we  attempt 
to  relate  the  morphology  to  natural  history  of 
the  disease  process  — representing  the  co- 
ordination of  the  views  of  a histologist- 

* Recently  Major  Henry  (17)  in  our  laboratory 

has  shown  that  ether-alcohol  fixation  ( 5 ) is 

faster  and  as  satisfactory  for  H E staining. 
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scientist  and  a pathologist-doctor  of  medicine. 
For  example  we  recently  received  a nodule 
from  the  subcutaneous  tissue  near  the  angle 
of  the  jaw.  Clinical  details  were  given  and 
except  that  a small  mass  over  the  jaw  was 
found  in  an  adult  male  the  clinical  and  lab- 
oratory findings  were  negative.  Histologic- 
ally, the  picture  was  unusual,  high 'columnar 
cells,  some  moderately  eosinophilic,  some  ap- 
pearing serous,  and  all  placed  in  a delicate 
stroma  as  found  in  glandular  tissue.  Several 
of  the  nation’s  best  tumor  pathologists  studied 
the  slides.  All  agreed  on  neoplasm;  but  then 
came  diagnoses  like  adenocarcinoma  of 
parotid  gland,  oncocytoma,  mucoepidermoid 
carcinoma,  and  mixed  tumor  of  parotid. 
About  two  weeks  later  microscopic  blood  ap- 
peared in  the  urine,  the  G.  U.  tract  was 
studied,  and  a kidney  adenocarcinoma  was 
found.  By  hindsight  the  jaw  tumor  has  a 
similar  picture,  probably  a metastatic  nodule. 

Until  the  pathologist  can  correlate  the 
pathologic  structure  with  the  changed  func- 
tion and  disease  process  in  the  patient  he 
cannot  always  identify  the  neoplastic  entity. 
Until  he  identifies  the  specific  type  of  neo- 
plasm he  sometimes  is  not  certain  whether 
the  process  is  benign  or  malignant.  Mor- 
phology alone  can  often  demonstrate  neo- 
plasm with  invasion  and  metastasis,  which  by 
definition  is  cancer  even  if  the  specific  disease 
type  is  not  recognizable.  His  knowledge  of 
encapsulation  by  fibrous  tissue  and  an  orderly 
histologic  pattern  against  lack  of  capsule  and 
a disorderly  histologic  pattern  with  cellular 
anaplasia,  lymphatic  or  blood  vessel  invasion, 
local  tissue  invasion  or  metastases  usually  re- 
sults in  a correct  interpretation  of  benign 
versus  malignant  disease. 

Another  limitation  is  that  the  pathologist’s 
report  concerns  only  the  specimen  he  re- 
ceived. Therefore  a negative  report  can  be 
used  not  as  evidence  against  neoplastic  disease 
in  the  patient,  but  only  in  the  tissue  ex- 
amined. If  clinical  evidence  indicates  neo- 
plasm, check  again  by  biopsy.  One  may  even 
decide  on  surgical  procedure  in  absence  of 
positive  pre-operative  histologic  evidence,  but 
not  on  radiation  therapy  without  such 
evidence.  The  surgical  specimen  obtained 
will  add  to  the  evidence,  but  whatever  the 
outcome  after  radiation  under  such  circum- 
stances, its  part  in  influencing  the  disease 
would  never  be  known.  For  example  I re- 


cently took  an  elderly  woman  to  the  out- 
standing dermatology  clinic  in  a large  city  I 
was  visiting.  She  had  a nodule  on  the  cheek, 
about  4 mm.  in  diameter  and  of  4 or  5 months’ 
duration.  Two  dermatologists  agreed  on  a 
clinical  diagnosis  of  carcinoma.  One  said 
basal-cell  and  the  other  squamous-cell  car- 
cinoma. Because  irradiation  therapy  is  so 
successful  with  either  type  of  neoplasms, 
they  said  the  exact  diagnosis  made  no  differ- 
ence. They  finally  agreed  to  obtain  a punch 
biopsy,  deep  and  at  the  edge  of  the  lesion, 
imimediately  after  500  r of  lightly-filtered 
X-rays.  In  48  hours  I had  a histologic  diag- 
nosis of  the  lesion,  which  fortunately  pre- 
sented the  specific  picture  of  seborrheic  kera- 
tosis, a benign  condition  that  dosen’t  give 
rise  to  subsequent  malignant  action.  Had  it 
not  been  for  the  biopsy  we  could  have  had  a 
radiation-cured  cancer,  but  also  a patient 
often  wondering  whether  her  cancer  would 
return. 

Routine  biopsies  pay  dividends  also.  When- 
ever a lesion  of  the  skin,  lip,  oral  cavity,  or 
cervix  uteri  presents  an  easily  removed  lesion 
that  might  be  cancer,  check  it  by  biopsy.  All 
lesions  of  the  cervix  uteri,  whether  appearing 
as  cancer  or  not,  are  best  biopsied.  Given  < 3 > 
picked  up  10  percent  of  his  cervix  carcinoma 
cases  by  such  routine. 

The  pathologist  may  be  asked  to  state  the 
degree  of  radio-sensitivity  < ^ > of  the  tumor. 
There  is  no  way  I know  histologically  to  dis- 
cern only  from  morphologic  structures  of 
cells  their  reaction  to  ionizing  radiation.  A 
well-known  rule  is  that  the  most  immature 
or  anaplastic  cells  are  the  most  radiosensitive. 
But  this  is  only  partially  true.  The  most 
anaplastic  cells  of  a malignant  melanoma  of 
the  skin  are  usually  radioresistant,  whereas 
a squamous  carcinoma  of  the  skin  composed 
even  of  well-differentiated  cells  is  radio- 
responsive.  A pathologist  identifies  a tumor, 
correlates  its  natural  history,  and  recalls  the 
degree  of  radiosensitivity  that  similar  tumors 
have  demonstrated  in  previous  medical  ex- 
perience. 

Another  method  for  pathological  diagnosis 
is  the  examination  of  serous  effusions  for  car- 
cinoma fragments.  This  is  more  apt  to  be 
productive  of  a positive  finding  in  abdominal 
fluid.  If  the  material  must  be  sent  to  another 
laboratory  immediately,  make  it  about  a 10 
per  cent  formalin  solution  by  adding  commer- 
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cial  formaldehyde,  thus  preserving  the  cells. 
After  settling,  smears  can  be  made  and  after 
centrifuging,  the  mass  of  cells  embedded  in 
paraffin.  Only  fragments,  rather  than  single 
cells,  are  considered  of  value  in  this  method. 

Exfoliative  cytology,  a 20-year-old  process 
being  newly  described  in  professional  and 
popular  publications  is  a method  in  which 
individual  cells  are  judged  neoplastic.  Papan- 
icolaou and  Traut’s  < ^ * beautiful  illustrations 
and  phenomenal  results  have  stimulated  wide 
study  of  smears  by  the  Papanicolaou  stain. 
This  stain  is  not  specific  for  cancer  cells  and 
the  morphology  illustrated  is  not  new.  How- 
ever the  significantly  large  agreement  of  can- 
cer diagnosis  by  cytologic  analysis  and 
ultimate  results  is  a distinct  contribution. 
Enough  studies  have  been  published  to  estab- 
lish some  of  its  advantages  as  well  as  dis- 
advantages. Studies  of  exfoliative  cytology 
for  cancer  of  hollow  viscera  appear  in  many 
of  the  current  medical  journals.  It  is  used 
both  as  a diagnostic  and  as  a screening 
method. 

For  diagnosis  of  cancer  in  patients  it  is 
praised  both  highly  and  faintly  by  various 
authors.  Arguments  for  its  use  are:  High 
agreement,  85-95  per  cent,  of  positive  cancer 
diagnoses  as  compared  to  all  other  combined 
methods;  a practical  method  for  finding 
“early  cancer”  in  the  cervix.  Ayre  * ® > , Meigs 
el  aP  "7  • , and  Jones  < 8 * have  praised  and  pro- 
moted its  use. 

More  recent  studies  have  been  less  laud- 
able. Objections  are:  Negative  in  5 to  8 to  55 
per  cental®'  of  cancerous  lesions;  falsely 
postive  in  3 to  7 per  cent  of  all  specimens  and 
in  10  to  28  per  cent'9>  of  all  positively  diag- 
nosed smears;  considerable  personal  variation 
in  diagnosis;  high  correlation  largely  in- 
fluenced by  large  number  of  negative  cases; 
correct  results  far  better  for  cancer-free  than 
for  cancerous  patients  (Scheffey  et  aP^o* 
had  30  per  cent  incorrect  smear  diagnosis  in 
63  uterine  cancer  patients  among  500  con- 
secutive cases  against  5.2  per  cent  over-all  in- 
correct diagnosis);  indiscriminate  use  result- 
ing in  neglect  of  better  methods  and  in  in- 
discriminate surgery;  and  definite  limitation 
resulting  in  positive  carcinoma  diagnosis  with 
squamous  metaplasia  of  bronchus  * ^ ^ P A 
foremost  gynecopathologist  in  an  editorial 
comment  < ^ 2 ) indicates  that  he  has  no 
criticism  of  its  use  in  the  hands  of  those  who 


appreciate  that  it  is  only  an  adjunct  to  more 
decisive  methods  of  diagnosis  such  as  biopsy, 
and  that  it  would  seem  wise  for  them  “to  con- 
tinue their  work  earnestly  and  quietly”  until 
the  practicality  is  better  evaluated. 

For  screening  of  apparently  normal  women 
in  a cancer  detection  clinic  it  would  seem  to 
have  value  because  of  its  low  diagnostic  error 
(around  2 to  7 per  cent)  in  such  groups.  The 
routine  for  number  of  slides  per  individual 
and  amount  of  time  necessary  for  adequate 
study  of  each  slide  is  yet  to  be  determined. 
Foote  and  Li  *18'  object  to  using  a positive 
smear  report  for  cancer  as  anything  more 
than  an  obligatory  invitation  to  secure  a 
positive  biopsy  or  curettage  before  any  major 
surgical  or  radiotherapeutic  measures  are  in- 
stituted, on  the  ground  that  it  must  be  a rare 
carcinoma  that  progresses  to  the  stage  of  be- 
ing a major  threat  to  life  when  these  pro- 
cedures in  follow-up  yield  repeatedly  nega- 
tive results. 

There  is  also  another  practical  considera- 
tion of  this  as  a screen  test.  If  all  women 
over  40  years  of  age  are  to  have  vaginal 
smears  it  can  be  expected  that  about  one 
uterine  cancer  will  appear  in  a thousand 
women.  If  there  are  one  or  2 slides  per  in- 
dividual and  about  30  minutes  spent  in  their 
examination,  a microscopist  would  examine 
16  cases  per  day,  80-90  per  week,  or  less  than 
5,000  cases  per  year.  This  would  result  in  the 
finding  of  5 positive  cytologic  cancer  pictures 
per  year  or  about  1 per  500  hours.  The  prac- 
ticability of  such  work  must  be  considered 
because  of  the  worker’s  low-interest  factor  in 
such  unproductive  routine.  Too  little  time  by 
a technician  on  a certain  few  cases  might  well 
result  in  missing  one  of  the  positives  and 
thereby  using  another  500  (total  1,000)  hours 
to  find  a positive  smear.  Papanicolaou  * 1 ^ ’ 
considers  that  to  understand  smars  a phys- 
ician needs  2 weeks’  intensive  training  and 
then  6 months’  experience  before  he  is  qual- 
ified to  differentiate  cancer  cells.  Wiles  and 
Hellwig  *18’  and  Liebow,  Lindskog  and 
Bloomer  * 1 6 ' have  also  made  excellent 
evaluation  studies. 

Summary.  The  importance  of  biopsy  in 
the  diagnosis  of  cancer  is  stressed.  The  selec- 
tion of  tissue,  the  technic  of  its  removal,  the 
clinical  data  necessary  to  accompany  the 
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ANNOUNCING! 

68th  ANNUAL  MEETING  OF  THE 
SOUTH  OAKOTA  STATE  MEDICAL 
ASSOCIATION 

MAY  22,  23,  24,  1949 

☆ 

DON’T  MISS  . . . 

• THE  "STAG"  SUNDAY  NIGHT 

• THE  NOON  DISCUSSION  LUNCHEONS 

• THE  EXHIBITS  — BETTER  THAN  EVER 

• THE  PROGRAM  OF  TOP-FLIGHT  SCIENTIFIC  PAPERS 

• THE  FELLOWSHIP  AND  FUN 

^ PLAN  TO  BRING  YOUR  FILMS  IF  PLANNING  TO 
ATTEND  THE  X-RAY  LUNCHEON  OF  TUESDAY 
NOON. 

^ MAKE  YOUR  HOTEL  RESERVATIONS  NOW. 
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ANNUAL  MEETING  HIGHLIGHTS 


DIAGNOSIS  AND  CARE  OF 
CARDIAC  NEUROSIS 
Gilbert  H.  Marquardt,  M.D. 

DIAGNOSIS  AND  MANAGEMENT 
OF  ACUTE  PERIPHERAL 
VASCULAR  OCCLUSIONS 
Edgar  V.  Allen,  M.D. 

THE  RENOGRAM  . . A COMPREHEN- 
SIVE STUDY  OF  RENAL  FUNCTION 
W.  L.  Valk,  M.D. 

CHEMOTHERAPY  OF  URINARY 
TRACT  INFECTION 
W.  L.  Valk,  M.D. 

SPECIAL  DIAGNOSTIC  PRO- 
CEDURES IN  CONGENITAL  HEART 
DISEASE 

James  DuShane,  M.D. 

SURGERY  OF  THE  BILIARY  TRACT 
Walter  G.  Maddock,  M.D. 

THE  USE  OF  ANTICOAGULANTS 
Gilbert  Marquardt,  M.D. 

FRACTURES 
A New  Film 


CONVALESCENT  CARE  OF  POLIO- 
MYELITIS PATIENTS 
W.  H.  Northway,  M.D. 

CHEMOSURGICAL  TREATMENT  OF 
EXTERNAL  CANCER 
Frederic  E.  Mohs,  M.D. 

ADVANCES  IN  THE  CHEMICAL 
SUPPORTIVE  THERAPY  OF 
TRAUMA 

Carl  A.  Moyer,  M.D. 

PHYSIOLOGIC  DERANGEMENTS 
ASSOCIATED  WITH  INTESTINAL 
OBSTRUCTIONS 
Carl  A.  Moyer,  M.D. 

CARCINOMA  OF  THE  CERVIX 
Howard  B.  Hunt,  M.D. 

THE  COOPERATIVE  MOVEMENT  IN 

MEDICINE 

Charles  Crownheart 

GENERAL  PROBLEM  OF  HYPER- 
TENSION AND  ARTERIOSCLEROSIS 
E.  V.  Allen,  M.D. 

NURSING  FOR  THE  FUTURE 
Speaker  to  be  Announced 


Discussion  Luncheons 
in 

E.E.N.T.,  Surgery,  Medicine,  Radiology,  Pediatrics,  Orthopedics 

THE  ANNUAL  BANQUET,  MAY  23 
THE  STAG 

Rush  your  hotel  or  tourist  court  reservations  to  the  Executive-Secretary 
or  make  them  direct  to  the  following: 

HOTEL  CHARLES  GURNEY  FLAMMING  AUTO  COURTS 

(The  best  accommodations  with  bath, 
HOTEL  NANCY  remaining  in  town.) 

YANKTON,  S.  D. 
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COUNCILORS’  REPORTS 


YANKTON  DISTRICT 

The  District  Medical  Society  meetings  for 
the  year  of  1948  are  as  follows; 

April  20,  1948,  Vermillion 
Speaker:  Dr.  David  Tschetter,  Yankton, 
South  Dakota 

Subject:  “The  Diagnosis  of  Gastrointestinal 
Diseases” 

October  14,  1948,  Yankton  State  Hospital 
Speaker;  Dr.  E.  D.  Bayrd,  Mayo  Clinic, 
Rochester,  Minnesota 
Subject:  Newer  Aspects  of  Hematology. 
December  13,  1948,  Sacred  Heart  Hospital 
Speaker:  Dr.  J.  L.  Calene,  State  President 
and  John  Foster,  Executive  Secre- 
' tary 

Subject:  Dr.  Calene  presented  Dr.  S.  M. 

Hohf  with  a pin  entering  him  in 
in  the  50  year  club  of  the  State 
Society.  (Dr.  S.  M.  Hohf  is  an  Hon- 
orary member).  Mr.  Foster  dis- 
cussed National  Physicians  Com- 
mittees. 

We  have  34  paid  up  members  and  3 honor- 
ary members.  As  near  as  we  can  figure  there 
are  35  M.D.’s  practicing  in  this  District. 

E.  M.  Stansbury,  M.D.,  Councilor 
Yankton  District  Medical  Society 


SIOUX  FALLS  DISTRICT  #7 

The  Sioux  Falls  Dstrict  Society  has  ex- 
perienced a normal  year  in  most  respects. 
There  have  been  nine  regular  meetings,  held 
on  the  fourth  Tuesday  of  each  month,  except 
for  the  months  of  July  and  August. 

In  addition  we  held  one  joint  meeting  with 
the  Sioux  Valley  Medical  Association  for  our 
January  meeting  of  this  year,  and  we  enter- 
tained the  Cancer  Society  in  its  Sioux  Falls 
meeting.  This  actually  makes  eleven  meet- 
ings that  we  have  held  this  past  year. 

In  further  addition  as  medical  meetings, 
although  not  officially  Society  meetings,  are 
two  staff  meetings  each  month,  one  for  Sioux 
Valley  Hospital  and  one  for  McKennan  Hos- 


pital. The  membership  of  the  staffs  is  ap- 
proximately the  same  as  that  of  our  district 
society,  and  many  matters  of  society  interest 
and  jurisdiction  are  considered  unofficially 
at  the  staff  meetings.  Consequently  in  ad- 
dition to  the  eleven  official  meetings  stated, 
we  have  met  unofficially  24  additional  times 
during  the  year. 

Our  Board  of  Directors  consists  of  the  of- 
ficers of  the  society,  the  delegates,  the  coun- 
cilor and  three  elected  members.  We  meet 
an  evening  before  the  regular  meeting  and 
discuss  matters  that  will  come  up  before  the 
society  and  recommend  to  the  society  action 
to  be  taken.  This  greatly  facilitates  and 
shortens  the  business  session  at  the  regular 
meeting. 

Our  local  membership  is  as  follows: 

Total  paid  membership  for  1948 

(Dec.  31,  1948) 70 

Honorary  members, 

Dec.  31,  1948  , 4 

Transfers  to  7th  District 

from  out  of  state 2 

Total 76 

Deaths  of  the  following  members 
during  the  year  have  reduced 

our  membership  by 4 

Raymond  W.  Mullen 
Neil  J.  Nessa 
O.  V.  Opheim 
A.  J.  Harris 

Total  members  1948 .__..72 

New  members  added  since  January  1,  1949 
John  Hermanson,  Valley  Springs 
Cloid  Green,  Parker 
E.  E.  Eneboe,  Alcester 
P.  K.  Aaspaas,  Dell  Rapids 
M.  S.  Rothnem,  Sioux  Falls 
Ed.  McGreevy,  Sioux  Falls 
R.  L.  Pekelis,  Sioux  Falls 
T.  F.  Edwards,  Sioux  Falls 

V.  V.  Volin,  Sioux  Falls 

W.  L.  Opheim,  Sioux  Falls 
R.  R.  Donahoe,  Sioux  Falls 
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G.  H.  Richards,  Sioux  Falls 

Total  new  members  13 

Membership  to  date 85 


Of  this  number,  A.  J.  Harris  died  so  early 
in  1948  that  he  had  not  paid  his  dues  for  the 
current  year,  but  was  not  considered  in 
arrears,  although  not  paid. 

Our  local  dues  are  $5.00  per  year  plus  the 
State  Dues.  There  is  a certain  number  of 
our  members  who  grumble  some  at  the 
amount  of  the  State  Dues. 

Most  of  our  membership  has  paid  or  is  pay- 
ing the  AMA  assessment  of  $25.00. 

L.  J.  Pankow,  M.D.,  Councilor 
7th  District  Medical  Society 


COUNCILORS  REPORT  NINTH  DISTRICT 

The  officers  for  1949  are;  H.  E.  Davidson, 
president,  Glen  Heidepreim,  M.D.,  Vice-presi- 
dent, F.  J.  Gilbert,  M.D.  secretary-treasurer. 

In  1948,  we  had  four  meetings,  one  each  at 
Lead,  Rapid  City,  Spearfish,  and  Deadwood. 
The  meeting  at  Spearfish  was  a social  meet- 
ing with  the  wives  attending.  Dr.  Calene  also 
was  present  at  this  meeting.  Our  member- 
ship was  kept  up  to  about  the  normal  number, 
our  district  again  ranking  second  in  the  state 
in  membership.  Our  district  is  very  large 
and  it  is  difficult  at  times  for  all  the  members 
to  attend  even  though  the  meetings  are  held 
in  the  afternoon.  Hot  Springs  is  especially 
isolated  but  it  is  felt  that  any  attempt  to  make 
a separate  district  out  of  the  southern  hills 
would  be  unwise. 

We  look  forward  to  another  successful  year 
and  our  district  will  continue  to  work  for 
the  welfare  of  the  state  society  and  the  med- 
ical profession. 

Roy  Jernstrom,  M.D. 

Councilor  9th  District 


Report  of  Geo.  E.  Whitson,  Councilor, 
Third  District  Medical  Society. 

The  Third  District  Medical  Society  held  the 

following  meetings: 

Feb.  12,  1948:  Brookings-Psy cho-somatic 
Medicine  lecture  illustrated  by  lan- 
tern slides  and  a movie  by  Dr.  Pugh 
of  Sioux  City.  Round  Table  dis- 
cussion. 

April  8,  1948:  Flandreau-Intussesception  in 
Children  by  Dr.  Wm.  A.  Delaney  of 


Mitchell  and  a talk  on  Fluid  Balance 
and  the  Pre  and  Post-operative  Care 
of  the  Patient  with  Intestinal  Ob- 
struction by  Dr.  R.  Delaney. 

June  10,  1948:  Madison-Dr.  R.  Perry  Elrod, 
Prof,  of  Microbiology  and  Public 
Health  at  Univ.  of  S.  D.  on  Bacterial 
Warfare. 

Aug.  12,  1948:  Estelline-Dr.  John  H.  Hodgson 
of  section  on  Roentgenology  of  the 
Mayo  Clinic  delivered  a lantern 
slide  lecture  on  the  subject,  “Radio- 
logy of  the  Gastrointestinal  Tract.” 
Oct.  21,  1948:  Volga-Dr.  J.  W.  Baird  of  the 
Dept,  of  Anesthesiology  of  the  Univ. 
of  Minn,  on  use  of  “Tubo-Curare  in 
Anesthesia.” 

Dec.  16,  1948:  Brookings-Dr.  Myron  C.  Tank 
on  Endometriosis  and  Ectopic  Preg- 
nancy. 

Jan.  27,  1949:  Flandreau-John  C.  Foster  on 
various  business  matters.  Dr.  A.  P. 
Peeke  on  N.  P.  C.,  A.  A.  P.  S.  and 
A.  M.  A.  efforts  to  combat  compul- 
sory National  Health  insurance. 

In  addition  to  the  scientific  programs  listed 
above,  routine  business  meetings  were  held 
at  each  meeting. 


Seen  on  a V.  A.  exam: 

Diagnosis;  Residuals  of  a fracture  of  the 
public  bone. 


ANNUAL  MEETING 

South  Dakota  Society  of  X-Ray 
Technicians 

★★★★ 

MAY  7 

CATARACT  HOTEL 

SIOUX  FALLS 
★★★★ 

REGISTRATION  9:00  A.  M. 
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A LAYMAN  LOOKS  AT 
SOCIALIZED  MEDICINE 
By 

Arthur  A.  Schade* 

Which  will  it  be  in  the  field  of  health 
service,  voluntary  cooperation  of  totalitarian 
regimentation?  People  desire  and  need 
health.  Without  health  life  carries  little  en- 
joyment. Good  health  for  the  individual  and 
for  the  mass  is  a social  achievement.  It  does 
not  come  without  effort.  It  cannot  be  taken 
for  granted.  There  are  plenty  of  attacks  on 
human  life:  germs,  viruses,  insects,  poisons, 
and  effects  of  no  work  or  too  much  work, 
such  as  tension,  anxieties,  fatigue,  and  all  the 
nutritional  disturbances,  accidents,  and  old 
age.  These  may  strike  any  moment  and  make 
it  imperative  that  we  have  health  service 
within  a few  minutes  or  a few  miles  reach. 

People  also  need  pure  water,  legal  protec- 
tion, and  a degree  of  education.  These  are 
supplied  to  all  through  legislation.  They  are 
easily  voted,  for  they  are  needed  by  all  and 
the  elements  of  personal  preference  and  life- 
long cooperation  are  less  prominent.  Health 
service  on  the  part  of  the  medical  and  nursing 
profession  is  a bit  more  variable.  One  may 
get  along  without  major  medical  service 
through  the  greater  period  of  his  life,  so  man 
tends  to  take  a chance.  He  does  not  like  to 
be  taxed  for  something  of  which  he  may  have 
no  personal  need  for  many  years  to  come. 

On  the  other  hand,  more  and  more  people 
are  coming  to  realize  the  wisdom  of  providing 
for  health  service  that  may  be  had  on  a 
moment’s  notice.  One’s  life  may  easily  de- 
pend on  having  it  close  at  hand.  Also  people 
read  of  the  new  discoveries  in  the  medical 
field,  and  they  would  like  to  have  the  ad- 
vantage of  these  tor  diagnosis  and  treatment 
in  the  event  of  illness.  Hence  there  is  a wide- 
spread clamor  for  close  in  health  service. 

Legislation  is  a quick  way  of  getting  what 
is  wanted  in  our  time.  Education  and  volun- 
tary promotion  is  a laborious  task.  Total- 


itarian governments  take  the  quick  and  easy 
way.  They  lose  no  patience  with  the  non- 
cooperator and  show  no  deference  to  the  in- 
dividualist. The  mandate  of  the  state  disposes 
of  all  niceties  of  personal  preference  in  its 
unemotional  “Gleichschaltung”  (casting  over 
the  same  lathe). 

The  greatest  impetus  to  mandatory  collec- 
tivism is  the  public’s  reticence  to  enter  whole- 
heartedly into  schemes  of  voluntary  coopera- 
tion. One  soon  becomes  aware  of  this  re- 
ticence when  he  promotes  a democratic  move- 
ment such  as  the  South  Dakota  Hospital 
Management  Association.  Point  out  to  a pros- 
pective contributor  that  this  agency  looks  at 
the  state  as  a unit  in  the  promotion  of  health 
service.  Speak  to  him  about  the  need  of  hos- 
pitals, health  centers,  clinics,  convalescent 
homes,  homes  for  the  aged,  or  nurses,  doctors, 
etc.  He  looks  about  him  and  reminds  you  of 
the  presence  of  a good  hospital  in  his  town, 
and  of  a doctor  who  is  responsive  to  a ring 
on  the  phone.  Why  should  he  be  bothered 
about  the  rest  of  the  state?  Moreover,  he  does 
not  know  what  you  plan  to  do,  but  he  is  sure 
it  is  visionary  and  impractical.  Besides  he 
has  plans  of  his  own  which  well  fill  the  scope 
of  his  interest.  No,  he  does  not  have  even 
a dollar  for  the  help  of  those  who  are  so  fool- 
ish as  to  live  out  “in  the  sticks.” 

What  he  forgets  is  the  necessity  of  someone 
to  live  out  “in  the  sticks”  if  he  is  to  have 
enough  to  eat.  He  forgets  that  we  all  have  an 
enriched  life  when  we  function  as  a social 
unit.  He  overlooks  that  even  his  own  security 
is  in  jeopardy  when  security  is  denied  to 
others.  He  may  have  an  auto  or  hunting 
accident  out  “in  the  sticks”  and  lose  his  life 
because  of  the  remoteness  of  health  service. 
Or  it  may  strike  his  son  or  his  business  part- 
ner, or  even  the  doctor  himself  on  whom  he 
relies  in  the  security  of  his  well  provided 

* Rev.  A.  A.  Schade  is  acting  director  of  the  South 

Dakota  Hospital  Management  Association, 

Huron,  S.  D. 
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town.  It  has  not  occured  to  him  that  health 
security  is  not  sure  to  us  when  we  need  it 
most  until  it  has  become  sure  to  everyone  in 
the  state.  Under  totalitarian  regimentation 
he  is  given  scant  opportunity  of  expressing 
his  misgivings  and  objections.  He  is  reg- 
imented and  submits  or  else. 

“You  can  never  do  it.  It  can’t  be  done.  Your 
plans  are  visionary.”  That  is  a common  res- 
ponse when  one  promotes  a project  that  aims 
at  the  good  of  the  town,  the  state,  the  nation, 
or  the  world.  The  objection  is  based  not  on 
the  prohibitive  cost,  nor  on  lack  of  merit,  but 
solely  upon  the  difficulty  of  securing  suf- 
ficiently widespread  sacrificial  participation 
and  help.  No  good  thing  is  impossible  if 
enough  people  are  willing  to  work  at  it.  It  is 
impossible  only  when  undertaken  by  too  few 
and  along  lines  that  exclude  others  from 
participation.  It  is  impossible  only  when 
people  refuse  to  help.  Individual  interests  so 
often  narrow  the  horizon  down  and  paralyse 
participation  in  anything  that  deals  with  the 
common  good. 

The  South  Dakota  Hospital  Management 
Association  is  organized  on  the  assumption 
that  democratic,  voluntary  cooperation  is  still 
a possibility  in  our  state.  The  Association  is 
conceived  according  to  a pattern  which  gives 
all  Churches  and  other  State  organizations 
perfect  equality.  All  profits  if  there  should 
be  any,  will  remain  in  the  organization  for 
the  improvement  of  its  health  service.  It  is 
designed  to  create  a strong  hand  through  the 
cooperation  of  many  thousands  of  persons  in 
one  worthy  enterprise,  that  of  making  health 
service  available  to  all  within  the  state  with- 
out recourse  to  compulsive  legislation.  If  this 
voluntary  approach  fails,  the  other  is  sure  to 
come.  This  is  a chance  for  all  who  believe  in 
voluntary,  democratic  processes. 


THE  AMA  ASSESSMENT 

Every  member  of  the  South  Dakota  State 
Medical  Association  recently  received  a state- 
ment asking  that  each  one  send  his  $25.00 
to  the  Executive  Secretary,  Mr.  John  C. 
Foster,  300  — First  National  Bank  Bldg., 
Sioux  Falls,  for  the  A.  M.  A.  Assessment.  This 
assessment  was  approved  unanimously  by 
the  House  of  Delegates  at  the  recent  interim 
session  in  St.  Louis.  We  certainly  hope  that 
every  South  Dakota  member  complies  with 
this  request  without  delay. 


It  is  the  first  time  that  the  American  Med- 
ical Association  has  ever  assessed  dues  from 
its  members.  Fellows  of  the  A.  M.  A.  have 
paid  dues,  which  included  subscription  to  the 
Journal  of  the  A.  M.  A.,  but  the  rank  and  file 
of  members  have  never  paid  any  dues  what- 
ever to  the  national  organization.  The  fund  is 
being  raised  for  a nationwide  plan  of  educa- 
tion on  the  progress  of  American  medicine. 
American  medicine  is  proud  of  its  record  of 
achievement  and  belives  that  if  the  public 
fully  understands  the  situation,  a large 
majority  will  be  just  as  much  opposed  to 
compulsory  health  insurance  as  are  prac- 
tically all  physicians.  Compulsory  health  in- 
surance must  be  defeated  because  it  is  against 
the  welfare  of  the  public. 

As  Fulton  Lewis  stated  in  one  of  his  radio 
broadcasts,  “Historically,  every  time  and 
every  where  in  the  world  that  government 
has  instituted  socialized  medicine,  it  has  re- 
sulted in  the  complete  and  total  degeneration 
and  destruction  of  the  medical  system  in  that 
country.”  Under  compulsory  health  insur- 
ance the  people  do  not  get  good  medical  care. 

In  carrying  out  its  program  of  public  en- 
lightenment, the  AMA  has  employed  the 
public  relations  firm  of  Whittaker  and  Bax- 
ter of  California,  — the  organization  which 
was  used  by  the  California  Medical  Associa- 
tion in  its  fight  against  Governor  Warren’s 
compulsory  state  insurance  proposal. 

Representative  Dingell  of  Michigan,  one  of 
the  authors  of  the  Wagner-Murray-Dingell 
Bill,  was  quoted  in  the  newspapers  as  saying 
that  less  than  one-half  of  the  AMA  members 
would  pay  the  $25.00  assessment.  We  must 
definitely  prove  that  he  is  wrong  in  this,  as 
in  other  statements.  Every  physician  who  be- 
lieves that  government  control  of  medicine 
will  lower  the  standards  of  medical  care  in 
the  United  States  will  give  his  whole-hearted 
support  to  the  A.  M.  A.  Program  and  send  in 
his  $25.00  without  delay.  The  time  for  action 
is  indeed  short. 

R.  G.  Mayer,  M.D. 


ANNUAL  MEETING 
MAY  22,  23,  24 
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GULLIBLES  TRAVELS 

February  28,  in  the  evening  talked  to  the 
Pierre  District  Medical  Society  in  an  informal 
session. 

The  next  morning,  March  1,  arose  early  and 
discussed  with  Representative  Alfred  Olson 
of  Clark,  certain  amendments  that  he  had 
recommended  on  the  bill  to  allow  state, 
municipalities,  and  counties  to  make  payroll 
deductions  for  hospital  and  medical  insurance. 
The  bill  had  been  amended  to  delete  state 
and  county  employees  and  was  not  satisfac- 
tory as  far  as  the  Medical  Association  is  con- 
cerned because  we  want  to  see  everyone  have 
the  opportunity  to  procure  voluntary  insur- 
ance. This  was  explained  to  Mr.  Olson  who 
said  he  would  do  what  he  could,  but  the  time 
was  too  late  to  make  many  changes  now. 
After  the  discussion  with  Mr.  Olson,  left  for 
Watertown  to  speak  to  the  District  Medical 
Society  on  public  relations  in  the  evening. 
Discussed  NPC  and  AMA  activities  with  Dr. 
William  Duncan  of  Webster  during  the  after- 
noon and  then  had  a lengthy  discussion  with 
the  Watertown  District  Medical  Society  in 
the  evening. 

Returned  to  Sioux  Falls  the  next  day  to 
catch  up  on  office  work. 

Sunday,  March  6,  left  Sioux  Falls  and  drove 
to  Rapid  City,  where  I made  headquarters  in 
the  Alex  Johnson  Hotel  for  a speaking  tour 
of  the  Hills. 

Monday,  March  7,  the  routine  began  in 
earnest  — rose  at  6:00  A.  M.  and  drove  to 
Lead  in  time  to  talk  briefly  to  Drs.  Mattox, 
Soe.  Fleeger,  and  Ewald  before  appearing  be- 
fore an  audience  of  high  school  students  in 
the  Lead  High  School.  Made  a tour  with  the 
principal,  Mr.  Curran,  of  the  building  and  was 
much  impressed  with  the  modern  facilities  in 
the  Lead  High  School.  Employed  a tow  truck 
to  pull  me  off  the  side  of  a hill  where  I had 
become  embroiled  in  some  ice,  and  then  went 
to  Deadwood  for  a cup  of  coffee  and  a lively 
discussion  of  medical  insurance  with  the 
Ellis's,  a father  and  two  sons.  I spoke  to  the 
Deadwood  Rotary  at  noon  in  the  Franklin 
Hotel  and  then  visited  the  radio  station 
KDSJ,  where  at  2:30  P.M.,  Mel  Rochester  and 
I put  on  a half-hour  discusscion  of  the 
problem  of  compulsory  health  insurance. 
Went  back  with  the  senior  Ellis  to  Lead  for 
an  evening  meeting  of  the  Kiwanis  Club. 
Spoke  to  a large  and  interested  audience 


which  made  me  sure  that  the  trip  was  well 
worth  the  effort.  Returned  to  the  Alex  John- 
son in  Rapid  City  late  that  night  with  the 
feeling  that  it  had  been  a rather  full  day. 

Tuesday,  March  8,  managed  to  sleep  late 
and  then  spoke  to  a combined  meeting  of  the 
Lions  and  Cosmopolitan  Clubs  of  Rapid  City, 
and  on  a quick  count  figured  that  over  two 
hundred  people  were  in  attendance.  Sched- 
uled the  same  evening  for  a meeting  with  the 
Business  and  Professional  Women's  Club,  but 
was  cancelled  when  the  discovery  was  made 
that  arrangements  had  also  been  made  for 
another  program.  Stepped  out  to  the  Esquire 
Club  and  had  an  excellent  steak  dinner  late 
that  evening. 

Wednesday,  March  9,  started  out  for  Spear- 
fish  in  a sleet  and  snow  storm  which  made 
driving  extremely  hazardous.  Arrived  there 
in  time  to  meet  Dr.  Hare  at  his  office  and 
drive  to  the  Black  Hills  College  where  I was 
introduced  by  president  Dr.  Jonas  and  pre- 
sented the  subject  to  about  100  students  from 
11:15  A.  M.  to  11:50.  Left  immediately  from 
Spearfish  to  speak  to  the  Rotary  Club  in 
Sturgis,  arriving  about  fifteen  minutes  late. 
Discovered  that  a larger  than  expected  turn 
out  had  come  and  when  the  speaker  pulled  in, 
there  were  no  chairs  left  and  no  food,  not 
even  a cup  of  coffee,  to  lubricate  the  speaker’s 
throat.  However,  the  talk  was  well  received 
and  well  worth  the  delay  in  acquiring  the 
next  meal.  Left  directly  from  Sturgis  and 
drove  down  to  Hot  Springs  where  Dr.  J.  M. 
Butler  had  arranged  for  a presentation  to  the 
Lions  Club.  The  Lions  met  at  6:30  P.  M.  at 
the  Country  Club  with  their  ladies,  and  I pre- 
sented the  talk  to  the  group,  which  later  on 
saw  movies  and  had  other  entertainment. 
The  speaker  was  unable  to  stay  for  the  other 
entertainment  because  a snow  storm  had 
started  to  blow  down  through  the  Hills  and 
the  sharp  curves  between  Hot  Springs  and 
Hermosa  became  more  dangerous  by  the 
minute.  Made  it  back  to  Rapid  City  in  just 
four  hours  driving  time,  which  is  not  good 
considering  the  72  mile  distance. 

Thursday,  March  10,  the  weather  was  still 
bad,  but  the  first  two  talks  of  the  day  were 
scheduled  for  Rapid  City.  Spoke  to  about  600 
high  school  students  at  the  Rapid  City  High 
School  and  then  was  introduced  at  the  Rotary 
Club  at  noon  by  Dr.  Kegaries.  Drove  to  Sana- 
tor  in  the  afternoon  and  was  escorted  through 
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the  Sanatorium  by  Dr.  Meyer  who  also  intro- 
duced me  at  a combined  ladies  night  meeting 
of  the  Cusler  Lions  and  Rotary  Clubs.  Re- 
turned to  Rapid  City  after  the  talk  on  roads 
that  were  now  free  of  all  ice  and  snow. 

Friday,  March  11,  arose  early  to  visit  the 
KOTA  studios  and  to  record  a fifteen  minute 
talk  which  was  to  be  broadcast  at  9:15  that 
evening.  Had  breakfast  with  Mr.  Sparks, 
Program  Director  of  KOTA,  and  then  met 
with  Dr.  J.  W.  Erickson  who  introduced  me  at 
the  Kiwanis  Club  of  Rapid  City  that  noon. 
Left  Rapid  City  at  2:30  P.  M.  and  drove,  with- 
out stop  to  Sioux  Falls  arriving  at  9:30  P.  M. 

Saturday,  March  12,  tried  to  catch  up  on 
some  of  the  correspondence  in  the  office,  but 
without  much  success. 

Monday,  March  14,  left  Sioux  Falls  at  7:00 
A.  M.  and  drove  to  Webster,  where  I visited 
with  the  doctors  in  the  Peabody  Clinic  and 
then  was  introduced  by  Dr.  William  Duncan 
at  a meeting  of  the  Kiwanis  Club  where  over 
100  were  in  attendance.  Visited  later  in  the 
home  of  Dr.  Peabody.  Sr.,  and  with  the  drug- 
gists in  the  town.  Spent  a hour  in  the  after- 
noon with  a young  man  interested  in  hospital 
administration  and  then  over  to  the  Amer- 
ican Lutheran  Church  for  a dinner  and  talk 
with  the  doctors,  dentists,  and  druggists  of 
the  Whetstone  Valley  District,  who  also 
brought  their  wives.  Visited  then  at  the  home 
of  the  Duncan's.  Returned  to  my  hotel  after 
a midnight  snack  and  much  comfortable  con- 
versation. 

March  15,  income  tax  day,  but  I had  long 
since  filed  mine  and  received  a refund.  Drove 
to  Clark,  where  Dr.  H.  J.  Bartron,  Jr.,  had 
arranged  for  me  to  talk  to  the  Rotary  Club. 
Had  a nice  attendance  in  the  club  and  a fine 
group  to  talk  to.  Left  Clark  and  returned  to 
Sioux  Falls  in  time  to  see  that  the  office 
closed  on  schedule. 

Spent  the  next  few  days  in  the  office  work- 
ing like  mad  to  produce  the  final  draft  of  the 
program  for  the  annual  meeting. 

Tuesday  noon,  March  17,  spent  the  luncheon 
hour  with  the  employees  of  the  Riggs  Optical 
Company,  telling  them  about  our  voluntary 
insurance  plan.  After  much  telephoning  and 
letter  writing  on  the  annual  meeting,  decided 
to  visit  Yankton  and  discuss  with  the  local 
chairmen  and  the  Auxiliary  members  final 
plans  for  the  meeting.  Drove,  with  two  of  the 
office  personnel  to  Yankton  on  the  23rd, 


where  we  met  with  Drs.  Abis,  McVay,  Hub- 
ner,  Auld,  and  Lacey,  and  later  at  the  home  of 
Mrs.  McVay  with  a dozen  Auxiliary  com- 
mittee members.  Spent  a hour  and  a half 
with  the  manager  of  the  hotel  making  ar- 
rangements and  received  sage  counsel  from 
him  concerning  the  advisability  of  getting 
early  room  reservations  for  the  annual  meet- 
ing. 

March  24,  back  in  the  office  catching  up 
on  much  of  the  business  and  getting  ready  to 
talk  Sunday  in  Tabor  in  honor  of  Dr.  F.  M. 
Biezek. 


REPORT  OF  THE  PRESIDENT  1948  - 1949 

Several  meetings  were  attended  by  the 
President  in  an  effort  to  develop  an  effective 
program  for  the  Association  this  year. 

At  the  annual  conference  of  State  Presi- 
dents and  Officers  in  connection  with  the 
AMA  meeting  in  Chicago  in  June,  1948, 
emphasis  was  placed  on  the  promotion  of 
voluntary  insurance  plans  {especially  Blue 
Cross  and  Blue  Shield)  and  in  the  work  of  the 
National  Physicians  Committee.  In  Septem- 
ber, 1948,  at  the  NPC  meeting  in  Chicago  the 
necessity  of  continuing  the  practical  efforts 
of  this  organization  was  strongly  urged.  At 
the  North  Central  Conference  in  Minneapolis, 
after  the  election  in  November  1948,  a dif- 
ferent outlook  was  presented.  Seven  of  our 
Association  were  there.  Dr.  Mayer  and  Dr. 
Brown  were  on  the  program. 

With  the  change  in  the  political  outlook, 
there  was  also  a change  in  advocated  activ- 
ities of  organized  medicine.  Confusion  as  to 
Just  what  our  own  program  should  be  was 
somewhat  dissolved  by  the  recent  proposed 
program  of  the  AMA  resulting  from  the  St. 
Louis  Interim  Session  in  January  1949. 

As  a result,  slightly  different  attitudes  were 
reflected  in  the  District  Meetings  attended  in 
Rapid  City,  Aberdeen,  Mobridge,  Mitchell, 
Yankton,  and  Webster.  The  50-year  pin  was 
presented  to  Dr.  Hohf  in  Yankton.  The  Presi- 
dent expects  to  attend  several  more  meetings 
before  the  annual  session. 

Three  Council  meetings  were  attended  dur- 
ing the  year.  At  the  last  two,  due  to  illness 
of  Dr.  C.  E.  Robbins,  the  President  presided. 

Legislative  activities  required  much  time 
and  attention  this  year.  The  main  burden  fell 
upon  the  appointed  legislative  committees  of 
the  Council,  the  Special  State  Legislative 
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Committee,  the  Executive  Secretary,  Secre- 
tary and  other  officers.  It  is  believed  worth 
while  work  was  accomplished  and  praise  is 
due  for  the  unselfish,  ardous  work  of  these 
individuals. 

Activities  of  the  Association  are  rapidly 
increasing.  With  the  splendid  help  of  the 
Executive  Secretary  practically  all  districts 
will  have  been  contacted  personally  by  the 
end  of  the  year.  One  of  our  important  aims 
has  been  to  activate  the  various  districts  into 
constructive  groups.  Some  progress  has  been 
made  in  this  direction. 

All  committees,  especially  the  Economics 
Committee  for  its  group  insurance  plan  de- 
veloped for  our  members;  the  Insurance  Com- 
mittee; the  Rural  Health  Committee;  the  Can- 
cer Committee;  and  the  Committee  on  Med- 
ical School  Affairs  must  be  singled  out  for 
their  special  activities.  A few  committees 
have  been  disappointing.  It  is  only  through 
active  participation  of  all  the  committees  that 
your  Association  can  continue  its  vigorous, 
constructive,  and  essential  work. 

John  L.  Calene,  M.D.,  F.  A.  C.  P. 

President 


DE  COURSEY 

(Continued  from  page  129) 
specimen,  and  the  advantage  and  limitations 
of  pathologic  diagnosis  are  discussed. 

In  evaluating  the  method  of  exfoliative 
cytology  for  diagnosis  of  cancer  we  conclude 
that  it  is  another  laboratory  technique,  good 
but  not  infallible.  It  is  indicated  whenever 
biopsy  is  not  feasible.  It  aids  in  increasing 
pre-operative  diagnosis,  particularly  of  bron- 
chial carcinoma.  Positive  cytologic  diagnosis 
does  not  furnish  enough  basis  to  remove  an 
organ  for  cancer  without  other  evidence  of 
malignancy,  but  it  indicates  that  where  a 
biopsy  is  surgically  feasible  a positive  biopsy 
must  be  searched  for  and  obtained  before 
undertaking  definitive  surgical  or  radiation 
therapy.  The  method  is  worthy  of  further 
study  in  the  hope  that  greater  experience  will 
reduce  its  error,  particularly  as  to  false 
positives. 
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"HYPERTENSION" 
SUBJECT  FOR 
E.  V.  ALLEN  PAPER 

Edgar  V.  Allen,  M.D.,  Sen- 
ior Consultant  in  Medicine  at 
Mayo  Clinic  will  present 
two  papers  at  the  S.D.S.M.A. 
Annual  Meeting,  May 
twenty-third  and  twenty- 
fourth.  One  of  his  papers  is 
titled  “The  General  Problem 
of  Hypertension  and  Ar- 
teriosclerosis,” the  other, 
“The  Diagnosis  and  Manage- 
ment of  Acute  Peripheral 
Vascular  Occlusions.” 

Dr.  Allen  graduated  from 
the  University  of  Nebraska 
with  B.  Sc.,  M.A.,  and  M.D. 
degrees,  and  from  the  Uni- 
versity of  Minnesota  with  a 
M.  Sc.  degree.  He  was  Fellow 
and  First  Assistant  of  the 
Mayo  Foundation  for  Med- 
ical Education  and  Research 
1925-29,  Fellow  of  the  Na- 
tional Research  Council  for 
Study  in  Germany  and  Eng- 
land 1929-30;  Consultant  in 
Medicine,  Mayo  Chnic  since 
1930;  Professor  of  Medicine, 
University  of  Minnesota  and 
Senior  Consultant  in  Med- 
icine, Mayo  Clinic.  He  served 
in  both  World  Wars,  in  the 
second  with  the  rank  of 
Colonel  as  Medical  Consult- 
ant to  the  Seventh  Service 
Command.  Received  award 
of  Legion  of  Merit  during 
World  War  11.  He  is  a mem- 
ber of  the  American  College 


of  Physicians  (Governor  for 
Minnesota),  member  of  the 
Board  of  Directors  of  the 
American  Heart  Association, 
President  of  the  Central 
Society  for  Clinical  Research, 
Member  of  the  House  of 
Delegates  of  the  American 
Medical  Association,  and 
member  of  other  scientific 
societies. 


NORTHWESTERN'S  MAD- 
DOCK  IS  SURGICAL 
SPEAKER  AT  MEETING 

Walter  G.  Maddock,  M.D., 
Professor  of  Surgery  at 
Northwestern  University 
Medical  School,  will  present 
a paper  entitled  “Surgery  of 
the  Biliary  Tract”  at  the 
South  Dakota  State  Medical 
Association  Sixty-eighth  An- 
nual Meeting  in  Yankton.  His 
presentation  is  scheduled  for 
Tuesday  afternoon,-  May  24th 
at  2:00  P.  M.  He  will  also  be 
guest  discussion  leader  at  the 
surgery  luncheon  that  noon. 
He  will  be  introduced  at  the 
luncheon  by  C.  B.  McVay, 
M.D.,  of  Yankton. 

Dr.  Maddock  graduated 
from  the  University  of  Mich- 
igan and  prior  to  his  appoint- 
ment at  Northwestern,  served 
as  Associate  Professor  of  Sur- 
gery at  the  University  of 
Michigan. 

He  is  on  the  staff  of  Wesley 
Memorial  Hospital  and  Pas- 
savant  Memorial  Hospital. 


MEDICAL  MOTION 
PICTURES 

A new  film,  titled  “Can- 
cer: The  Problem  of  Early 
Diagnosis,”  which  has  re- 
ceived the  approval  of  the 
American  Medical  Associa- 
tion’s Committee  on  Medical 
Motion  Pictures,  was  made 
available  to  the  medical  pro- 
fession recently  through 
more  than  50  state  and 
regional  distributing  points. 

Through  the  efforts  of  its 
co-sponsors,  the  American 
Cancer  Society  and  the  Na- 
tional Cancer  Institute  of  the 
United  States  Public  Health 
Service,  prints  for  single 
showings  may  be  borrowed 
from  State  Cancer  Society 
offices,  State  Health  Depart- 
ments, and  four  regional  of- 
fices of  Association  Films  lo- 
cated in  New  York  City; 
Chicago,  Illinois;  Dallas, 
Texas;  and  San  Francisco, 
California. 

The  film,  designed  for  gen- 
eral practitioners,  is  based 
on  the  premise  that  if  cancer 
were  diagnosed  early  and 
effectively  treated  the  death 
rate  might  be  reduced  by  al- 
most 50  per  cent. 

“Cancer:  The  Problem  of 
Early  Diagnosis”  is  the  first 
in  a series  of  six  films  to  deal 
with  the  subject.  The  suc- 
ceeding five,  to  be  released 
within  the  next  two  years, 
will  deal  with  diagnosis  of 
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cancer  by  specific  body  site. 

Prints  of  the  film  are  also 
available  for  purchase 
through  Audio  Productions, 
Inc.,  630  Ninth  Avenue,  New 
York  19,  N.  Y.,  the  company 
which  produced  the  film. 
Prints  cost  $150  each,  and 
may  be  ordered  from  Audio 
Productions  for  preview 
pending  purchase. 

The  film  was  reviewed  in 
the  January  29th  issue  of  the 
AMA  Journal.  The  comment 
was:  “The  photography, 
animation  and  narration  are 
excellent.” 


NEWS  NOTES 

Dr.  J.  N.  Berbos,  a grad- 
uate of  the  University  of 
Louisville  school  of  Medicine 
has  joined  Dr.  T.  P.  Ranney 
in  Aberdeen.  Dr.  Berbos  re- 
ceived his  interneship  train- 
ing in  the  Polk  County  Hos- 
pital of  Des  Moines. 

Educators  Conference 

The  Middle  States  Region 
Health  Educators  Conference 
will  be  held  in  Milwaukee 
beginning  the  evening  of 
May  11  and  closing  at  noon 
May  13.  Any  person  engaged 
in  health  education  is  wel- 
come to  attend.  An  out- 
standing program  and  good 
entertainment  are  promised. 
Make  your  hotel  reservations 
early.  Hotel  Pfister,  head- 
quarters. Other  nearby  hotels 
are  the  Astor  and  the  Plank- 
inton. 

Woman's  Auxiliary  News 

A few  more  months,  and 
the  members  of  the  Woman’s 
Auxiliary  to  the  American 
Medical  Association  will  be 
arriving  in  Atlantic  City, 
New  Jersey  for  their  Annual 
Convention,  June  6th  to  10th. 

Have  you  made  your  reser- 
vations? If  not,  send  your 


request  at  once  to  Dr.  Robert 
A.  Bradley,  Chairman,  Sub- 
committee on  Hotels,  16 
Central  Pier,  Atlantic  City, 
New  Jersey. 


FILM  AVAILABLE 

A color  motion  picture  de- 
signed to  bring  the  latest 
techniques  in  the  diagnosis 
and  treatment  of  cancer  to 
the  general  medical  practi- 
•tioner  is  available  on  loan  to 
the  profession  by  the  South 
Dakota  Division,  American 
Cancer  Society,  state  head- 
quarters, Watertown. 

The  picture,  “Cancer:  The 
Problem  of  Early  Diagnosis,” 
was  produced  jointly  by  the 
American  Cancer  Society 
and  the  National  Cancer  In- 
stitute of  the  U.  S.  Public 
Health  Service.  This  is  a 
different  kind  of  medical 
film.  It  emphasizes  highlights 
and  skips  unessential  details, 
and  shows  how  the  medical 
profession  can  use  modern 
technique  for  diagnosis  and 
treatment  to  decrease  the 
mortality  rate. 

It  is  a 16  mm  sound  film, 
running  time  half-hour.  Re- 
quests for  the  use  of  the  film 
should  allow  ample  time  for 
mailing.  Address,  American 
Cancer  Society,  Watertown, 
giving  date  of  showing. 


WISCONSIN  SECRETARY 
SPEAK  AT  SESSION 

Mr.  Charles  H.  Crownhart, 
Secretary  of  the  State  Med- 
ical Society  of  Wisconsin, 
will  be  one  of  the  speakers 
at  the  Annual  Meeting  which 
will  be  held  in  Yankton,  May 
22-24.  Mr.  Crownhart  will 
use  as  his  subject  “Coopera- 
tive movement  in  Medicine.” 

Mr.  Crownhart  has  been  a 
leader  in  the  development  of 
medical  public  relations 


activities,  and  is  recognized 
as  an  outstanding  student 
and  “pioneer”  in  the  field  of 
voluntary  health  insurance 
programs  through  medical 
Societies,  private  insurance 
carriers  and  consumer  con- 
trolled plans.  He  played  a 
leading  role  in  the  develop- 
ment of  the  Wisconsin  Plan,” 
the  first  medical  society  ap- 
proved voluntary  sickness 
care  plan  utilizing  private  in- 
surance carriers,  and  in  the 
subsequent  formation  of  the 
Conference  of  Medical  So- 
ciety Pre-payment  Insurance 
Plans. 

RADIOLOGICAL  SOCIETY 
TO  MEET  IN  MAY 

The  South  Dakota  Radio- 
logical Society  which  was 
formed  at  the  Cancer  Sym- 
posium which  was  held  in 
Sioux  Falls  last  October  will 
meet  at  the  Annual  session  of 
the  South  Dakota  State  Med- 
ical Association. 

Dr.  Paul  V.  McCarthy  of 
Aberdeen  heads  the  society 
as  its  president  while  Doctor 
Donald  Briet  of  Sioux  Falls 
serves  as  Vice-president  and 
Dr.  Marianne  Wallis,  Mit- 
chell as  its  secretary. 


STANFORD  DOCTOR 
TO  SPEAK 

W.  H.  Northway,  M.D.,  as- 
sistant Dean  of  the  Stanford 
University  School  of  Med- 
icine will  present  a paper  at 
the  Annual  Meeting  of  the 
South  Dakota  State  Medical 
Association  which  will  be 
held  in  Yankton  late  in  May. 

Dr.  Northway  graduated 
from  the  Medical  school  at 
Stanford  in  1930  and  since 
that  time  has  served  at  Stan- 
ford being  appointed  assist- 
ant Dean  in  1947. 
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TABOR  HONORS  DR.  BLEZEK 


Rev.  Fr.  Koman  is  shown  presenting  a scroll  to  Doctor  Frank  Blezek  who  completed  45  years  of  practice 
in  Tabor.  South  Dakota.  Dr.  Blezek's  wife  is  shown  along  with  the  Father  and  the  doctor. 


Tabor,  South  Dakota  hon- 
ored Dr.  Frank  M.  Blezek 
who  will  complete  his  45th 
year  of  practice  May  9th. 
John  C.  Foster,  Executive 
secretary  of  the  South  Da- 
kota State  Medical  Associa- 
tion presented  a brief  con- 
gratulatory message  to  the 
long  time  practitioner  before 
a large  group  of  the  Citizens 
of  Tabor. 

Dr.  Blezek  was  born  in 
Baldwin,  Iowa,  March  29th 
1874.  After  completing  the 
elementary  grades  at  the 


County  school  at  Randolph, 
Iowa,  he  attended  the  Fre- 
mont Normal  school  grad- 
uating in  1888.  For  the  next 
two  years,  he  taught  school 
at  Randolph  and  in  1900  he 
enrolled  as  a medical  student 
at  the  Creighton  Medical 
College  graduating  in  1904. 
Nine  months  before  his  grad- 
uation from  medical  school 
he  married  Catharine  Don- 
ahue. 

Shortly  after  receiving  his 
M.D.  degree.  Dr.  Blezek  ac- 
cepted an  invitation  to  prac- 


tice medicine  in  Wagner, 
South  Dakota.  Leaving  his 
wife  in  Omaha,  he  started  out 
for  South  Dakota.  Arriving 
at  Yankton,  S.  D.,  Dr.  Blezek 
had  to  wait  several  hours 
before  he  could  get  a train  to 
take  him  to  Wagner.  While 
waiting  for  the  train,  he  met 
at  the  station  Mr.  Joseph  M. 
Petrik  of  Tabor,  South  Da- 
kota. When  Mr.  Petrik 
learned  that  Dr.  Blezek  was 
a doctor  and  a Czech,  he  per- 
suaded the  young  doctor  to 
come  to  Tabor  where  he 


— 141  — 


assured  him  a Czech  speak- 
ing doctor  was  urgently 
needed.  The  idea  of  prac- 
ticing medicine  among  Bo- 
hemians appealed  to  Dr. 
Blezek  and  he  agreed  to  go 
with  Mr.  Petrik.  Together 
they  left  Yankton  and  ar- 
rived in  Tabor  on  May  9, 
1904.  Mr.  Petrik  offered  Dr. 
Blezek  the  hospitality  of  his 
home  and  furnished  him  with 
office  space  in  one  of  his 
buildings  in  town.  Dr.  Blezek 
at  once  realized  how  neces- 
sary it  was  for  Tabor  to  have 
a resident  doctor  and  decided 
to  stay.  Immediately,  he  sent 
for  his  wife  and  six  days 
later  Mrs.  Blezek  was  also  in 
Tabor.  Soon  after  her  ar- 
rival, they  established  a 
home  of  their  own  and  be- 
came permanent  residents  of 
South  Dakota. 

Before  her  marriage,  Mrs. 
Blezek  was  a medical  stu- 
dent, but  terminated  her 
studies  when  she  married  Dr. 
Blezek.  Her  knowledge  of 
medicine  and  medical  prac- 
tice was  a great  help  to  her 
husband.  She  accompanied 
him  on  all  his  sick  calls  and 
assisted  him  as  a nurse.  To- 
gether, they  began  their 
forty-five  years  of  faithful 
service  attending  the  sick  of 
Tabor,  Utica,  Lester ville, 
Scotland,  Tyndall,  Avon  and 
Wagner. 

In  1914  Dr.  Blezek  and  Mrs. 
Blezek  left  for  New  York 
where  Dr.  Blezek  took  up 
post-graduate  work  at  the 
New  York  Post,  a School  of 
Medicine.  Here  Dr.  Blezek 
specialized  for  two  years  in 
diseases  of  the  eye,  ear,  nose 
and  throat  and  in  diseases  of 
children.  After  graduation. 
Dr.  and  Mrs.  Blezek  returned 
to  Tabor  and  remained  here 
since. 


In  the  forty-five  years  of 
his  practice  in  Tabor,  Dr. 
Blezek  delivered  well  over 
2,500  babies  and  never  had  a 
mother  die  in  confinement. 

Dr.  Blezek  and  Mrs.  Blezek 
are  very  active  in  civil  and 
social  affairs  of  the  commun- 
ity as  well  in  the  affairs  of 
the  state  and  county.  In 
World  War  I and  II,  Dr. 
Blezek  acted  on  the  Draft 
Board.  For  five  years  he  was 
on  the  County  Board  of 
Health.  He  was  a member  of 
the  Tabor  Town  Board,  a 
member  of  the  Tabor  Com- 
mercial Club  and  is  a retired 
member  of  the  Tabor  Fire 
Department.  He  is  a member 
of  the  American  Medical 
Association,  County  Medical 
Association  and  the  District 
Medical  Association. 

Dr.  and  Mrs.  Blezek  were 
always  friends  of  the  young. 
They  have  helped  many 
young  person  through  school, 
boarded  many  in  their  own 
home  for  years,  cared  for 
them  and  guided  them 
through  the  difficult  years  of 
youth.  To  many  they  gave 
generous  financial  support. 
Of  those  helped  by  the 
Blezeks,  three  are  doctors 
and  one  is  a teaching  nun. 
The  others  are  respected  and 
succesful  citizens. 


ANNUAL  MEETING  TO 

HEAR  DOCTOR  VALK 

William  Lowell  Valk,  M.D., 
F.  A.  C.  S.,  who  will  speak 
at  the  Annual  meeting  of  the 
South  Dakota  State  Medical 
Association,  was  graduated 
from  the  University  of  Mich- 
igan School  of  Medicine  in 
1937. 

During  the  late  war  he 
served  as  a Major  attached  to 
the  298th  General  Hospital 


and  the  159th  General  Hos- 
pital in  England. 

At  the  present  time  Dr. 
Valk  is  Professor  of  Urology 
of  the  University  of  Kansas 
Medical  Center. 


SEVENTH  DISTRICT 
HEARS  DR.  C.  H.  ARNOLD 

At  the  meeting  of  the 
Sioux  Falls  District  Medical 
Society,  held  March  22,  Dr. 
Charles  H.  Arnold  of  Lincoln, 
Nebraska,  spoke  on  “Medical 
Teaching  and  Medical  Prob- 
lems in  . China.  Dr.  Arnold 
was  a medical  missionary 
and  an  instructor  in  surgery 
at  the  West  China  Union 
Medical  School. 

The  next  meeting  will  be 
held  April  26,  at  the  Cottage. 
The  speaker  will  be  Dr.  W.  L. 
Sucha  of  Omaha,  Nebraska. 
He  will  speak  on  “Herniated 
Intervertebral  Discs.” 


Chemosurgical  Treatment 
Will  be  Subject  of  Speech 

Dr.  Frederic  E.  Mohs,  who 
will  appear  as  one  of  the 
guest  speakers  at  the  Annual 
Meeting  of  the  South  Dakota 
State  Medical  Association 
graduated  from  the  Univer- 
sity of  Wisconsin  Medical 
School  in  1934.  After  an  in- 
ternship at  Portland,  Oregon, 
he  returned  to  Wisconsin  as  a 
cancer  research  fellow.  By 
1936,  a means  for  the  excision 
of  cancer  under  microscopic 
control  had  been  worked  out 
in  laboratory  animals  and  a 
clinical  trial  had  been  insti- 
tuted. The  method  by  which 
complete  microscopic  control 
of  excision  was  obtained  was 
termed  “Chemosurgery.” 

Dr.  Mohs  at  the  present 
time  is  Associate  Professor  of 
Chemosurgery  at  the  Univer- 
sity of  Wisconsin. 
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PHARMACEUTICAL  DIVISION 

BLISS  C.  WILSON.  Edilor 


ABERDEEN 


SOUTH  DAKOTA  STATE 
PHARMACEUTICAL  CONVENTION  IS  TO' BE 
HELD  JUNE  19,20,21 , AT  ABERDEEN.  WRITE 
TO  L.  A.  DANIELS  FOR  HOTEL  RESERVATIONS. 


This  luiLL  be  the  BIGGEST  and  BEST 
Drug  Convention  ever  to  be  held  in  the 
State . Write  for  Your' 
Reservations  NOW. 


Deu6  CONV. 



Kce.NO. 

M.D. 

LABELING  REQUIREMENTS  OF 
FEDERAL  FOOD  DRUG  AND  COSMETIC 
ACT 

STATUTE 

MISBRANDED  DRUGS  AND  DEVICES 
Section  502.  A drug  or  device  shall  be 
deemed  to  be  misbanded — 

(a)  If  its  labeling  is  false  or  misleading  in 
any  particular. 

(b)  If  in  package  form  unless  it  bears  a 
label  containing  (1)  the  name  and  place  of 
business  of  the  manufacturer,  packer,  or  dis- 
tributor; and  (2)  an  accurate  statement  of  the 
quantity  of  the  contents  in  terms  of  weight, 
measure,  or  numerical  count:  Provided,  That 
under  clause  (2)  of  this  paragraph  reasonable 
variations  shall  be  permitted,  and  exemptions 
as  to  small  packages  shall  be  established,  by 
regulations  prescribed  by  the  Administrator. 

(c)  If  any  word,  statement,  or  other  infor- 
mation required  by  or  under  authority  of  this 
Act  to  appear  on  the  label  or  labeling  is  not 
prominently  placed  thereon  with  such  con- 


spicuousness (as  compared  with  other  words, 
statements,  designs,  or  devices,  in  the  label- 
ing) and  in  sush  terms  as  to  render  it  likely 
to  be  read  and  understood  by  the  ordinary 
individual  under  customary  conditions  of  pur- 
chase and  use. 

(d)  If  it  is  for  use  by  man  and  contains  any 
quantity  of  the  narcotic  or  hypnotic  substance 
alpha  eucaine,  barbituric  acid,  beta-eucaine, 
bromal,  cannabis,  carbromal,  chloral,  coca, 
cocaine,  codeine,  heroin,  marihuana,  mor- 
phine, opium,  paraldehyde,  peyote,  or  sul- 
phonmethane;  or  any  chemical  derivative  of 
such  substance,  which  derivative  has  been  by 
the  Administrator,  after  investigation,  found 
to  be,  and  by  regulations  designated  as,  habit 
forming;  unless  its  label  bears  the  name,  and 
quantity  or  proportion  of  such  substance  or 
derivative  and  in  juxtaposition  therewith  the 
statement  “WARNING  - MAY  BE  HABIT 
FORMING.” 

(e)  If  it  is  a drug  and  is  not  designated 
solely  by  a name  recognized  in  an  official 
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compendium  unless  its  label  bears  (1)  the 
common  or  usual  name  of  the  drug,  if  such 
there  be:  and  (2),  in  case  it  is  fabricated  from 
two  or  more  ingredients,  the  common  or 
usual  name  of  each  active  ingredient,  includ- 
ing the  quantity,  kind,  and  proportion  of  any 
alcohol,  and  also  including,  whether  active 
or  not,  the  name  quantity  or  proportion  of 
any  bromides,  ether,  cloroform,  acetanilid, 
acetphenetidin,  amidopyrine,  antipyrine,  atro- 
p'ne,  hyoscine,  hyoscyamine,  arsenic,  digitalis, 
digitalis  glucosides,  mercury,  ouabain,  stro- 
phanthin,  strychnine,  thyroid,  or  any  deriva- 
tive or  preparation  of  any  such  substances, 
contained  therein:  Provided,  That  to  the  ex- 
tent that  compliance  with  the  requirements 
of  clause  (2)  of  this  paragraph  is  imprac- 
ticable, exemptions  shall  be  established  by 
regulations  promulgated  by  the  Administra- 
tor. 

(f)  Unless  its  labeling  bears  (1)  adequate 
directions  for  use:  and  (2)  such  adequate 
warnings  against  use  in  those  pathological 
conditions  or  by  children  where  its  use  may 
be  dangerous  to  health,  or  against  unsafe 
dosage  or  methods  or  duration  of  administra- 
tion or  application,  in  such  manner  and  form, 
as  are  necessary  for  the  protection  of  users: 
Provided,  That  where  any  requirements  of 
clause  (1)  of  this  paragraph,  as  applied  to' any 
drug  or  device,  is  not  necessary  for  the  pro- 
tection of  the  public  health,  the  Administra- 
tor shall  promulgate  regulations  exempting 
such  drug  or  device  from  such  requirements. 

(g)  If  it  purports  to  be  a drug  the  name  of 
which  is  recognized  in  an  official  compen- 
dium, unless  it  is  packaged  and  labeled  as 
prescribed  therein: — 

(h)  If  it  has  been  found  by  the  Administra- 
tor to  be  a drug  liable  to  deterioration,  unless 
it  is  packaged  in  such  form  and  manner,  and 
its  label  bears  a statement  of  such  precau- 
tions, as  the  Administrator  shall  by  regula- 
tions require  as  necessary  for  the  protection 
of  the  public  health.  No  such  regulation 
shall  be  established  for  any  drug  recognized 
in  an  official  compendium  until  the  Admin- 
istrator shall  have  informed  the  appropriate 
body  charged  with  the  revision  of  such  com- 
pendium of  the  need  for  such  packaging  or 
labeling  requirements  and  such  body  shall 
have  failed  within  a reasonable  time  to 
prescribe  such  requirements. 

(i)  If  it  is  a drug  and  its  container  is  so 


made,  formed,  or  filled  as  to  be  misleading; 
or  (2)  if  it  is  an  imitation  of  another  drug;  or 
(3)  if  it  is  offered  for  sale  under  the  name  of 
another  drug. 

(j)  If  it  is  dangerous  to  health  when  used  in 
the  dosage,  or  with  the  frequency  or  duration 
prescribed,  recommended,  or  suggested  in  the 
labeling  thereof. 

(k)  If  it  is,  or  purports  to  be,  or  is  repre- 
sented as  a drug  composed  wholly  or  partly 
of  insulin,  unless  (1)  it  is  from  a batch  with 
respect  to  which  a certificate  or  release  has 
been  issued  pursuant  to  section  506,  and  (2) 
such  certificate  or  release  is  in  effect  with 
respect  to  such  drug. 

(l)  If  it  is,  or  purports  to  be,  or  is  repre- 
sented as  a drug  composed  wholly  or  partly 
of  any  kind  of  penicillin  or  streptomycin  or 
any  derivative  thereof,  unless  (1)  it  is  from 
a batch  with  respect  to  which  a certificate 
or  release  has  been  issued  pursuant  to  section 
507,  and  (2)  such  certificate  or  release  is  in 
effect  with  respect  to  such  drugs:  Provided, 
That  this  paragraph  shall  not  apply  to  any 
drug  or  class  of  drugs  exempted  by  regula- 
tions promulgated  under  section  507  (c)  or  (d). 

EXEMPTIONS  IN  CASE  OF  DRUGS 
AND  DEVICES 

Section  503.  (b)  A drug  dispensed  on  a 
written  prescription  signed  by  a physician, 
dentist,  or  veterinarian  (except  a drug  dis- 
pensed in  the  course  of  the  conduct  of  a bus- 
iness of  dispensing  drugs  pursuant  to  diag- 
nosis by  mail),  shall  if — 

(1)  such  physician,  dentist,  or  veterinar- 
ian is  licensed  by  law  to  administer 
such  drug,  and 

(2)  such  drug  bears  a label  containing 
the  name  and  place  of  business  of  the 
dispenser,  the  serial  number  and  date 
of  such  prescription,  and  the  name  of 
such  physician,  dentist,  or  veterinar- 
ian, 

be  exempt  from  the  requirements  of  section 
502  (b)  and  (e),  and  (in  case  such  prescription 
is  marked  by  the  writer  thereof  as  not  refill- 
able  or  its  refilling  is  prohibited  by  law)  of 
section  502  (d). 

The  above  portions  of  the  Federal  Food, 
Drug  and  Cosmetic  Act  are  quoted  herewith 
as  a ready  reference  for  pharmacists.  Under 
authority  of  the  statute  quoted,  the  Food  and 
Drug  Administration  have  promulgated  regu- 
lations with  respect  to  the  labeling  of  drugs 
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which  should  be  in  the  hands  of  every  practic- 
ing pharmacist.  A third  revision  of  the  FED- 
ERAL FOOD,  DRUG,  AND  COSMETIC 
ACT  AND  GENERAL  REGULATIONS  FOR 
ITS  ENFORCEMENT  (issued  March,  1949) 
may  now  be  purchased  at  15c  per  copy  from 
the  Superintendent  of  Documents,  U.  S.  Gov- 
ernment Printing  Office,  Washington  25,  D.  C. 

Pharmacists  who  sell  any  drug  in  other 
than  the  original  container  in  which  it  is  re- 
ceived are  exempted  from  the  labeling  re- 
quirements of  Section  502  (b)  and  (e)  only 
when  the  drug  is  sold  on  prescription.  If  the 
prescription  is  not  refillable  than  the  phar- 
macist is  exempted  from  Section  502  (d).  In 
all  other  sales  of  bulk  drugs,  the  pharmacist 
must  label  the  bulk  package  in  accordance 
with  the  label  of  the  original  package.  If  the 
bulk  sale  is  a mixture  of  drugs,  the  label  must 
bear  the  common  or  usual  name  of  each  active 
ingredient.  The  proporation  of  each  active 
ingredient  is  not  required  except  for  those 
drugs  specifically  named  in  section  502  (e). 

The  recent  position  taken  by  the  Food  and 
Drug  Administration  that  all  prescriptions 
must  be  in  the  writing  of  the  physician  and 
signed  by  him  and  that  no  prescription  may 
be  refilled  without  written  authority  of  the 
physician,  will  greatly  increase  the  work  and 
responsibility  of  the  prescriber.  Physicians 
must  indicate  on  the  original  prescription  if 
the  same  may  be  refilled,  otherwise,  the 
written  order  to  supply  medicine  is  “dead” 
after  the  original  filling  thereof.  The  Food 
and  Drug  Administration  base  their  present 
position  on  the  wording  of  Section  503. 

The  National  Association  of  Retail  Drug- 
gist have  prepared  a bill  for  introduction  in 
Congress  to  amend  Section  503  to  eliminate 
restrictions  in  the  compounding  and  dis- 
pensing of  prescriptions.  The  text  of  the  bill 
prepared  by  the  N.  A.  R.  D.  is  as  follows: 

“To  amend  section  503  (b)  of  the  Food, 
Drug,  and  Cosmetic  Act  of  June  25,  1938,  as 
amended. 

“Be  it  enacted  by  the  Senate  and  House  of 
Representatives  of  the  United  States  of 
America  in  Congress  assembled,  that  sub- 
section (b)  of  section  503  of  the  Federal 
Food,  Drug  and  Cosmetic  Act,  as  amended 
be  amended  to  read  as  follows: 

“(Sec.  503)  (b)  A drug  dispensed  on  a 
written  or  oral  prescription  of  a physician, 
dentist,  or  veterinarian,  (except  a drug  dis- 


pensed in  the  course  of  the  conduct  of  a 
business  of  dispensing  drugs  pursuant  to 
diagnosis  by  mail),  shall  if — 

“(1))  such  physician,  dentist,  or  veterinar- 
ian is  licensed  by  law  to  administer  such 
drug,  and 

“(2)  such  drug  bears  a label  containing 
the  name  and  place  of  business  of  the  dis- 
penser, the  serial  number  and  date  of 
such  prescription,  and  the  name  of  such 
physician,  dentist,  or  veterinarian, 

“be  exempt  from  the  requirements  of  sec- 
tion (502)  of  this  act.” 

This  bill,  if  enacted,  would  give  the  prescri- 
ber the  legal  right  to  telephone  a prescription 
or  give  verbal  orders  for  the  refilling  of  a 
prescription  without  having  to  send  the  same 
in  writing  before  the  act  was  performed.  The 
Food  and  Drug  Administration  now  have 
jurisdiction  over  the  labeling  of  all  drugs,  in- 
cluding prescriptions,  until  they  reach  the 
ultimate  consumer.  A physician’s  order  to  a 
pharmacist  to  supply  medicine  to  a patient, 
the  dispensing  thereof,  and  the  labeling  of 
such  medicine  in  accordance  with  the  phys- 
ician’s directions,  are  professional  preroga- 
tives which  should  be  regulated  by  the  state 
which  grants  the  professional  license  and  not 
dictated  by  any  federal  agency. 


WARNING  REGARDING  POSSIBILITY 

OF  PHENOL  POISONING  THROUGH 
EXTERNAL  APPLICATION 

Our  attention  has  been  called  to  an  article 
in  the  Journal  of  the  American  Medical  As- 
sociation for  March  19,1949,  entitled  “Death 
Due  to  Phenol  Contained  in  Foille.”  It  ap- 
pears from  this  article  that  a product  known 
as  “Foille  Emulsion,”  manufactured  by  the 
Carbisulphoil  Company  of  Dallas,  Texas,  was 
applied  externally  in  the  treatment  of  first 
and  second  degree  burns  and  apparently  so 
much  of  the  material  was  used  that  the 
amount  of  phenol  absorbed  caused  death. 

This  product  has  since  been  recalled  from 
the  market  because  it  apparently  did  not 
bear  a warning  on  its  label  regarding  the 
possibility  of  phenol  poisoning  from  its  appli- 
cation. 

We  direct  your  attention  to  the  following 
warning  reparding  phenol,  issued  by  the  Food 
and  Drug  Administration  some  time  ago  in 
its  “Memorandum  on  Warning  Statements,” 
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under  Section  502  (f)  (2)  of  the  Federal  Food, 
Drug  and  Cosmetic  Act.  This  warning  is  still 
effective: 

"Carbolic  acid  in  preparations  for  external 
applications:  Note:  Products  containing  more 
than  2 per  cent  of  carbolic  acid  are  not  con- 
sidered safe  for  indiscriminate  distribution. 

“Warning:  When  applied  to  fingers  and 
toes,  do  not  use  a bandage. 

“Apply  according  to  directions  for  use,  and 
in  no  case  to  large  areas  of  the  body.” 

The  Food  and  Drug  Administration  has  also 
issued  the  following  specific  ruling: 

“Phenol — Articles  containing  1%  or  less  of 
phenol  need  no  warnings;  products  contain- 
ing more  than  1%  but  not  more  than  2%  must 
bear  warnings  against  application  to  large 
areas  and  that  bandages  should  not  be  used 
when  the  product  is  applied  to  fingers  and 
toes;  products  containing  over  2%  phenol  are 
usually  not  safe  for  indiscriminate  distribu- 
tion. TC-413,  February  24,  1944.” 

The  recall  of  this  product  and  the  death 
apparently  due  to  its  improperly  controlled 
application  emphasize  the  importance  of 
alerting  pharmacists  and  physicians  once 
more  to  the  danger  from  the  application  of 
external  preparations  containing  phenol.  All 
products  containing  phenol  should  be  labeled 
in  accordance  with  the  suggestion  quoted 
above  and  pharmacists  should  add  whatever 
precautionary  measures  seem  indicated  to 
properly  protect  users  of  such  products 
against  possible  harm. 


NEWS  ITEMS 
For  the  Secretary's  Office 

Pharmacist  D.  E.  Rourk  purchased  the 
Valley  Drug  Store,  Valley  Springs,  South 
Dakota  from  Pharmacist  O.  P.  Ronning  early 
in  March.  Mr.  Rourk  formerly  owned  a drug 
store  at  Doland  and  later  worked  in  Sioux 
Falls  as  pharmacist  manager  of  the  Central 
Drug  Store.  He  ws  replaced  at  the  Central 
Drug  Store  by  Pharmacist  F.  O.  Salmonson. 

Pharmacist  Leon  Farrell  has  purchased  the 
Laxson  Pharmacy  in  Canton  from  his  old 
boss  Pharmacist  Oliver  Laxson.  This  change 
in  ownership  took  place  as  of  March  21,  a 
good  way  to  open  the  Spring  season.  Mr. 
Farrell  announces  that  the  name  of  the 
pharmacy  will  still  continue  as  Laxson  Phar- 
macy.  . . 


Pharmacist  Martin  T.  Wilkins  is  the  present 
pharmacist  manager  of  the  Independent  Drug 
Company  in  Sioux  Falls.  Mr.  Wilkins  who 
formerly  owned  a drug  store  at  Clark,  South 
Dakota  has  been  inactive  for  several  years 
due  to  poor  health. 

Pharmacist  Susan  Jane  Smith  of  Kimball, 
South  Dakota  was  married  to  Dr.  Bernard 
F.  King  of  Aberdeen  on  February  15,  1949. 
Mrs.  King  was  employed  in  St.  Luke’s  Hos- 
pital Pharmacy  in  Aberdeen  for  two  years 
and  later  at  Duluth,  Minnesota. 

The  owner  of  the  former  D.  C.  Hobart 
Drugstore,  Hill  City,  has  notified  the  Board  of 
Pharmacy  that  he  has  employed  Pharmacist 
Russell  E.  Foster  to  manage  his  place  of  bus- 
iness as  a registered  pharmacy  and  intends  to 
build  up  a stock  of  prescription  pharmaceu- 
ticals. Mr.  Foster’s  application  for  a permit 
to  conduct  a pharmacy  has  been  referred  to 
Inspector  Walter  McCurdy  and  Board  Mem- 
bers for  approval. 

Harold  L.  Tisher.  President  of  the  State 
Board  of  Pharmacy,  has  set  the  dates  of  June 
7,  8,  9,  1949  for  the  regular  annual  examina- 
tions meeting  of  the  Board  of  Pharmacy  to 
be  held  at  Brookings,  South  Dakota.  A total 
class  of  between  forty  and  fifty  candidates  are 
expected  to  take  a part  or  all  of  their  Board 
examinations  for  licensure  at  this  meeting. 

Pharmacist  Otto  J.  Tommeraason  of  Med- 
ison  will  be  a candidate  for  appointment  to 
The  Public  Health  Advisory  Council  of  the 
State  Department  of  Health  which  was 
created  by  the  1949  Legislature.  Mr.  Tom- 
meraason, a former  State  Senator,  is  well 
qualified  for  position. 

Make  your  plans  now  to  attend  the  Sixty- 
Third  Annual  Convention  of  the  South  Da- 
kota State  Pharmaceutical  Association  to  be 
held  at  Aberdeen,  on  June  19.  20.  and  21.  1949. 
Local  Secretary  Albert  O.  Bittner  reports 
that  program  plans  are  well  under  way  and 
that  there  will  be  plenty  of  entertainment 
for  all  who  attend.  Write  — W.  A.  Daniels. 
Daniel's  Pharmacy.  Aberdeen  for  room  reser- 
vations. We  will  tell  you  all  about  convention 
plans  and  program  in  the  May  issue  of  this 
Journal. 
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Modern  Therapeutic  Agents 

by  Edgar  Parry,  Instructor  in  Pharmacognosy 
South  Dakota  State  College 


Newer  Agents  in  Tuberculosis  Therapy 

Streptomycin  is  by  far  the  most  important 
drug  yet  introduced  in  the  fight  against 
tuberculosis.  The  action  of  this  antibiotic  is 
directed  against  the  metabolic  processes  of 
the  young,  active,  uncased  tubercle  bacilli. 
It  suppresses  the  normal  pathological  activi- 
ties of  the  bacilli  and  is  more  valuable 
against  progressive  or  acute  than  chronic 
tuberculosis.  In  checking  the  acute  stage  of 
the  disease,  it  allows  the  patient  time  in  which 
his  body  can  build  up  a sufficient  resistance 
to  continue  the  healing  process.  It  inhibits 
further  spread,  checks  the  spread  of  pneu- 
monia, causes  rapid  encasement,  and  di- 
minishes the  symptoms  of  the  disease.  < i ■ 2 ) 

According  to  a report  by  the  Council  on 
Pharmacy  and  Chemistry  of  the  A.  M.  A.,  it 
brings  about  definite  improvement  in  miliary 
type  tuberculosis,  laryngeal,  meningeal,  and 
alimentary  tract  tuberculosis,  and  most  cases 
of  fistulae  and  draining  sinuses.  It  produces 
some  improvement  in  bone  and  joint  tuber- 
culosis, genito-urinary  tuberculosis  and  lym- 
phadenitis. It  has  little  or  no  effect  in  cases 
with  empyema.  < > It  does  not  cure  chronic 
pulmonary  tuberculosis,  but  is  a valuable  ad- 
junct to  collapse  therapy.  <3*  General  Clin- 
ical improvement  include  improved  appetite 
and  sense  of  well  being,  loss  of  temperature, 
and  increased  weight. 

The  toxicity  of  Streptomycin  is  a limiting 
factor  to  its  general  use.  The  Veterans  Ad- 
ministration reported  that  6%  of  900  patients 
developed  serious  toxic  reactions.  Fatali- 
ties were  avoided  by  careful  clinical  super- 
vision and  removal  of  the  drug.  The  sym- 
ptoms include  disturbance  of  vestibular  func- 
tion, serious  renal  damage  where  there  was 
preexisting  renal  disease,  cutaneous  rashes 
and  exfoliative  dermatitis,  and  deafness.  Use- 
ful hearing  can  be  regained  if  the  drug  is 
stopped  at  once.  To  avoid  some  toxic  reac- 
tions which  are  due  to  faulty  excretion,  the 
dosage  of  Streptomycin  was  reduced  from  2 


grams  to  0.5  grams  daily  with  no  drop  in 
therapeutic  efficiency.  < i - 3,  4)  ^ Mayo  re- 

port, 6 days  of  Benadryl  therapy  relieved  mild 
toxic  symptoms  in  8 patients  who  had  shown 
sensitiveness  for  7 days  previous  to  taking 
the  Benadryl.  Streptomycin  was  not  stopped 
during  the  treatment,  however,  dizziness  and 
staggering  have  continued  for  more  than  18 
months  after  discontinuing  the  drug  in  3 
cases.  < 3 ) Other  limitations  for  its  use  in- 
clude its  incomplete  bacteriocidal  effect  in 
vivo,  and  the  rapidity  with  which  organisms 
develop  resistance  to  the  drug.  To  offset  the 
latter,  a 42  day  dosage  regimen  of  strepto- 
mycin has  been  suggested,  followed  by  two 
weeks  of  a sulfone  drug,  then  alternate 
periods  of  streptomycin  and  sulfone. 

Sulfone  derivatives  such  as  Promizole,  Sul- 
phetrone,  Promin  and  Diasone  are  effective 
in  vitro  against  the  bacillus,  but  show  reduced 
bacteriocidal  action  in  the  body.  However, 
they  have'  a synergistic  effect  when  given 
with  Streptomycin.  Promin  and  Diasone  tend 
to  produce  hemolytic  anemia  which  reduces 
their  usefulness.  ‘ ® > Promizole  has  been 
given  in  conjunction  with  Streptomycin  in  an 
effort  to  utilize  the  quick  action  of  Strepto- 
mycin to  stop  the  spread  of  the  disease,  and 
then  to  keep  it  in  check  with  Promizole, 
which  can  apparently  be  given  safely  and 
effectively  over  a period  of  years.  Six  of  7 
patients  having  tubercular  meningitis  are 
alive  and  mentally  normal  after  3 to  8 months 
of  therapy  which  included  a daily  oral  dose 
of  0.5  to  1 gram  Promizole,  and  0.5  to  2 grams 
Streptomycin  daily  intramuscularly  with  0.1 
gram  intrathecally.  • ® > Sulphetrone,  like 
Promizole,  is  effective  against  young  dividing 
cells,  but  ineffective  against  encased  cells. 
It  fails  to  eliminate  the  organism  and  relapses 
occur  on  stopping  the  drug.  • Studies  made 
on  rabbits  show  it  to  be  of  very  low  toxicity 
even  in  prolonged  medication  when  given  in 
the  same  dosage  as  Promizole.  It  does  not 
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body  tissues  rapidly  except  the  brain  and 
spine  where  it  is  slowly  absorbed.  ‘ ® ^ It,  too, 
is  useful  in  keeping  arrested  tuberculosis  in 
check. 

Failure  of  drugs  to  completely  free  the 
body  of  bacilli  is  due  to  the  protective  casing 
that  forms  around  old  resting  cells.  An  old 
report  that  potassium  iodide  caused  the  nega- 
tive sputum  of  tubercular  patients  to  become 
positive,  resulted  in  a recent  experiment  in 
which  potassium  iodide,  when  used  in  con- 
junction with  Streptomycin  on  guinea  pigs, 
produced  synergistic  effects.  < ^ * The  iodide 
evidently  uncased  the  bacilli  and  allowed  the 
Streptomycin  to  kill  them.  One  researcher 
claims  that  combining  the  esters  of  Chaul- 
moogra  oil  with  Streptomycin  gives  an  effec- 
tive therapy  for  urinary  tuberculosis.  * ® • 

Para-aminosalicylic  acid  was  introduced  in 
England  with  conflicting  reports  as  to  its 
effectiveness  against  tuberculosis.  It  appears 
to  be  a good  agent  against  the  exudative  type, 
but  of  questionable  value  in  others.  More 
data  is  needed  here. 

Aureomycin,  one  of  the  newer  antibiotics, 
is  in  the  early  experimental  stage  now.  In 
vitro,  it  is  more  effecive  against  the  tubercle 
bacillus  than  Streptomycin.  * '’o* 

Dihydrostreptomycin  is  a hydrogenated 
form  of  Streptomycin.  Its  activity  is  almost 
identical  with  that  of  Streptomycin,  being 
more  active  in  the  exudative,  miliary  and 
pneumonia  types  of  tuberculosis.  It  is  ineffec- 
tive on  caseous  or  fibrotic  lesions,  and  is  con- 
traindicated in  minimal  and  primary  tuber- 
culosis which  usually  responds  to  routine 
therapy.  The  main  advantages  are  that  it  is 
less  likely  to  cause  eighth  nerve  damage  and 
that  patients  will  tolerate  it  who  are  sensitive 
to  Streptomycin.  It  can  produce  the  same 
toxic  manifestations  as  Streptomycin  and 
should  be  given  intramuscularly  only  until 
more  is  known  about  its  overall  toxic  poten- 
tialities. < ^ ^ * 

B.  C.  G.  Vaccine,  long  held  in  questionable 
repute  by  American  medicine,  is  now  gen- 
erally accepted  as  safe  for  use.  Reports  by 
Rosenthal,  on  an  experiment  carried  out  on 
about  4,000  infants  and  siblings  in  the  poorest 
living  districts  of  Chicago,  * ^ ^ ) ^nd  by  Aron- 
son, who  compiled  the  data  of  experiments 
with  3,008  Indians  on  4 different  reserva- 
tions ‘ ^ 3 > show-- .that ; B.  G.  G?  -has  reduced 
tuberculosis.- mortality  _309^_;^and  90yr  respec- 


tively in  the  vaccinated  groups. 

No  drug  or  vaccine  has  replaced  the  stan- 
dard therapy  of  rest,  collapse  and  surgery, 
but  there  is  reason  to  hope  that  in  the  for- 
seeable  future,  a drug  or  combination  of 
drugs  with  complete  bacteriocidal  action 
against  the  tubercle  bacillus  may  be  found. 
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FOOD  AND  DRUG  ADMINISTRATION 
SEIZURES  OF  SYRUP  URETHANE 

Under  date  of  March  8,  1949,  the  Food  and 
Drug  Administration  released  an  announce- 
ment that  it  was  making  seizures  of  a cough 
syrup.  Syrup  of  Urethane,  manufactured  by 
Marvin  R.  Thompson,  Inc.,  Stamford,  Con- 
necticut. 

Physicians,  pharmacists  and  consumers 
were  warned  that  the  administration  of 
urethane  in  the  quantity  recommended  on 
the  label  may  cause  a dangerous  lowering  of 
the  white  blood  cell  count.  This  leaves  the 
patient  more  liable  to  infection  from  disease 
germs.  Individuals  suffering  from  coughs 
are  likely  to  have  accompanying  infections. 

More  than  2,300  gallons  of  Syrup  of 
Urethane  have  been  distributed  in  about  34,- 
000  packages  ranging  in  size  from  V2  once 
physician’s  samples  to  one  gallon  bottles.  The 
manner  and  extent  of  distribution  was  such 
that  neither  the  manufacturer  nor  Federal, 
State  and  local  health  officials  would  be  able 
to  locate  all  bottles  promptly.  As  a result,  the 
F.  D.  A.  called  on  the  American  Medical  As- 
sociation and  the  American  Pharmaceutical 
Association  to  assist  by  distributing  this 
warning  through  their  mailing  facilities. 
South  Dakota  pharmacies  were  promptly 
notified  by  bulletin. 
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The  Public’s  Health — Your  First  Concern* 


Skin  Cancer 

About  95  percent  of  early  skin  cancer  cases 
are  curable.  Because  it  is  a surface  type  of 
cancer,  its  early  discovery  and  diagnosis 
usually  do  not  present  a difficult  problem. 

Frequently  persons  fail  to  seek  prompt 
medical  attention  for  skin  cancer  because  they 
regard  the  condition  as  relatively  harmless  in 
view  of  its  slow  development.  Any  skin  sore 
or  lesion  that  does  not  heal  requires  medical 
attention.  Persons  who  ask  for  ointments, 
salves,  lotions,  and  other  medications  for  an 
undiagnosed  skin  condition  should  be  warned 
against  the  dangers  of  self  treatment. 

The  commonest  form  of  skin  cancer  appears 
as  a small,  firm  nodule  or  elevation,  generally 
gray  in  color.  If  untreated,  it  increases  in  size. 
The  epidermis  becomes  thinner  and  forms  an 
ulcer,  usually  in  the  center  of  the  lesion. 

Another  form  of  skin  cancer  begins  as  a 
horny  wart;  although  not  painful,  it  has  a 
tendency  to  itch  and  bleed.  It  is  often  mis- 
taken for  a harmless  wart,  but  its  hornified 
surface  is  generally  distinguishing  charac- 
teristic. 

The  most  dangerous  skin  cancer,  malignant 
melanoma,  is  fortunately  less  common.  This 
type  of  “mole”  is  characterized  by  its  dark 
brown  or  blue-black  color. 

To  a considerable  extent,  skin  cancer  is 
preventable.  The  following  suggestions  on 
skin  hygiene  may  be  helpful: 

1.  Protection  of  the  skin  from  known  can- 
cer-producing substances,  such  as  coal-tar, 
pitch,  paraffin,  and  certain  lubricating  oils 
and  compounds.  Garage  and  chemical 
workers,  for  example,  should  wear  protec- 
tive gloves  and  avoid  prolonged  use  of  sooty, 
tarred,  or  greasy  clothing.  In  addition,  fre- 
quent use  of  soap  and  water  is  recommended 
for  all  workers  exposed  to  irritating  sub- 
stances. 

2.  Avoidance  of  over-exposure  to  the  sun  in 
areas  of  excessive  sunlight.  In  such  areas,  out- 
door workers  should  wear  protective  clothing 
and  use  skin  protecting  ointments. 

3.  Careful  shaving  by  men  with  scaly  facial 
patches  or  moles,  to  prevent  injury  or  irrita- 
tion. 


4.  Suspicion  of  all  dark  brown  or  blue- 
black  moles,  as  well  as  other  skin  blemishes 
that  are  subject  to  irritation  from  clothing  or 
other  sources.  Any  mole  that  increases  in 
size  or  changes  in  color  should  be  examined 
by  a physician. 

Skin  cancer,  under  the  management  of  a 
qualified  physician,  is  relatively  easy  to  diag- 
nose and  treat.  Through  greater  public  aware- 
ness of  its  early  signs  and  symptoms,  skin 
cancer  could  be  virtually  eliminated  as  a 
cause  of  death.  As  a source  of  health  informa- 
tion in  his  community,  the  pharmacist  can 
make  an  important  contribution  toward  that 
goal. 


CANCER  OF  THE  FEMALE 
REPRODUCTIVE  SYSTEM 

Almost  25,000  cases  of  cancer  of  the  female 
reproductive  organs  will  be  discovered  this 
year.  The  chances  of  cure  will  depend  largely 
upon  the  stage  of  the  case  — those  discovered 
in  the  early,  preinvasive  stages  will  have  a 
much  better  chance  than  those  in  the  more 
advanced  stages. 

The  pharmacist,  who  is  often  consulted  in- 
formally by  the  public  for  advice  on  health 
matters,  can  do  much  to  reduce  the  dangerous 
time  lag  between  onset  of  the  disease  and  the 
first  visit  to  a physician.  The  most  common 
early  sign  of  cancer  of  the  uterus  and  the 
uterine  cervix  — where  most  cancers  of  the 
female  reproductive  organs  occur  _ — is  vag- 
inal bleeding  between  regular  menstrual 
periods  or  after  menopause.  Whenever  ab- 
normal vaginal  bleeding  or  abnormal  dis- 
charge is  brought  to  a pharmacist’s  attention, 
he  should  urge  immediate  medical  attention. 

Women  should  be  cautioned  against  wait- 
ing for  the  bleeding  to  become  worse.  Even 
sporadic  and  infrequent  vaginal  bleeding, 
although  not  always  associated  with  cancer, 
warrants  a prompt  medical  examination. 

Most  cases  of  uterine  cancer  appear  after 
the  age  of  35.  They  occur  more  frequently 
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among  women  who  have  had  one  or  more 
children.  Chronic  infections  and  unrepaired 
childbirth  lesions  are  thought  to  be  predispos- 
ing factors.  For  these  reasons,  the  pharmacist 
should  advise  women  over  35  to  have  pelvic 
examinations  regularly  twice  a year  and  to 
have  all  uterine  lesions  corrected  by  a com- 
petent physician. 

Cancer  of  the  uterine  cervix  usually  ap- 
pears as  a painless  lesion  which  causes  no 
symptoms  at  all  for  some  time,  but  which  can 
be  found  early  by  pelvic  examination. 
Ordinarily  the  first  symptom  is  a slight  and 
irregular  vaginal  bleeding.  As  the  lesion  pro- 
gresses, the  bleeding  usually  increases  and 
some  discomfort  may  be  felt  in  the  lower 
abdomen.  These  symptoms  are  usually  dis- 
continuous and  are  too  often  ignored.  In  the 
early  stages,  however,  the  chances  for  a 
permanent  cure  of  cervical  cancer  are  excel- 
lent. 

Cancer  of  the  body  of  the  uterus  is  usually 
first  manifested  by  abnormal  bleeding.  Can- 
cer of  the  female  reproductive  organs  also  ap- 
pears occasionally  in  the  ovaries  and  the 
fallopian  tubes,  where  it  may  be  detected  by 
an  examining  physician  in  the  course  of  a 
pelvic  checkup  more  readily  than  by  the 
woman  herself.  Early  symptoms  of  primary 
cancer  of  the  vagina,  which  is  realtively  rare, 
are  irregular  bleeding  and  discharge. 

The  nature  of  these  types  of  cancer  furn- 
ishes fully  adequate  reasons  for  regular  phys- 
ical examinations.  In  many  cases,  the  phys- 
ician can  discover  abnormal  growths  long  be- 
fore symptoms  appear.  Cervical  or  vaginal 
cancer  can  be  seen  directly  in  a pelvic  ex- 
amination. Cancer  of  the  ovaries,  fallopian 
tubes  or  body  of  the  uterus  may  be  felt  by 
the  physician  through  the  abdominal  wall. 

In  summary,  our  best  hope  for  controlling 
cancer  of  the  female  reproductive  system  is 
to  be  found  in  two  simple  health  rules — 

Every  woman  over  35  should  have  a med- 
ical examination  twice  a year. 

Every  woman  should  see  her  physician  im- 
mediately at  the  first  sign  of  abnormal  bleed- 
ing or  discharge. 


EMPLOYMENT  OUTLOOK  FOR 
PHARMACISTS 

The  employment  outlook  for  pharmacists  is 
very  good  for  several  years.  Overcrowding  is 
possible  in  some  localities  in  the  long  run  if 


enrollments  in  pharmacy  colleges  continue 
at  present  high  levels. 

These  are  the  main  conclusions  of  a study 
of  the  employment  outlook  for  pharmacists 
recently  completed  by  the  Occupational  Out- 
look Service  of  the  Bureau  of  Labor  Statistics. 
The  study  was  prepared  for  use  in  vocational 
guidance  of  veterans,  high  school  students, 
and  others  interested  in  choosing  a field  of 
work,  and  was  financed,  in  part,  by  the  Vet- 
erans Administration. 

The  outlook  for  the  entire  pharmaceutical 
profession  is  dominated  by  the  prospects  in 
retail  drug  stores,  where  a moderate  upward 
long-term  trend  in  employment  is  expected. 
In  view  of  the  steady  increases  in  drug  sales 
and  the  trend  toward  shorter  working  hours 
in  the  profession,  it  seems  probable  that  many 
drug  stores  will  have  to  take  on  additional 
pharmacists.  It  is  also  expected  that  there 
will  be  some  increase  ■ — though  not  a large 
one  — in  the  number  of  drug  stores  in  the 
country.  In  recent  years  the  tendency  in 
cities  has  been  away  from  many  stores  to- 
ward fewer  and  bigger  ones,  but  some  new 
stores  will  be  needed,  particularly  in  new 
residential  areas. 

Employment  in  hospital  pharmacies  is  ex- 
pected to  increase  rapidly  during  the  next 
few  years.  There  will  also  be  increased  oppor- 
tunities in  manufacturing  and  wholesaling,  in 
the  armed  forces  and  the  public  health  serv- 
ices, and  as  teachers,  law-enforcement  of- 
ficials, and  as  writers  for  pharmaceutical  pub- 
lications. In  addition,  around  3,000  phar- 
macists will  be  needed  each  year  to  replace 
those  who  die,  retire,  or  transfer  to  other 
fields  of  work. 

There  is  now  a shortage  of  registered  per- 
sonnel in  many  parts  of  the  country,  because 
of  the  sharp  drop  in  graduations  during  the 
war,  and  the  expanding  employment  needs. 
Record  numbers  of  students  have  enrolled 
in  pharmacy  colleges  since  V-J  day  (approx- 
imately 20,000  in  the  65  accredited  colleges  in 
the  academic  year  1948-49,  compared  with 
about  8,000  in  the  immediate  prewar  years). 
Several  new  colleges  have  been  organized  and 
are  already  admitting  first  and  second-year 
students.  Nevertheless,  the  shortages  will 
probably  not  be  relieved  before  the  1950’s. 
After  that  there  may  be  a tendency  toward 
overcrowding  in  some  areas,  particularly  big 
cities. 
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by 

George  H.  Frates 


WHAT  GOES  ON  HERE  — AT  RANDOM 

HARRY  S.  TRUMAN  has  issued  a procla- 
mation setting  aside  the  month  of  April  as 
Cancer  Control  Month. 

IN  GEORGE  WASHINGTON’S  ADMINIS- 
TRATION the  Federal  Government  collected 
37  cents  a year  per  capita  from  the  American 
people.  In  1948,  our  Federal  Government 
collected  almost  900  times  that  much  per 
capita  or  an  increase  of  85,100  per  cent  above 
the  amount  of  taxes  levied  by  Alexander 
Hamilton,  who  was  Washington’s  Secretary 
of  the  Treasury.  Last  year,  federal  taxes  col- 
lected were  approximately  $315  a person  or 
about  $1,260  for  the  average  family  of  four 
members.  The  heat  is  put  on  Congress  for 
federal  money  first  for  this,  then  for  that. 
Where  does  the  money  come  from?  You  furn- 
ish it  through  taxation.  Uncle  Sam  is  a fine, 
generous,  wonderful  old  boy.  But  do  not 
forget  that,  with  this  money  goes  federal 
control  and  finally  those  who  receive  a Fed- 
eral dollar  will  be  told  when,  where,  and  how 
to  spend  it.  The  Federal  debt  is  now  over 
one-fourth  a trillion  dollars. 

NEW  APPOINTMENT.  Executive  Secre- 
tary John  W.  Dargavel  has  been  appointed 
by  F.  W.  Reynolds,  Assistant  Chief,  Com- 
modity Standards  Division  of  the  Department 
of  Commerce,  to  serve  on  a Standing  Com- 
mittee formed  to  consider  a “Recommended 
Commercial  Standard  for  Sun  Glass  Lenses.” 

LABELING.  Eli  Lilly  and  Company  has  an- 
nounced an  intention  to  label  hypodermic 
tablets  Nitroglycerin  and  certain  other  hypo- 
dermic tablets  with  the  standard  prescription 
legend. 

MINIMUM  WAGES.  The  House  Education 
and  Labor  Committee  has  approved  a bill  to 
increase  the  national  minimum  wage  from 
40c  an  hour  to  75c.  The  Administration 
wanted  the  75c  minimum  boosted  to  $1.00  per 
hour  in  some  industries  but  lost  out.  The  Ad- 
ministration also  lost  another  skirmish  when 
it  suggested  that  the  law  be  broaded  to  cover 


all  “activities  affecting  commerce.”  As  now 
written  the  legislation  provides  exemption  for 
retailers  doing  a dollar  volume  of  $500,000 
or  less  per  year,  regardless  of  the  number  of 
stores.  Talk  around  Washington  implies  than 
when  the  chips  are  down  the  federal  min- 
imum will  be  around  60c  or  65c  per  hour. 

MEDICAL  ASSISTANCE.  Representative 
Lodge  of  Connecticut  has  introduced  a bill 
written  to  provide  certain  medical  aid  to  the 
needy.  It  would  make  grants-in-aid  to  the 
states  enabling  them  to  furnish  “certain  med- 
ical services  and  medicines,  which  are  stand- 
ardized in  their  nature  but  which,  because 
of  high  costs,  are  not  used  in  many  cases  in 
which  their  use  is  desirable.” 

BENZEDRINE  LEGISLATION.  Congress- 
man Grant  of  Alabama  has  introduced  a 
bill  in  Congress  to  place  the  sale  of  Benze- 
drine inhalers  under  the  provision  of  the  Har- 
rison Narcotic  Act.  As  you  are  aware,  the 
sale  of  Benzedrine,  as  such,  requires  a pre- 
scription. Now  comes  the  Grant  bill  to  re- 
quire a prescription  for  the  inhalers.  It  has 
been  reported  that  some  teen-agers  plus  some 
convicts  in  a penitentiary  obtained  some  in- 
halers and  used  them  until  their  senses  reeled. 
Some  people  misuse  everything.  It  is  gener- 
ally agreed  among  the  Pure  Food  and  Drug 
administrators,  the  police,  and  doctors  that 
Benzedrine  is  a gentle  stimulant  when  used 
legitimately.  , 

STATES’  SALES  TAX.  The  N.  A.  R.  D.  re- 
cently sent  out  a questionnaire  to  the  State 
Pharmaceutical  Secretaries  to  ascertain 
which  States  have  sales’  taxes;  the  percentage 
of  tax;  and  whether  or  not  food  and  medicines 
and/or  drugs  were  exempted.  To  date  the 
survey  shows  the  following  States  as  having 
no  sales  tax:  Delaware,  Florida,  Georgia, 
Idaho,  Indiana,  Kentucky,  Maine,  Massa- 
chusetts, Nebraska,  New  Jersey,  Nevada, 
Oregon,  Pennsylvania,  South  Carolina,  Ver- 
mont, Virginia,  Wisconsin.  On  March  14,  the 
House  defeated  by  a margin  of  ten  votes  a 
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proposal  to  saddle  the  District  of  Columbia 
with  a sales  tax.  A BIG  CHEER  to  the  hard 
working  State  Pharmaceutical  Secretaries  for 
their  spontaneous  replies  to  the  questionnaire. 
That’s  team  work  personified! 

Have  you  heard  “POWDER  YOUR  FACE 
WITH  SUNSHINE?”  It’s  a new  song  written 
by  a veteran  at  Mount  Alto. 

FILMS  AVAILABLE  IN  REGIONAL  OF- 
FICES. Nine  16mm  motion  pictures  are  now 
available  for  loan  for  demonstration  purposes 
to  State  and  community  groups,  through  the 
Mental  Health  Consultants  attached  to  the 
Public  Health  Service  Regional  offices.  The 
films  are:  CHILDREN  OF  THE  CITY, 
CHILDREN  ON  TRIAL,  THE  FEELING  OF 
REJECTION,  THE  FEELING  OF  HOSTIL- 
ITY, KNOW  YOUR  BABY,  MEETING 
EMOTIONAL  NEEDS  IN  CHILDHOOD, 
SHADES  OF  GRAY,  WHAT’S  ON  YOUR 
MIND,  YOUR  CHILDREN  AND  YOU.  Ar- 
rangements for  borrowing  these  films  may 
be  made  through  the  State  Mental  Health 
Authority. 

SYRUP  OF  URETHANE  RECALLED.  The 
Food  and  Drug  Administration  has  advised 
that  Syrup  of  Urethane,  Cough  Syrup,  Manu- 
factured by  Marvin  R.  Thompson,  Stamford, 
Conn.,  may  cause  serious  lowering  of  the 
Leucocyte  count  when  used  according  to 
directions.  New  use  renders  product  new 
drug  but  no  new  drug  application  has  been 
filed.  The  manufacturer  is  recalling  Syrup 
of  Urethane  from  the  market  and  federal 
seizures  are  being  made  — however,  the  dis- 
tribution has  been  so  wide  that  it  is  difficult 
to  locate  all  bottles  promptly.  Check  your 
shelves,  druggists! 

HERE  IS  THE  FEDERAL  LAW  GOV- 
ERNING the  “WARNING:  MAY  BE  HABIT 
FORMING,”  statement:  SEC.  502.  A drug 
or  device  shall  be  deemed  to  be  misbranded — 
(d)  If  it  is  for  use  by  man  and  contains  any 
quantity  of  the  narcotic  or  hypnotic  substance 
alpha  eucaine,  barbituric  acid,  beta-eucaine, 
bromal,  cannabis,  carbromal,  chloral,  coca, 
cocaine,  codeine,  heroin,  marihuana,  mor- 
phine, opium,  paraldehyde,  peyote,  or  sul- 
phonmethane;  or  any  chemical  derivative  of 
such  substance,  which  derivative  has  been  by 
the  Administrator,  after  investigation,  found 
to  be,  and  by  regulations  designated  as,  habit 
forming;  unless  its  label  bears  the  name,  and 
quantity  or  proportion  of  such  substance  or 


derivative  and  in  juxtaposition  therewith  the 
statement  “Warning  — May  be  habit  form- 
ing.” 

FEDERAL  REGULATIONS  PERTINENT 
TO  YOUR  OPERATIONS.  Although  Men- 
thol comes  to  you  marked  with  the  prescrip- 
tion legend  you  may  sell  it  across  the  counter 
if  it  is  adequately  labeled.  First  you  ask  the 
customer  for  what  use  he  intends  to  make 
of  it.  He  says  “I  want  to  put  it  in  some 
rubbing  alcohol  compound  to  enhance  the 
stuff.”  You  label  the  vial  of  Menthol  — MEN- 
THOL. 1 dram.  To  be  used  in  preparing  a 
rub-down.  For  External  Use  Only.  It  is  as- 
sumed that  your  store  label  with  name  and 
address  is  used  in  writing  the  directions,  etc. 
Maybe  the  fellow  doesn’t  want  to  use  Men- 
thol in  a rub-down  preparation  — say  he 
wants  to  use  it  for  inhalation.  If  that  is  the 
case  follow  the  above  method  but  label  it  for 
inhalation.  If  he  wants  to  use  it  for  impreg- 
nating cigarettes,  label  occordingly.  You  may 
use  Menthol  in  preparing  a liniment  of  your 
own  regp.rdless  of  the  phescription  legend. 
Label  the  finished  product  like  this  — 
LINIMENT.  For  External  Use.  Ounces  6. 

DIETARY  SUPPLEMENTS.  When  you 
sell  dietary  supplements  over  the  counter, 
such  as  KAPSEALS,  TAKA-COMBEX, 
ZYMAFOLIC,  NUTRIVE  CAPSULES,  DI- 
CALCIUM PHOSPHATE  WITH  VIOS- 
TEROL,  and  preparations  of  similar  charac- 
ter, they  must  be  accompanied  by  the  infor- 
mation on  the  original  package  which  con- 
stitutes composition,  directions  for  use,  name 
and  address  of  the  dispenser,  and  the  quantity 
sold.  How  is  a pharmacist  going  to  deliver  all 
this  information  to  a customer  when  the  re- 
quest is  for  12  capsules  or  tablets,  or  so? 
Frankly  we  don’t  know  unless  the  pharmacist 
has  previously  typed  or  mimeographed  the 
data  and  has  it  ready  for  instant  use  or  a 
benevolent  manufacturer  with  a far  seeing 
eye  anticipated  the  lot  of  the  pharmacist  and 
graciously  supplies  the  required  information 
in  the  form  of  inserts.  Inserts  containing 
these  statements  do  not  have  to  be  affixed 
to  the  container.  They  may  be  wrapped  with 
the  package.  Not  to  be  facetious,  but  if  the 
customer  has  as  good  a memory  as  the 
pharmacist  is  supposed  to  have  maybe  the 
latter  could  let  the  former  read  all  the  re- 
quired information  on  the  original  manu- 
(Continued  on  page  154) 
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Congestive  Heart  Failure... 


"The  most  striking  effects  were  seen  in 
cases  of  hypertensive  heart  failure.  . . . 
There  is  a rapid  fall  in  the  raised  right 
auricular  pressure  \^ith  a conspicuous  in- 
crease in  the  output  of  the  heart. 
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AMINOPHYLLIN^ 

“—improves  cardiac  failure  by  effecting  an  improved  heart 
action  with  increased  blood  flow,  and  eliminating  edema 
fluids  by  the  renal  route. 

Searle  Aminophyllin  is  indicated  in  paroxysmal  dyspnea, 
bronchial  asthma,  Cheyne-Stokes  respiration  and  selected 
cardiac  cases. 

ORAL— PARENTERAL— RECTAL  DOSAGE  FORMS 


*Searle  Aminophyllin  contains  at  least  80%  of  anhydrous 
theophylline.  G.  D.  Searle  & Co.,  Chicago  80,  Illinois. 
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RESEARCH  IN  THE  SERVICE  OF  MEDICINE 


1.  Howarth,  S.;  McMichael,  J.,  and  Sharpey-Schafer,  E.  P.:  The 
Circulatory  Action  of  Theophylline  Ethylene  Diamine,  Clin.  Sc. 
6:125  (July  17)  1947. 


(Continued  from  page  152) 
facturer’s  package  while  the  sale  is  being 
made  and  let  it  go  at  that  — BUT  THE  LAW 
SAYS  THIS  WILL  NOT  SUFFICE  — DIET, 
you  know! 

MERCOLIZED  WAX.  The  Federal  Trade 
Commission  has  rescinded  its  order  against 
the  Dearborn  Company,  makers  of  Merco- 
lized  Wax.  Henceforth  the  company  will  not 
be  required  to  use  the  statement  “Caution  — • 
Use  only  as  directed  in  its  advertisements.” 

CHANGE  IN  VETERANS  SET-UP.  The 
Veterans  Administrator  has  selected  five  key 
points  from  which  medical  supervision  of 
hospitals  and  other  VA  medical  matters  will 
be  carried  on.  The  cities  named  are  Atlanta, 
Boston,  Fort  Snelling,  Minn.,  San  Francisco, 
and  St.  Louis.  This  change  in  supervisory 
activities  will  bring  supervision  of  the  Chief 
Medical  Director  closer  to  medical  activities 
in  the  field. 


NATIONAL  FIRST  AID  WEEK 
JUNE  6 TO  JUNE  12 

Edgar  A.  Beilis,  president  of  the  National 
Association  of  Retail  Druggists,  has  pro- 
claimed the  week  of  JUNE  6 TO  JUNE  12  as 
NATIONAL  FIRST  AID  WEEK.  In  his 
proclamation  statement  Mr.  Beilis  said: 

“Highway  and  home  accidents  continue  to 
take  more  lives  than  any  disease  or  illness. 
The  prevailing  conditions  of  housing  short- 
ages, the  continued  use  of  old  and  defective 
automobiles  and  the  various  hazards  of  every- 
day life  make  it  compulsory  to  impress  on 
the  public  the  need  for  greater  knowledge  of 
first  aid  measures. 

“It  is  important  for  every  one  to  realize  the 
necessity  for  knowing  how  to  handle  acci- 
dental emergencies  and  that  proper  first  aid 
can  prevent  infections  and  illness  and  death 
that  result  from  untreated  injuries. 

“Therefore,  as  president  of  the  National 
Association  of  Retail  Druggists,  I proclaim 
the  week  of  JUNE  6 to  JUNE  12  as  NA- 
TIONAL FIRST  AID  WEEK. 

“Every  member  of  the  N.  A.  R.  D.  is  urged 
to  participate  in  the  NATIONAL  FIRST  AID 
WEEK  campaign  to  extend  to  the  public  in- 
formation about  first  aid  and  to  make  avail- 
able those  items  most  needed  to  prevent  the 
serious  after-effcts  resulting  from  accidental 
injuries  that  cannot  be  immediately  treated 
because  of  the  lack  of  proper  materials. 


Druggists  are  called  upon  to  provide  adequate 
window  and  interior  displays  and  all  other 
types  of  promotional  efforts  to  carry  the 
theme  to  the  public.” 
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South  Dakota  State  Medical  Association 


Standing,  left  to  right,  is  Dr.  O.  R.  Wright,  Dr.  F.  L.  Class,  Dr.  H.  L.  Saylor  and  Dr.  T.  J.  Wood,  all  of 
Huron,  who  were  awarded  the  50-Year  Pin. 


214  years  of  medical  practice  were  honored 
April  6th  as  forty  doctors  and  their  ladies 
met  at  the  Huron  Country  Club  to  observe 
presentation  of  State  Medical  Association 
“50-Year  Club”  pins  to  four  Huron  doctors. 

Doctors  receiving  the  awards,  gold  lapel 
pins,  were  O.  R.  Wright,  H.  L.  Saylor,  F.  L. 
Class,  and  T.  J.  Wood.  The  presentation  was 
made  by  John  C.  Foster  of  Sioux  Falls,  Execu- 
tive-Secretary of  the  South  Dakota  State 
Medical  Association. 

Foster  acclaimed  the  perseverence  and 
dedication  to  duty  that  had  kept  the  four 
doctors  practicing  in  South  Dakota  through- 
out the  years.  In  discussing  the  record  of  each 
doctor,  he  listed  Dr.  Wright  with  a total  of 


56  years  of  practice.  Dr.  Saylor  with  55,  Dr. 
Class  with  51,  and  Dr.  Wood  with  52. 

Doctor  Wright  was  born  at  Fort  Dodge, 
Iowa  on  July  2,  1868,  the  seventh  of  ten 
children.  He  was  educated  in  the  locality  and 
then  taught  school  for  one  year  before  start- 
ing his  medical  education  at  University  of 
Iowa.  He  attended  the  medical  school  two 
years  and  then,  by  taking  examinations,  he 
was  admitted  to  Rush  Medical  College  in 
Chicago  as  a senior  in  1892.  After  graduation 
the  next  year  he  started  practice  in  Iowa. 
Telling  the  story  in  his  own  words.  Dr. 
Wright  said,  “I  returned  to  Iowa  and  took 
over  the  practice  of  a physician  who  wished 
to  take  a three-months  vacation.  At  this 
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time  I expected  to  return  to  Chicago  to  take 
up  practice  with  the  physicians  who  I had 
been  with  during  the  year  1892-3.  The  doctor 
whose  practice  I had  taken  over  was  expected 
to  return  on  July  1st.  Not  arriving  at  that 
time,  and  as  there  was  considerable  work  on 
hand,  I remained  until  he  did  return.  On  the 
evening  of  July  6,  1893,  a terrific  cyclone 
struck  the  town,  killing  100  people  and 
wounding  300.  Here  began  the  most  strenuous 
year  of  work  that  I have  ever  accomplished  in 
my  whole  life  of  the  practice  of  surgery.  In 
those  days,  hospitals  were  few  and  far  be- 
tween. Trained  nurses  were  as  scarce  as  hos- 
pitals. We  had  met  this  emergency  by  de- 
vising and  using  every  make-shift  of  both 
housing  and  nursing  help  that  was  possible. 
The  patients  were  unattended  for  days  at  a 
time.  Service  by  helping  physicians  who  left 
the  work  without  records  and  without  very 
often,  notice  of  departure.  This  made  the 
work  very  much  more  complicated  and  placed 
a greater  burden  at  all  times  on  those  who 
had  it  to  do  locally.  The  day  after  this  storm, 
the  government  of  Iowa  took  over,  sent  their 
National  Guard  there  and  the  governor,  in 
person,  appointed  me  superintending  surgeon 
for  both  hospital  and  surgical  work.  This 
work  was  not  completed  for  nearly  one  year 
and  I was  not  able  to  enter  my  general  prac- 
tice until  the  spring  of  1894.  I purchased  the 
practice  of  the  old  Doctor  who  brought  me 
to  Pomeroy  and  remained  there  9 years.  I 
moved  to  Huron  in  1902  and  have  been  in 
constant  practice  in  this  city  since  that  time 
except  the  period  of  my  service  in  the  Armed 
Forces  from  1917  to  1919.” 

Dr.  H.  L.  Saylor  who  received  the  second 
award  was  born  in  Clayton,  Ohio,  in  1873. 
He  is  a graduate  of  Starling  Medical  College, 
which  later  merged  with  Ohio  State  Univer- 
sity. After  his  graduation  in  1894,  he  worked 
in  sanatoriums  in  Michigan,  and  North  Caro- 
lina, and  then  spent  nearly  five  years  prac- 
ticing in  Ohio.  His  first  location  in  South 
Dakota  was  at  Garretson,  from  there  he  went 
to  Cogswell,  North  Dakota,  until  1917  when 
he  entered  the  service.  He  was  associated  a 
short  while  with  Dr.  H.  I.  King  in  Aberdeen, 
but  moved  to  Huron  in  1919  where  he  has 
been  ever  since. 

During  the  presentation  ceremonies.  Dr. 
Saylor  reminisced  briefly  on  some  of  the  un- 
usual cases  he  had  seen  early  in  his  career. 


Dr.  T.  J.  Wood,  third  to  receive  the  pre- 
sentation, was  born  in  Eaton  Rapids,  Mich- 
igan, in  1869.  He  graduated  from  Rush  Med- 
ical College  in  Chicago  in  1897  and  set  up 
practice  in  Huron  that  same  year.  His  entire 
52  years  of  practice,  with  the  exception  of 
two  years  in  the  Army,  one  overseas,  have 
been  spent  in  Huron.  For  the  past  fourteen 
years  Dr.  Wood  has  been  City  Physician  and 
Health  Officer  for  the  city  of  Huron. 

Dr.  Class,  fourth  to  be  honored  at  the  din- 
ner meeting,  was  born  in  Chicago  in  1867.  He 
graduated  from  Bennett  Medical  College  in 
Chicago  in  1898,  and  then  received  his  second 
M.D.  degree  at  Rush  Medical  College  in  1899. 
He  practiced  a year  in  Chicago,  and  then  a 
year  in  Wolsey,  South  Dakota,  before  locating 
permanently  in  Huron.  For  the  past  several 
years,  his  work  has  been  confined  to  immuni- 
cations  in  the  city  of  Huron.  During  his  51 
years  of  practice.  Dr.  Class  has  attended  36 
post  graduate  courses  in  various  colleges 
throughout  the  country.  The  average  doctor 
will  attend  one  or  two  in  a lifetime. 

All  four  doctors  were  asked  how  many 
babies  each  had  brought  into  the  world,  but 
the  only  reply  of  any  exactness  was  obtained 
from  Dr.  Wright  who  said  he  had  delivered 
2,528  babies  until  he  quit  doing  that  type  of 
practice  20  years  ago. 

There  are  now  a total  of  six  doctors  in  the 
state  who  have  received  the  Medical  Associa- 
tion’s 50-year  award. 


H.  E.  FOSTER,  M.D, 

Doctor  Harold  E.  Foster,  54,  superintendent 
of  the  Veterans  Administration  hospital  at 
Fort  Meade,  South  Dakota,  died  of  a heart 
attack  April  19th. 

A veteran  of  both  World  wars  and  affiliated 
with  the  Veterans  Administration  since  1927. 
Dr.  Foster  assumed  the  Administration  of 
the  hospital  at  Fort  Meade  last  July. 
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Prolonged  Labor:  Its  Management  and  Treatment* 

Edward  A.  Banner,  M.D., 

Section  on  Obstetrics  and  Gynecology,  Mayo  Clinic,  Rochester,  Minnesota 


In  a discussion  of  prolonged  labor,  one  is 
concerned  principally  with  the  relationship 
of  three  factors:  the  maternal  passages,  the 
powers  of  expulsion,  and  the  infant.  In  a 
normal  labor,  the  expulsive  forces  hold  a 
balance  of  power  over  the  resistance  of  the 
birth  canal  to  the  descent  and  the  delivery  of 
the  child.  When  labor  is  prolonged,  some 
abnormal  condition  exists  in  one  or  more  of 
the  three  factors.  In  some  cases,  the  mother, 
the  child  or  both  face  serious  damage.  A com- 
plete discussion  of  the  various  causes  and 
management  of  prolonged  labor  would  in- 
clude the  entire  field  of  abnormal  obstetrics 
and  limits  of  time  will  permit  me  to  touch 
only  briefly  on  some  of  its  phases.  I will  con- 
fine my  paper,  therefore,  to  consideration  of 
that  small  group  in  which  the  patient’s 
chances  for  a successful  vaginal  delivery 
must  be  treated  by  a trial  of  labor,  and  I will 
leave  the  broader  concepts  to  the  didactic 
scholar.  This  group  consists  of  run  of  the  mill 
patients  who  are  seen  every  day  and  who 
give  no  forewarning  of  difficulties.  These  are 
the  patients  who  have  been  followed  through- 
out the  prenatal  course.  We  physicians  have 
carefully  controlled  their  gain  in  weight,  in- 
sisted on  sensible  exercise,  insured  ample 
diets  of  iron,  calcium,  and  vitamins  and  in- 
itiated their  course  into  motherhood  by  a 
careful  digital  pelvic  mensuration,  and  when 
indicated  roentgenograms  have  been  made. 
The  number  of  these  patients  is  not  small. 

Recently  a review  of  6,000  case  records 
showed  that  4.7  per  cent  or  1 in  every  20  such 
patients  were  in  labor  twenty-four  hours  or 
longer.  The  Chicago  Lying-In  Hospital  has 
reported  an  incidence  of  6.3  per  cent  and 
Margaret  Hague  Hospital  5.9  per  cent.  Surely 
we  as  obstetricians  must  be  constantly  on  the 
alert  to  preserve  the  delicate  balance  between 
watchful  expectancy  and  neglectful  procras- 
tination. If  we  break  down  such  figures,  an 
interesting  set  of  equations  are  noted  for  al- 
most all  of  the  cases  can  be  filed  into  four 
categories,  each  in  a sense  depending  on  its 
associate.  Let  us  look  critically  at  these 


strange  bed-fellows  examining  their  most 
positive  features. 

Rotation,  Flexion  or  Fetal  Presentation 

The  first  and  most  prominent  member  are 
those  prolonged  labors  due  to  errors  in  rota- 
tion, flexion  or  fetal  presentation.  The  diag- 
nosis may  be  made  before  labor  ensues  in 
some  of  these  cases.  Careful  abdominal  and 
rectal  palpation  during  the  later  weeks  of 
prenatal  care  contribute  useful  information. 
It  is  good  practice  to  make  a rectal  examina- 
tion at  each  visit  during  the  last  weeks  of 
pregnancy  during  which  the  station  of  the 
fetal  head  and  “ripeness”  of  the  cervix  should 
be  noted.  This  information  is  helpful  in  fore- 
casting the  expected  date  of  confinement. 
Many  breech  presentations  may  be  easily 
converted  to  cephalic  at  this  time  and  a trans- 
verse presentation  is  seldom  missed.  De- 
flexion attitudes  often  can  be  diagnosed  be- 
fore labor  begins  and  if  not  amenable  to 
treatment  at  least  suggest  careful  pelvic 
roentgenograms  during  labor  to  rule  out 
mentoposterior  position. 

During  labor  careful  observation  and  rectal 
examinations  will  reveal  any  deep  transverse 
arrests  or  occiput  posteriors  and  allow  the 
obstetrician  to  use  various  methods  of  treat- 
ment. The  first  is  the  use  of  time,  for  most 
errors  in  rotation  are  self-rectifying  and  most 
deflexion  attitudes  will  result  in  spontaneous 
deliveries.  If  neither  is  forthcoming,  the 
patient  previously  fortified  with  correction 
of  fluid  and  electrolyte  balance  should  have 
manual  or  forceps  aid  or  version  providing  all 
of  the  conditions  for  such  procedures  have 
been  fulfilled.  I would  like  to  emphasize 
that  there  is  no  need  to  anticipate  trouble  be- 
cause of  occipitoposterior  position  early  in 
labor.  The  position  is  common  and  in  almost 
all  cases  delivery  will  be  easy,  although  the 
second  stage  of  the  labor  is  usually  longer 
than  normal.  In  cases  in  which  the  posterior 
position  persists  and  delivery  does  not  occur, 

* Read  at  meeting  of  the  Aberdeen  District  Med- 
ical Society,  Aberdeen,  South  Dakota,  December 

14,  1948. 
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if  the  head  is  low  down,  the  obstetrician  has 
a choice  of  rotating  the  occiput  to  an  anterior 
position  with  forceps  or  by  hand  or  of  de- 
livering the  baby  with  the  occiput  posterior. 
I prefer  manual  rotation  to  instrumental  ro- 
tation because  it  is  far  less  dangerous,  but  I 
often  deliver  the  child  with  the  occiput 
posterior.  If  the  head  is  well  down  on  the 
perineal  floor,  I believe  it  is  better  to  deliver 
the  baby  with  the  occiput  posterior  than  to 
attempt  anterior  rotation.  If  the  station  of 
the  head  is  high  with  the  occiput  posterior,  I 
prefer  version  and  extraction  to  use  of  for- 
ceps. Before  anything  is  done,  however,  I 
make  sure  that  the  cervix  is  well  retracted  or 
retractable  and  that  labor  is  not  progressing. 
If  progress  is  being  made  my  motto  is  “wait.” 
For  delivery  of  a head  in  the  occipitoposterior 
position  it  should  be  remembered  that  ample 
room  is  needed  and  a generous  episiotomy 
will  prevent  third  degree  rectal  tears. 

As  in  no  other  category  of  prolonged  labor 
the  mental  attitude  of  the  physician  is  para- 
mount. He  must  constantly  guard  against 
the  temptation  to  interfere  before  conditions 
are  fulfilled.  Time  is  an  ally.  Delay  more 
often  works  for  the  patient’s  interest  than 
against  it.  The  seriousness  of  prolonged  labor 
is  determined  more  by  evidence  of  maternal 
or  fetal  exhaustion  than  by  the  length  of 
labor. 

Inertia 

In  the  second  group  of  cases  in  which  pro- 
longed labor  occurs  the  condition  commonly 
described  as  inertia  is  present.  By  this  is 
meant  weak  and  ineffectual  uterine  contrac- 
tions occurring  in  an  otherwise  normal 
patient.  To  distinguish  the  primary  from  the 
secondary  type  of  inertia  is  not  important. 
During  the  first  stage  of  labor,  inertia  will 
cause  prolongation  of  labor  and  often  failure 
of  the  cervix  to  dilate.  During  the  second 
stage  errors  in  rotation  and  difficulty  in  ex- 
pulsion are  its  prominent  features,  and  fol- 
lowing placental  separation,  hemorrhage  is 
commonly  noted.  Clinically,  the  diagnosis  is 
made  only  by  close  observation  of  the  fre- 
quency, duration  and  firmness  of  the  uterus 
on  successive  contractions.  It  must  always 
be  remembered  that  the  character  of  such 
uterine  work  may  have  no  relationship  to  the 
subjective  reaction  of  the  patient. 

A clue  to  the  type  of  patient  most  likely  to 
develop  such  uterine  abnormalities  is  some- 


times offered  the  physician  at  the  time  of  the 
initial  physical  examination.  She  may  be  the 
druggist’s  daughter  and  may  previously  have 
had  an  infantile  type  of  uterus  or  bizarre 
menstrual  irregularities,  or  she  may  be  the 
anemic  wife  of  the  town  barber  and  is  known 
to  have  suffered  from  vitamin  and  certain 
food  deficiencies.  During  labor  the  inertias 
are  not  infrequently  seen  in  patients  who 
have  an  overly  distended  abdomen  or  who 
have  borne  many  children.  Too  much  seda- 
tion will  usher  in  inertia,  as  will  too  little, 
extreme  nervousness  and  maternal  appre- 
hension. 

For  this  group  of  patients  who  have  inertia 
of  pregnancy,  alternating  rest  and  stimulation 
seem  to  be  the  key  to  success  if  the  maternal 
as  well  as  the  fetal  well-being  is  kept  in  mind. 
In  my  opinion,  morphine  cannot  be  excelled 
for  giving  rest  in  such  cases.  This  drug  gives 
the  relaxation  so  necessary  to  the  tired  out 
uterus  and  once  refreshed  it  many  times 
accomplishes  its  work  without  delay.  Since 
digestion  does  not  take  place  during  labor, 
solid  food  should  be  withheld,  and  the  elec- 
trolyte and  fluid  balance  should  be  main- 
tained with  intravenous  administration  of 
glucose  or  saline  solution  reinforced  if  neces- 
sary with  vitamins  especially  of  the  B series. 
Many  obstetricians  have  reported  on  the  use 
of  thiamine  chloride  for  accelerating  labor. 
Labor  generally  lasted,  according  to  the  re- 
ports, only  half  as  long  as  usual. 

Much  has  been  written  lately  regarding 
stimulation  after  rest  in  cases  of  uterine 
inertia.  Some  investigators  have  held  that 
normal  contractions  will  readily  recur  once 
the  sedative  action  of  morphine  has  dis- 
appeared; others  have  held  that  the  uterus 
occasionally  needs  an  additional  stimulus 
such  a.'’,  that  provided  by  posterior  pituitary 
extract.  They  have  suggested  that  uterine 
inertia  be  treated  first  by  careful  pelvic  ex- 
amination to  rule  out  cephalopelvic  dispro- 
portion and  to  determine  the  extent  of  pro- 
gress and  then  by  the  administration  of 
posterior  pituitary  extract  in  small  doses.  The 
proponents  of  this  method  have  maintained 
that  the  drug  should  be  given  as  close  to  the 
time  progress  ceases  as  possible  and  if  the 
uterine  musculature  does  not  respond  after 
adequate  doses  have  been  given  other  means 
should  be  used  to  complete  the  labor.  Patients 
who  have  had  many  children  are  not  good 
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candidates  for  this  treatment  nor  are  those 
in  whom  the  fetal  heart  has  assumed  some 
degree  of  irregularity.  When  there  is  doubt 
that  the  case  meets  all  the  necessary  criteria, 
pituitary  extract  should  not  be  given  for  it  is 
like  the  proverbial  two-edged  sword. 

Cephalopelvic  Disproportion 

So  much  for  the  inertias.  The  third  category 
of  cases  of  prolonged  labor  is  smaller  than 
the  first  and  second.  In  the  cases  in  this  group 
cephalopelvic  disproportion  is  present.  This 
group  is  smaller  than  the  others  because  it 
has  been  well  weeded  out  (or  should  be)  pre- 
vious to  the  time  the  patient  enters  the  de- 
livery room.  The  patients  who  remain  usually 
have  been  told  previous  to  their  entrance  into 
the  hospital  that  a trial  of  labor  will  be  neces- 
sary before  a final  decision  can  be  reached. 
Both  the  woman,  her  husband  and  last  but 
not  least,  her  mother  is  satisfied  that  their 
doctor  is  “on  the  ball.”  Because  of  this,  these 
patients  generally  are  handled  more  satisfac- 
torily than  those  in  the  former  groups.  The 
etiologic  factors  in  this  group  means  little  for 
usually  the  bone  configuration  is  an  inherited 
trait.  This  latter  fact,  however,  may  help  in 
the  diagnosis,  for  frequently  a family  history 
of  difficult  forceps  labor  may  be  elicited.  The 
diagnosis  then  is  the  important  thing  and 
begins  with  a careful  history  of  past  medical 
diseases  (especially  the  now  rare  rickets)  and 
includes  tuberculosis,  arthritis  and  previous 
corrections  for  faulty  posture.  The  sine  qua 
non  for  diagnosis  is  a careful  pelvic  examina- 
tion or  radiopelvimetfy.  Essentially,  the 
physician  must  concentrate  on  but  three 
diameters,  namely,  the  conjugate  vera,  the 
bispinous  and  the  biischial. 

For  years,  most  authors  of  obstetric  text- 
books have  included  illustrations  regarding 
external  pelvic  diameters  and  almost  every 
obstetric  record  in  teaching  hospitals  records 
‘ such  measurements.  I believe  such  measure- 
ment should  be  re-evaluated  and  generally 
discarded  for  the  only  external  measurement 
of  value  is  the  biischial  diameter  and  this  does 
not  require  a pelvimeter.  Any  normal 
average-size  fist  can  be  used  to  measure 
the  adequacy  of  this  plane  and  both  first 
fingers  may  be  used  to  outline  the  pubic 
angle.  The  more  acute  the  pubic  arch  the  less 
the  space  between  the  ischial  tuberosities. 
Contractions  of  this  diameter  are  dangerous 
both  to  the  mother  and  infant  but  fortun- 


ately serious  contractions  of  the  outlet  are 
rare.  Inlet  contractions  are  generally  ap- 
parent after  a few  hours  of  labor,  but  pro- 
nounced contractions  at  the  outlet  are  easily 
overlooked.  Because  the  measurements  of  the 
pelvic  outlet  are  not  always  easy,  these 
measurements  should  always  be  supple- 
mented by  the  bispinous  diameter,  taken 
through  the  vagina.  When  either  of  these  is 
in  question,  the  patient  should  have  the 
benefit  of  radiopelvimetry.  Some  obstetri- 
cians have  made  roentgenographic  mensura- 
tion a routine  for  all  primigravidas  for  it  is 
money  well  spent  and  a lifetime  investment. 
At  the  Mayo  Clinic,  we  believe  that  the  phys- 
ician should  see  these  roentgenograms  him- 
self and  spend  some  time  becoming  familiar 
with  the  various  diameters  determined  by  the 
roentgenologist.  The  physician  handling  the 
patient  should  be  the  final  judge  not  the 
roentgenologist  for  regardless  of  what  the 
roentgenogram  shows,  the  baby’s  head  is  an 
important  factor  in  labor  and  occasionally 
some  of  the  most  distorted  pelvises  allow  easy 
and  rapid  delivery  of  a molded  head. 

When  the  diagnosis  of  cephalopelvic  dis- 
proportion has  been  made  that,  too,  may  be 
defined.  Is  the  disproportion  absolute, 
moderate  or  minimal?  In  this  paper  I am 
concerned  with  the  latter  two  only.  Moderate 
and  minimal  pelvic  disproportion  occasion- 
ally may  be  circumvented  by  early  induction 
of  labor.  I have  one  patient  whose  labor  was 
induced  early  on  two  occasions  and  on  each 
occasion  an  infant  weighing  less  than  6 
pounds  (2.7  kg.)  was  delivered  without  dif- 
ficulty. At  a later  date  this  patient  was 
allowed  to  carry  a child  to  term.  She  was  in 
labor  for  thirty-five  hours  and  cesarean  sec- 
tion was  required  for  the  delivery  of  a young- 
ster who  weighed  8 pounds  (3.6  kg.)  Occasion- 
ally a prolonged  labor  in  this  group  of  pa- 
tients who  have  cephalopelvic  disproportions 
may  actually  be  termed  “a  physiologic  delay,” 
for  time  may  produce  the  necessary  flexion 
within  smaller  diameters  and  finally  descent 
of  the  vertex  to  the  sloping  plains  of  the 
pelvic  fascia. 

Midplane  Contractions 

From  a practical  viewpoint  the  great  im- 
portance of  midplane  contractions  lies  in  the 
difficulty  which  they  can  impose  on  any  for- 
ceps operation  performed  before  the  fetal 
head  has  reached  the  pelvic  floor.  At  term 


— 159  — 


SOUTH  DAKOTA 


the  distance  from  the  biparietal  plane  to  the 
vertex  of  a baby’s  head  is  rarely  less  than 
3 cm.  If  the  infant  is  large  and  has  much  of 
a caput,  it  may  exceed  4 cm.  Obviously,  then, 
when  rectal  examination  indicates  that  the 
vertex  is  at  the  +3  station,  the  chances  are 
that  the  parietal  eminences  (biparietal  dia- 
meter) have  not  passed  or  at  best  are  just 
passing  between  the  spines  of  the  ischia. 

Any  one  experienced  in  forceps  delivery 
knows  that  when  the  head  is  actually  on,  and 
bulging  the  perineum,  that  is,  when  the  ver- 
tex is  4 to  5 cm.  below  the  spines  of  the  ischia, 
a little  wrist  action  on  the  forceps  is  all  that 
is  needed  for  delivery,  because  the  widest 
part  of  the  head  (biparietal  diameter)  has 
passed  the  spines.  When  the  head  is  3 cm.  or 
less  below  the  spines,  the  pull  with  the  for- 
ceps may  still  be  easy,  but  occasionally  a sur- 
prising amount  of  traction  is  required.  In 
this  circumstance  the  widest  part  of  the  head 
(biparietal  diameter)  has  not  yet  passed  the 
spines. 

At  midplane  the  size  of  the  baby,  occipito- 
posterior  postion  and  the  posterior  sagittal 
diameter  of  midplane  must  be  considered 
also.  Generally,  when  the  sum  of  the  inter- 
spinous  and  posterior  sagittal  diameters 
(normally  10.5  and  5.0  equals  15.5  cm.)  falls 
to  13.5  cm.  dystocia  may  be  expected.  When 
the  figure  falls  to  less  than  13.0  cm.  and  the 
infant  is  estimated  to  weigh  3,600  gm.  or  more 
(8  pounds),  marked  dystocia  is  so  likely  to 
occur  that  abdominal  delivery  probably  is 
indicated.  Fortunately  such  extreme  de- 
grees of  midpelvic  contractions  are  rare. 

In  the  management  of  labor  complicated  by 
midpelvic  contraction,  the  main  injuction  is 
to  allow  the  natural  forces  to  push  the  widest 
part  of  the  head  (biparietal  diameter)  through 
the  interspinous  obstruction.  Perhaps  some 
have  noted  that  once  forceps  have  been  ap- 
plied in  such  cases  the  adequate  traction  has 
been  tried  without  success,  the  removal  of 
the  forceps  and  the  exertion  of  fundal  pres- 
sure has  been  a big  help.  The  same  occasion- 
ally occurs  after  attempts  at  delivery  with 
forceps  when  the  patient  is  allowed  to 
awaken  from  her  anesthetic  and  exert  natural 
forces.  This  phenomenon  has  been  explained 
on  two  grounds:  1.  Forceps  pull  destroys 
flexion  whereas  pressure  from  above  in- 
creases it.  2.  A few  millimeters  occupied  by 
the  thickness  of  the  blades  diminishes  still 


further  the  available  space  for  the  passage  of 
the  baby’s  head. 

Patience,  time  and  abstention  from  inter- 
ference are  the  key  notes  of  success  in  treat- 
ment of  midplane  contractions.  Only  when 
the  head  has  been  allowed  to  descend  until 
the  perineum  is  bulging  and  a portion  of  the 
vertex,  the  size  of  a quarter,  is  actually 
visible,  can  one  be  certain  that  the  head  has 
passed  the  obstruction  and  only  then  is  it 
safe  to  apply  forceps.  Fundal  pressure  ap- 
plied with  the  natural  forceps  many  times 
can  help  attain  this  end. 

Oversized  Infant 

The  last  category  of  prolonged  labors  con- 
cerns the  oversized  infant.  Large  babies  (8V2 
pounds,  3,800  gm.  or  more),  hydrocephalic 
babies  or  twins  are  the  basic  cause  of  pro- 
longed labor  in  approximately  18  per  cent  of 
cases.  Excessive  fetal  size  may  produce 
dystocia  and  prolong  labor  through  a relative 
disproportion  between  the  head  or  shoulder 
girdle  and  the  pelvis.  As  a rule,  obstruction 
is  infrequent  in  the  average  pelvis  when  the 
infant  weighs  less  than  10  pounds  (4,500  gm.). 
When  the  infant  weighs  more  than  10 
pounds,  the  pregnancy  has  usually  been  pro- 
longed, the  infant  is  postmature  and  the 
head  does  not  mold  easily.  In  many  instances, 
the  size  of  the  shoulder  girdle  of  such  infants 
causes  the  real  difficulty  in  delivery.  An 
oversized  baby  is  likely  if  the  parents  are 
unusually  large  physically,  the  mother  has 
had  many  pregnancies  or  has  diabetes.  If 
prenatal  examination  reveals  this,  a pro- 
longed or  difficult  labor  may  be  anticipated. 
Induction  of  early  labor  has  been  suggested 
if  examinations  portend  a child  of  8 pounds 
or  more.  In  actual  labor,  the  same  criteria  as 
in  contracted  pelvis  should  hold  for  time  and 
type  of  operation.  In  a case  in  which  the 
patient  is  carefully  watched  from  the  be- 
ginning of  labor  in  a hospital,  in  which 
vaginal  antisepsis  has  been  the  rule  and  in 
which  the  membranes  especially  have  not 
been  ruptured,  there  is  little  to  fear  from 
cesarean  section.  The  type  of  section  is  some- 
what dependent  on  the  dexterity  of  the  sur- 
geon, the  condition  of  the  mother  and  the 
condition  of  the  fetus.  Cases  in  which  ver- 
sion and  extraction  are  used  must  be  chosen 
carefully  because  the  few  living  children  de- 
livered are  far  outweighed  by  the  maternal 
deaths  from  ruptured  uteri  and  shock.  It 
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should  be  recalled  in  connection  with  this 
group  of  cases  that  the  multipara  who  has 
previously  borne  large  babies  reaches  a point 
at  which  her  uterine  ability  and  physical 
capacity  can  no  longer  sustain  the  same 
strain  of  labor  as  may  be  allowed  a younger 
or  primiparous  woman. 

Pathologically,  prolonged  labor  may  result 
from  hydrocephalus.  The  condition  can 
usually  be  diagnosed  before  labor  if  careful 
abdominal  palpation  is  carried  out.  This 
tentative  diagnosis  should  be  corroborated 
by  roentgenograms.  Many  of  these  infants 
are  delivered  spontaneously  by  expanding 
the  cranial  box  in  a longitudinal  plane  but 
when  this  is  not  readily  forthcoming,  reduc- 
tion of  its  size  by  perforation  usually  results 
in  spontaneous  delivery.  After  perforation  the 
maternal  soft  parts  may  be  guarded  and  the 
delivery  may  be  hastened  by  traction,  on  the 
wrinkled  scalp  and  calvarium  with  a 
tenaculum  or  ring  forceps. 


N.  P.  C.  DISBANDS 

Ten  years  ago,  a group  of  officers  and 
fellows  of  the  American  Medical  Association 
realized  that  the  American  Medical  Associa- 
tion was  not  as  active  in  certain  functions  as 
was  deemed  necessary,  some  of  which  seemed 
at  that  time  inappropriate  for  the  American 
Medical  Association  to  perform.  As  a result, 
the  National  Physicians  Committee  for  the 
Extension  of  Medical  Service  was  created  and 
has  worked  during  these  intervening  years 
within  the  policies  established  by  the  House 
of  Delegates  of  the  American  Medical  Asso- 
ciation. 

Several  times  during  those  years,  the  House 
of  Delegates  has  expressed  confidence  in  the 
work  of  this  organization. 

Two  years  ago,  a Committee  of  the  House 
of  Delegates  reported  that  “the  American 
Medical  Association  should  and  must  do  its 
own  public  relations  work.” 

In  December,  1948,  the  House  of  Delegates 
took  action  to  create  a new  agency  to  carry 
on  public  relations  activities  and  to  further 
the  extension  of  medical  care.  This  new 
agency  has  been  created  and  is  functioning. 
The  program  as  planned  and  now  being 
carried  on  by  the  American  Medical  Associa- 
tion represents  the  fulfillment  of  the  objec- 
tives for  which  the  National  Physicians  Com- 


mittee was  created  and  toward  which  it  has 
been  working. 

Its  aims  having  been  accomplished,  the 
Board  of  Trustees  of  the  National  Physicians 
Committee  met  in  Chicago  on  April  10,  1949 
and  voted  (1)  to  approve  the  action  of  its 
Management  Committee  in  authorizing  cessa- 
tion of  all  activities  as  of  April  1,  1949  and  (2) 
to  liquidate  the  affairs  of  the  National  Phys- 
icians Committee  in  an  orderly  manner. 

It  planned  further  to  hold  its  next  meeting 
in  Atlantic  City  in  June,  1949  and  at  that  time 
to  consider  further  action  looking  toward 
dissolution  of  the  organization. 

During  its  ten  years  of  activity,  the  Na- 
tional Physicians  Committee  has  brought 
about  the  formation  of  forty-seven  state  com- 
mittees of  physicians  and  forty-six  state  com- 
mittees of  dentists,  in  addition  to  other  local 
organizations,  that  have  functioned  vigor- 
ously and  well.  The  Board  of  Trustees  now 
suggests  to  the  physicians  making  up  the 
personnel  of  these  state  committees  that  they 
offer  their  services  to  the  new  American 
Medical  Association  agency. 


QUESTIONNAIRE  SENT 
ON  HEALTH  SERVICES 

The  secretary  of  each  local  medical  society 
will  soon  receive  in  the  mail  a questionnaire 
on  school  health  services  in  his  community. 
The  American  Medical  Association  in  co- 
operation with  the  U.  S.  office  of  Education  is 
making  a study  of  school  health  services 
through  its  Bureau  of  Health  Education.  The 
survey  is  a preliminary  step  in  efforts  de- 
signed to  bring  about  improvement  of  school 
health  programs  within  the  framework  of  the 
private  practice  of  medicine.  For  this  reason, 
it  is  most  important  that  each  local  medical 
society  complete  and  return  the  question- 
naire. 

The  U.  S.  Office  of  Education  in  Washing- 
ton will  concurrently  query  the  schools.  Two 
different  questionnaires  which  supplement 
and  reinforce  each  other  and  contain  no  dup- 
licate questions  are  being  used.  The  informa- 
tion requested  is  needed  to  determine  present 
strengths  and  weaknesses  in  school  health 
services,  to  indicate  needs,  and  to  point  up 
action  for  the  future.  The  questionnaire  has 
been  tested  prior  to  printing  and  all  unneces- 
sary questions  eliminated. 
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COUNCILORS’  REPORTS 


REPORT  OF  COUNCILOR,  SECOND 
DISTRICT,  SOUTH  DAKOTA  STATE 
MEDICAL  ASSOCIATION 

Paid  up  Members  — 21. 

Honorary  Members  — 2. 

Summary  of  Meetings:  June  1948  — April 
1949. 

June  Meeting  was  canceled  because  the 
regular  date  coincided  with  that  of  the  state 
meeting  at  Sioux  Falls. 

July  Meeting  — Members  and  Guests 
present  — 17.  Dr.  Charles  Ericksen  of  Sioux 
Falls  was  guest  speaker. 

August  Meeting  — Members  and  Guests 
present  — 17.  Dr.  H.  R.  Brown,  speaker. 

September  Meeting — Members  and  Guests 
present  — 20.  Guest  speaker  — Dr.  W.  C. 
Keetel,  Department  of  Obstetrics  and  Gyne- 
cology, University  of  Iowa,  Iowa  City,  Iowa. 

October  Meeting  — Members  present  — 13. 
Business  meeting  only. 

November  Meeting  — Canceled  because  the 
guest  speaker  was  unable  to  come. 

December  Meeting  — Members  present  • — 
15.  Election  of  Officers. 

President Dr.  J.  H.  Crawford,  Jr. 

Vice  President Dr.  Mary  Schmidt 

Secretary-Treasurer  - - — Dr.  John  Argabrite 
Censors  - Dr.  M.  C.  Rousseau  & Dr.  A.  Willen 

Delegate  Dr.  H.  T.  Kenney 

Alternate  Delegate Dr.  M.  C.  Rousseau 

Candidate  for  Councilor Dr.  C.  R.  Stoltz 

January  Meeting  — Members  and  Guests 
present  — 18.  Guest  speaker  was  unable  to 
come  on  account  of  weather  and  Dr.  H.  R. 
Brown  spoke  and  lead  the  discussion  — in- 
terim meeting  of  the  A.  M.  A. 

February  Meeting  — Members  and  Guests 
present  — 30.  Guest  speaker  — Dr.  Gordon 
R.  Kamman,  St.  Paul,  Minnesota,  Neuro- 
psychiatrist. 

March  Meeting  — Members  and  Guests 
present  — 29.  Guest  speaker  — Mr.  John  S. 
Foster,  Executive  Secretary,  State  Medical 
Association. 


April  Meeting  — Members  and  Guests 
present  — 29.  Guest  speaker  — Dr.  W.  C. 
Bernstein,  St.  Paul,  Minnesota,  Proctologist. 

C.  R.  Stoltz,  M.D.,  Councilor 


REPORT  OF  COUNCILOR  — 4th  DISTRICT 

There  were  sixteen  paid  up  members  for 
the  year. 

Officers  of  Society: 

Vice-president L.  C.  Askwig,  Pierre 

Councilor M.  M.  Morrissey,  Pierre 

Delegate L.  C.  Askwig,  Pierre 

Sec.-Treas M.  M.  Morrissey,  Pierre 

No  further  formal  business  was  transacted 
by  the  District  for  the  balance  of  the  year. 

A meeting  was  held  on  February  28,  1949. 
John  C.  Foster,  Executive  Secretary  of  the 
State  Medical  Association  visited  the  Society 
and  gave  a talk. 


REPORT  OF  COUNCILOR  — 5th  DISTRICT 

There  were  but  three  meetings  held  in  the 
1948  season.  The  officers  for  this  year  are: 
Paul  Tschetter,  President;  H.  P.  Adams,  Vice 
President;  Theodore  Hohm,  Secretary-Treas- 
urer; Censor,  Dr.  Hagin  for  the  term  of  three 
years;  Delegate,  R.  A.  Buchanan  and  the 
Alternate  is  T.  A.  Hohm. 

So  far  in  1949  there  has  been  two  meetings 
the  latest  of  these  being  the  dinner  honoring 
the  four  fifty  year  medical  men  in  the  Huron 
district,  these  being  Dr.  Wright,  Dr.  Class, 
Dr.  Wood  and  Dr.  Saylor  all  of  Huron. 

Respectfully  submitted, 

B.  T.  Lenz,  M.D. 

Councilor 


COUNCILOR'S  REPORT  — 6th  DISTRICT 

The  Sixth  District  Medical  Society  can  re- 
port that  it  is  in  fine  physical  condition.  We 
have  had  three  well  attended  meetings  dur- 
ing the  year  with  out  of  the  state  doctors 
giving  papers  for  these  meetings. 

Our  present  membership  has  thirty-one 
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paid-up  members  with  only  four  doctors  un- 
paid. We  deeply  regret  the  loss  of  Dr.  C.  S. 
Bobb  of  Mitchell,  who  retired  in  February  to 
reside  in  California.  We  have  three  honorary 
members,  Dr.  F.  W.-  Freyberg,  Mitchell,  Dr. 
F.  F.  Keene,  Wessington  Springs,  and  Dr. 
S.  B.  Stegeman,  Salem. 

Your  Councilor  begs  to  report  that  he  has 
attended  all  the  meetings  of  the  Council  held 
at  Huron. 

It  is  with  pride  that  I can  state  that  the 
Sixth  District  Medical  Society  is  in  the  best 
shape  I have  known  it  to  be  in  for  many  years, 
both  as  to  interest  shown  and  its  number  of 
attending  members. 

Respectfully  submitted 
F.  Daniels  Gillis,  M.D.,  Councilor 
SIXTH  DISTRICT  MEDICAL  SOCIETY 


REPORT  OF  COUNCILOR  — 12  DISTRICT 
To  the  Officers  and  Members,  South  Dakota 
State  Medical  Society: 

The  Whetstone  Valley  (12th  District)  Med- 
ical Society  has  held  four  meetings  since  the 
last  report. 

There  are  15  members  with  the  attendance 
averaging  around  ten  at  each  meeting.  At 
the  meeting  of  March  14,  1949,  the  dentists 
and  druggists  with  their  wives,  were  invited 
to  the  meeting  and  heard  Mr.  John  Foster 
speak  on  “Compulsory  and  Voluntary  Health 
Insurance.” 

The  election  of  officers  was  held  at  the 
meeting  of  December  8,  1948  and  the  results 
of  the  election  have  been  reported  to  the 
Secretary-Treasurer.  The  delegates  are  F.  F. 
Pfister,  with  L.  D.  Dawson  as  alternate. 

The  term  of  the  councilor  expires  at  this 
annual  meeting  of  the  South  Dakota  State 
Medical  Association. 

Respectfully  submitted, 

D.  A.  Gregory,  M.D. 
Councilor,  12th  District 


IT  HAPPENED  IN  ...  . 

NORTH  CAROLINA  . . An  epidemic  of 
measles  was  under  way  in  North  Carolina, 
according  to  Dr.  Charles  P.  Stevick,  director 
of  the  State  Board  of  Health  Division  of 
Epidemiology.  While  there  were  only  1,353 
cases  reported  for  the  entire  year  of  1948, 
there  were  2,399  cases  reported  during  Jan- 
uary and  February  in  1949. 


ARKANSAS  . . The  Seventy-third  Annual 
Session  of  the  Arkansas  Medical  Society  was 
held  in  Little  Rock,  April  14th,  15th  and  16th. 

WEST  VIRGINIA  . . Fairmont  was  the 
site  for  West  Virginia’s  first  rheumatic  fever 
diagnostic  clinic  which  was  opened  March 
10th. 

TEXAS  . . A grant  of  $75,000  has  been  re- 
ceived by  the  Southwestern  Medical  College 
of  Dallas  from  Mr.  and  Mrs.  G.  H.  Vaughn, 
Dallas,  for  use  in  research  on  high  blood  pres- 
sure. 

CALIFORNIA  . . The  Annual  Southern 
California  Medical  Golf  Tournament  was 
held  at  the  Los  Angeles  Country  Club  May 
9th.  Numerous  prizes  were  awarded. 


FT.  MEADE  HOSPITAL 
NEEDS  PHYSICIANS 

The  Veterans  Administration  Neuropsy- 
chiatric Hospital  of  720  beds,  located  in  the 
Black  Hills  of  South  Dakota,  has  six  im- 
mediate vacancies  in  the  position  of  Doctor 
in  the  Department  of  Medicine  and  Surgery 
ranging  in  salary  from  $4,479.60  to  $10,305.50 
per  annum  depending  upon  qualifications  and 
experience  requirements. 

The  basic  requirements  for  a doctor  in  the 
Department  of  Medicine  and  Surgery  are  as 
follows: 

a.  Must  be  a Citizen  of  the  United  States. 

b.  Must  hold  a degree  of  Doctor  of  Med- 
icine from  an  approved  college  or  uni- 
versity and  have  completed  an  improved 
internship.  The  approved  schools  of 
medicine  and  hospitals  for  internships 
shall  be  those  listed  by  the  Council  of 
Medical  Education  and  Hospitals,  Amer- 
ican Medical  Association  in  the  list  pub- 
lished for  the  year  in  which  the  course 
of  study  for  internship  was  completed  by 
the  applicant. 

c.  Must  be  licensed  to  practice  medicine 
and  surgery  in  a State  or  Territory  of  the 
United  States  or  District  of  Columbia. 

d.  Must  meet  necessary  physical  standards. 

e.  Must  be  less  than  55  years  of  age  unless 
he  possessess  unusual  professional  or  ad- 
ministrative qualifications. 

All  those  interested  write  directly  to  the 
Fort  Meade  Veterans  Hospital,  Fort  Meade, 
South  Dakota,  % W.  E.  Olson,  M.D.,  Chief, 
Professional  Service. 
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WHAT  IS  SOCIALIZED  MEDICINE 
By 

York  Sampson* 

More  than  52,000,000  Americans  are  buying 
pre-paid  health  protection,  voluntarily.  Some 
of  these  policies  are  under  medical  sponsor- 
ship, many  operated  by  well-known  private 
insurance  companies,  others  under  hospital 
supervision. 

Just  why  President  Truman,  and  the  leftist 
group  which  still  flourishes  in  Washington 
with  his  blessing,  should  try  to  invent  fancy 
fibs  about  our  need  for  compulsory  medical 
care  — which  is  nothing  more  than  socialized 
medicine  — is  hard  to  understand. 

Harder  to  comprehend,  is  how  people  have 
been  misled  on  this  and  have  been  told  the 
government  should  take  over  the  doctor  bus- 
iness, as  they  have  done  with  such  mischief 
and  failure  in  Great  Britian. 

People  should  have  a right  to  buy  and  pay 
for  their  own  medical  care,  in  the  way  they 
think  best. 

The  socialized  medical  group  would  make 
hundreds  of  thousands  professional  invalids, 
as  they  have  in  countries  where  socialized 
medicine  exists,  and  keep  those  who  are 
really  sick  standing  in  long  lines  waiting  to 
see  some  doctor  who  is  doing  shift-duty  like 
workers  on  an  auto  assembly  line,  while 
people  who  want  a good  excuse  to  stay  away 
from  work,  who  love  to  be  coddled,  and  those 
who  suddenly  can  afford  to  be  sick,  stand 
ahead  of  them,  and  all  unable  to  go  to  the 
physician  of  their  choice. 

Those  who  are  healthy,  as  most  people  are, 
will  have  to  pay  the  bill  for  this  never-ending 
holiday  of  whiners  and  thus  cultivate  a nation 
of  professional  weaklings  who  make  a virtue 
out  of  physical  debility,  and  being  sick. 

Those  whose  business  is  selling  health  in- 
surance will  have  to  stand  in  another  line  — 
that  for  those  hunting  for  a job. 

* York  Sampson  is  the  Editor  of  the  Sioux  Falls 

Forum  and  his  views  are  supported  by  the 

Christian  Scientists  of  the  state  of  South  Dakota. 


FEES  AND  THE  INSURANCE  PLAN 

For  well  over  two  years  now,  the  South 
Dakota  Injury  Illness  Expense  Plan  has  been 
coaxed  and  nourished  until  now  it  is  growing 
by  leaps  and  bounds.  Occasionally  bugs  turn 
up  in  the  best  devised  machinery,  and  this 
can  be  said  for  any  new  and  revolutionary 
plan  such  as  ours.  It  is  up  to  us,  as  a group, 
to  work  the  bugs  out  of  the  program  and  in- 
sure the  public  against  compulsory  types  of 
medical  care. 

When  the  Plan  was  set  up,  it  was  stipulated 
that  this  policy  in  no  way  would  attempt  to 
set  the  fee  of  the  doctor  providing  services. 
This  is  as  it  should  be.  Most  doctors  caring 
for  patients  under  this  plan  charge  their 
ordinary  fee.  Some,  in  order  to  further  the 
public’s  faith  in  the  Plan,  charge  only  the 
fee  listed  in  the  policy.  Then  there  are  a few, 
who  double  their  ordinary  fees  because  the 
patient  is  insured.  When  you  do  this,  you 
are  penalizing  your  patient  for  his  frugality 
and  foresight  in  purchasing  the  insurance. 

Fortunately,  this  type  of  fee  gouging  on 
insured  cases  is  not  too  widespread,  but  those 
men  who  are  doing  this  are  drawing  censure 
from  the  very  people  that  they  ask  for  help  in 
fighting  socialized  medicine.  At  the  same 
time  this  “iniquitous  one  per  cent  of  the  pro- 
fession,” as  they  have  been  called,  are  for- 
getting a basic  tenet  of  economics  in  the 
medical  field.  The  average  doctor  does  not 
collect  1009^  of  the  business  written  on  his 
books.  In  average  times,  it  is  more  like  75%. 
In  years  of  plenty,  the  average  may  jump  to 
over  90%.  If  insurance  payments  approx- 
imate either  of  these  percentages,  the  doctor 
is  just  as  far  ahead  to  charge  only  the  fee 
listed  in  the  policy.  He  still  collects  as  well  as 
he  would,  on  the  average,  from  his  uninsured 
patients,  and  he  also  keeps  the  good  will  of 
the  patient. 

Examine  your  own  charges  to  your  insured 
patients  and  decide  whether  or  not  you  are 
playing  into  the  hands  of  the  men  who  would 
socialize  your  profession. 
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GULLIBLE'S  TRAVELS 

March  27th,  which  was  Sunday,  and  a day 
of  rest,  found  me  on  my  way  to  Tabor  to 
speak  briefly  to  the  townspeople  who  were 
honoring  Dr.  Frank  Blezek  and  his  wife  for 
their  forty-five  years  service  to  the  com- 
munity. The  town,  with  its  population  of  363 
persons  turned  out  en  masse  to  do  honor  to 
their  doctor,  some  400  sitting  down  to  an 
excellent  meal. 

On  Monday,  the  28th,  put  in  a quiet  day  at 
the  office  and  then  bucked  the  mud  near 
Hartford  to  talk  to  a unit  of  the  Farm  Bureau 
on  the  South  Dakota  Injury-Illness  Expense 
Plan.  The  group  decided  to  enroll  and  now 
are  in  the  process  of  lining  up  enough  to  get 
started.  A.  D.  Pearson,  the  local  secretary, 
is  handling  the  solicitation. 

Scheduled  for  another  Farm  Bureau  group 
at  Dell  Rapids  on  Friday  but  a wet  snow  of 
some  ten  inches  made  most  of  the  side  roads 
impassable.  Meeting  postponed  until  the  next 
Friday. 

Spent  a quiet  weekend  at  home,  this  being 
the  first  in  many  moons.  With  wife  for  a 
chaperone,  attended  a meeting  of  the  Huron 
District  Medical  Society  and  took  great  pleas- 
ure in  presenting  “50-Year  Club”  pins  to  four 
of  our  members  who  have  practiced  medicine 
over  fifty  years  each.  They  are  Drs.  Class. 
Saylor,  Wood,  and  Wright.  Enjoyed  a fine 
meal  and  then  a pleasant  visit  with  the  Sax- 
tons at  their  home. 

Friday,  the  8th,  became  an  insurance  agent 
and  explained  the  voluntary  way  of  prepay- 
ment for  medical  care  to  the  Farm  Bureau 
unit  at  Dell  Rapids.  There  was  some  interest 
evidenced  but  the  small  attendance  made  it 
difficult  to  get  a program  started. 

Monday  evening,  took  a quick  run  to  visit 
with  the  Farm  Bureau  at  Hartford  and  came 
away  with  fourteen  signed  applications  for 
our  policy. 

Still  trying  to  get  these  Farm  Bureau 
groups  moving  so  attended  a meeting  of  the 
Brandon  Unit  at  the  Tilford  Iverson  Farm 
and  had  an  excellent  discussion  and  even 
more  excellent  luncheon.  The  group  is  in- 
terested and  should  be  able  to  purchase  the 
insurance  by  May  15. 

The  next  night  found  me  in  Vermillion  at 
the  district  meeting  of  the  Yankton  district 
where  Mrs.  Ohlmacher  was  hostess  to  the 
group  at  the  Congregational  Church.  Listened 


with  interest  to  Dr.  Don  Slaughter  speaking 
in  the  field  of  Pharmacology,  although  most 
of  the  information  was  well  over  my  depth. 

Relaxed  until  Monday  morning,  the  18th, 
and  then  left  for  Chadron,  Nebraska,  with 
Mr.  Whitcomb  to  spell  me  in  the  driving,  and 
talked  to  the  combined  Kiwanis  Clubs  of 
Chadron  and  Alliance.  Decided  that  the  roads 
in  Nebraska  are  far  inferior  to  those  in  South 
Dakota  so  returned  to  Sioux  Falls  by  way  of 
Hot  Springs  and  Rapid  City. 

On  the  twentieth  ....  drove  to  Pierre 
where  I lunched  with  the  new  Dr.  Robbins 
(At  least  he  says  he’s  a new  man)  and  then 
had  a lengthy  conference  with  Governor 
Mickelson  concerning  appointments  to  the 
new  Boards  that  go  into  effect  in  July.  Ran 
into  a battery  of  St.  Paul  agents  selling  our 
policy  to  State  House  employees  and  chatted 
briefly  with  Doctor  Van  Heuvelen. 

Thursday  noon  ....  took  applications  from 
seven  employees  of  the  Riggs  Optical  Com- 
pany in  Sioux  Falls  and  started  that  group 
policy.  Feeling  more  and  more  like  an  in- 
surance man  every  day. 


$250,000  GIVEN  FOR  RESEARCH 
BY  AMERICAN  HEART  ASSOCIATION 

Research  awards  totalling  $250,000  have 
been  allocated  by  the  American  Heart  Asso- 
ciation to  26  investigators  and  6 medical 
schools  and  hospitals  for  studies  in  heart 
and  circulatory  disease,  it  was  announced  to- 
day by  Mr.  A.  W.  Robertson,  Chairman  of  the 
Board. 

The  awards  include  2 to  established  in- 
vestigators engaged  in  independent  research, 
24  research  fellowships  to  younger  scientists, 
6 grants-in-aid  to  institutions,  and  provide 
additional  funds  for  basic  research  and  co- 
operative research  studies. 

“Award  selections  were  made  from  among 
121  requests  totaling  $1,400,000,”  stated  Dr. 
Tinsley  R.  Harrison,  of  Dallas,  President  of 
the  American  Heart  Association.  “All  the  re- 
quests were  of  high  calibre  and  deserving  of 
fulfillment.  They  point  to  the  tremendous 
medical  interest  in  finding  solutions  for 
problems  in  the  cardiovascular  field  and  the 
pressing  need  for  research  funds  to  increase 
our  knowledge  of  the  causes  of  the  heart  and 
blood  vessel  diseases.” 

Selection  of  individuals  and  of  projects  to 
receive  grants  was  made  by  the  Research 
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Committee  of  the  American  Heart  Associa- 
tion’s Scientific  Council,  of  which  Dr.  Arlie 
R.  Barnes  of  Rochester,  Minnesota,  is  Chair- 
man. Dr.  Louis  N.  Katz,  Chicago,  headed  the 
research  committee. 

Policy  considerations  governing  the  alloca- 
tions, Dr.  Harrison  said,  included  the  support 
of  younger  scientists  in  the  medical  research 
field  to  develop  investigators  in  cardiovas- 
cular disease.  To  this  end,  $103,800  was  al- 
located to  25  research  fellowships,  the  in- 
dividual stipends  ranging  from  $3,000  to  $4,- 
000  to  cover  one-year  periods  beginning,  in 
most  cases,  on  July  1st,  1949. 

Cooperative  research  studies  will  receive 
$37,500  (15%  of  the  total  research  funds). 
$16,170  of  this  amount  will  be  spent  for  the 
establishment  of  a special  training  program 
for  cardiovascular  investigators  under  Dr. 
Carl  J.  Wiggers  at  Western  Reserve  Univer- 
sity, Cleveland.  Under  this  plan,  a maximum 
of  10  investigators  will  receive  one  year’s 
training  in  methods  of  cardiovascular  re- 
search. Stipends  of  the  trainees  will  be  paid 
by  the  National  Heart  Institute  of  the  U.  S. 
Public  Health  Service  in  this  cooperative 
program.  Also  included  in  these  studies  is  a 
Fellowship,  with  value  up  to  $4,000  per 
annum,  to  the  Armed  Forces  Institute  of 
Pathology,  Washington,  D.  C. 


POST-GRADUATE  COURSE 
IN  UROLOGY 

The  first  Post-graduate  Course  in  Urology 
to  be  sponsored  by  the  North  Central  Section 
of  the  American  Urological  Association  will 
be  held  at  the  Hotel  Sherman,  Chicago,  Ill- 
inois, December  5-9,  inclusive,  1949. 

All  members  of  the  North  Central  Section 
are  invited  to  attend.  In  addition,  the  Course 
will  be  open  to  residents  in  Urology  and  to 
physicians  who  are  interested  in  a short  post- 
graduate course  in  Urology. 

The  attendance  will  of  necessity  be  limited 
and  early  reservations  are  requested. 

The  tuition  fee  will  be  50.00. 

The  Hotel  Sherman  has  set  aside  ample 
accommodations  for  out-of-town  urologists. 
There  is  a garage  in  this  hotel. 

Address  applications  and  requests  for  in- 
formation to  Dr.  William  J.  Baker,  7 W. 
Madison  Street,  Chicago  2,  Illinois. 


STAMPS  HELD  IN  VIOLATION 
OF  FAIR  TRADE 

A court  decision  just  handed  down  in  favor 
of  the  Lambert  Pharmacal  Company  in  their 
suit  against  Roberts  Brothers  of  Portland, 
Oregon  for  giving  Green  Trading  Stamps 
with  Listerine  products  sold  at  Fair  Trade 
Minimums  will  be  welcome  news  to  retail 
druggists. 

In  June,  1947,  the  Lambert  Pharmacal  Co. 
took  the  position  that  it  was  not  only  in 
favor  of  fair  trade  but  that  it  intended  to  do 
something  to  maintain  it.  Roberts  Bros,  had 
been  giving  green  trading  stamps  with 
Listerine  products  sold  at  the  minimum  price. 
In  October,  1947,  suit  was  filed  by  Lambert 
Pharmacal  Co.  to  stop  this  practice.  The  case 
was  tried  in  June,  1948,  by  Stephen  W.  Mat- 
thieu  on  behalf  of  the  Lambert  Pharmacal  Co. 
and  two  New  York  attorneys  (in  association 
with  a local  firm)  on  behalf  of  Roberts  Bros. 
These  attorneys  are  in  fact  the  general  coun- 
sel for  the  Sperry  & Hutchinson  Co.  Since 
that  time,  numerous  briefs  have  been  filed 
which  took  months  of  preparation  and  were 
submitted  to  Judge  Dobson,  and  it  was  not 
until  a few  months  ago  that  the  matter  was 
finally  submitted  to  him  in  its  entirety.  After 
careful  consideration.  Judge  Dobson  rendered 
an  opinion  on  March  25th  in  which  he  held 
that  the  Lambert  Pharmacal  Co.  is  entitled 
to  injunctive  relief  as  against  Roberts  Bros, 
to  prevent  them  from  giving  green  trading 
stamps  with  the  products  of  the  Lambert 
Pharmacal  Co. 

This  is  only  the  first  round  in  the  battle,  as 
the  case  undoubtedly  will  go  to  the  Supreme 
Court,  but  it  is  an  important  step.  A small 
price  cut  is  just  as  bad  as  a large  one.  The 
giving  of  trading  stamps  with  fair  trade 
merchandise  already  on  sale  at  a minimum 
price  represents  one  of  these  small  con- 
cessions that  tends  to  break  down  the  entire 
price  structure,  because  a small  concession 
leads  to  a larger  one. 

The  Lambert  Pharmacal  Company  is  en- 
titled to  every  consideration  from  druggists 
for  the  trouble  and  expense  it  has  gone  to  on 
behalf  of  fair  trade. 
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RUNYAN  CANCER 
RESEARCH  FELLOWSHIP 
NOW  AVAILABLE 

Damon  Runyan  Clinical 
Research  Fellowships  are 
now  available  by  a grant 
from  the  Damon  Runyon 
Memorial  Fund  to  the  Amer- 
ican Cancer  Society.  The 
purposes  of  these  fellowships 
is  to  increase  the  number  of 
physicians  qualified  to  con- 
duct clinical  research  in  neo- 
plastic diseases  in  order  that 
our  understanding  of  cancer 
may  advance  more  rapidly. 

Applicants  must  hold  a 
Doctor  of  Medicine  degree 
and  should  not  be  over  forty 
years  of  age.  Fellowships 
will  be  awarded  for  a period 
of  one  year,  but  may  be  re- 
newed. An  annual  stipend 
will  be  determined  by  the 
individual  need.  Applications 
may  be  submitted  at  any 
time. 

Anyone  interested  should 
communicate  with  the 
Executive  Secretary,  Com- 
mittee on  Growth,  National 
Research  Council,  2101  Con- 
stitution Avenue,  Washing- 
ton, 25,  D.  C. 


AUXILIARY  TO  HEAD- 
QUARTER AT  HADDON 
HALL 

The  twenty-sixth  annual 
meeting  of  the  Woman’s 
Auxiliary  to  the  American 
Medical  Association  will  be 


held  in  Atlantic  City,  June 
6-10  with  headquarters  at  the 
Hotel  Haddon  Hall. 

A cordial  invitation  is  ex- 
tended to  all  members  of  the 
Woman’s  Auxiliary  to  the 
American  Medical  Associa- 
tion, their  guests  and  guests 
of  physicians  attending  the 
convention  of  the  A.  M.  A.,  to 
participate  in  all  social  func- 
tions and  attend  the  general 
sessions  of  the  Auxiliary. 


DOCTORS  SET  UP 
OFFICE  AT  LAKE  ANDES 

Dr.  Eugene  Flynn  and  Dr. 
A.  B.  Scales  of  Pickstown, 
have  established  an  office 
in  Lake  Andes. 

It  is  located  upstairs  in  the 
Commercial  State  bank 
building,  next  to  the  tele- 
phone office,  and  will  serve 
as  the  doctors’  quarters  until 
the  new  medical  building, 
the  planning  of  which  is  now 
underway,  is  completed. 


DR.  HORSEMAN 
IS  APPOINTED 

Dr.  C.  M.  Morseman  of  Hot 
Springs  has  been  appointed 
to  succeed  Doctor  John  L. 
Calene  of  Aberdeen  as  Gov- 
ernor A.  C.  P.  for  South 
Dakota. 

Doctor  Calene  has  been 
govenor  for  more  than  three 
years  so  he  was  no  longer 
eligible  for  the  position. 


HEART 

ASSOCIATION  APPOINTS 
S.  S.  LIFSON 

S.  S.  Lifson  has  been  ap- 
pointed Supervisor  of  Field 
Services,  it  was  announced 
today  by  Dr.  John  W.  Ferree, 
Director  of  the  American 
Heart  Association’s  Public 
Health  Division.  Mr.  Lifson 
was  formerly  associated  with 
the  National  Health  Council 
as  Assistant  Director  of  Com- 
munity Organization. 

Mr.  Lifson  will  assist  Dr. 
Ferree  in  the  development  of 
field  service  programs  and 
public  health  activities  for 
affiliated  local  heart  associa- 
tions. This  is  in  line  with 
the  expanded  program  of 
community  cardiac  services 
now  being  developed  among 
state  and  local  groups  by  the 
American  Heart  Association. 

Born  in  Waterbury,  Conn., 
Mr.  Lifson  was  graduated 
from  New  York  University 
in  1935,  and  from  Columbia 
University  in  1940.  He  en- 
tered the  field  of  public 
health  in  1938  and  obtained  a 
Master  of  Public  Health  from 
the  Massachusetts  Institute 
of  Technology  in  1943.  He 
was  Health  Education  Con- 
sultant and  Research  Assist- 
ant at  the  Astoria  School 
Health  Study  from  1938-40 
and  served  in  the  same  cap- 
acity at  the  District  Health 
Education  Demonstration  in 
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New  York  City  from  1940- 
1942.  From  1943  to  1947,  he 
served  with  the  United 
States  Public  Health  Service 
as  Health  Education  Con- 
sultant in  Washington,  D.  C. 

Mr.  Lifson’s  educational 
activities  include  service  as 
a Teaching  Fellow  in  Public 
Health  at  M.  I.  T.  — and  Lec- 
turer in  Public  Health  with 
the  rank  of  Assistant  Pro- 
fessor at  Yale  University. 

Mr.  Lifson  resides  in  New 
York  City  with  his  wife  and 
2 children. 


W.  GEORGE  GOULD 
APPOINTED 

The  appointment  of  W. 
George  Gould  as  Field  Con- 
sultant, was  announced  to- 
day by  Dr.  John  W.  Ferree, 
Director  of  the  Public  Health 
Division  of  the  American 
Heart  Association.  Mr.  Gould 
will  assist  Dr.  Ferree  in  the 
organization  of  public  health 
programs  for  affiliated  state 
and  local  heart  associations 
in  major  areas  throughout 
the  United  States. 

During  the  past  two  years, 
Mr.  Gould  held  the  position 
of  Personnel  Director  of  the 
Red  Robin  Stores  in  New 
York  City  and  Chicago,  and 
also  served  as  Special  Con- 
sultant in  venereal  disease 
control  studies  at  Yale  Uni- 
versity sponsored  by  the 
U.  S.  Public  Health  Service. 

From  1939-47  he  was  As- 
sociate Director,  Division  of 
Social  Protection  and  Lew 
Enforcement,  of  the  Amer- 
ican Social  Hygiene  Associa- 
tion where  he  promoted  pub- 
lic health  programs  and  or- 
ganized voluntary  social  hy- 
giene and  health  agencies  in 
the  field  of  venereal  disease 
control. 

From  1931-1939  Mr.  Gould 


acted  as  Public  Welfare  Ad- 
ministrator and  District  Sup- 
ervisor of  County  Relief 
Boards  in  Pennsylvania  and 
Ohio. 

During  the  war,  he  served 
as  Deputy  Venereal  Disease 
Control  Officer,  Third  Naval 
District,  New  York  City  and 
was  honorably  discharged  in 
1946. 

Born  in  Cleveland,  Ohio, 
Mr.  Gould  was  graduated 
from  Western  Reserve  Uni- 
versity in  1930,  and  received 
his  law  degree  from  the  John 
Marshall  School  of  Law  in 
1935.  He  was  awarded  his 
Masters  Degree  in  Public 
Welfare  Administration  at 
the  University  of  Pittsburgh 
in  1938  after  which  he  spent 
six  months  of  postgraduate 
work  in  Public  Health  at 
Washington  University,  St. 
Louis. 

Mr.  Gould  resides  in  Red 
Bank,  N.  J.,  with  his  wife  and 
two  children. 


THE  1949  SCHERING 

AWARD  ANNOUNCED 

An  important  and  fascinat- 
ing study,  “The  Metabolic 
Effects  of  the  Steroid  Hor- 
mones,” will  serve  as  the 
subject  for  The  1949  Scher- 
ing  Award. 

Held  annually.  The  Scher- 
ing  Award  is  conducted  sol- 
ely for  students  in  the  med- 
ical schools  of  United  States 
and  Dominion  of  Canada. 
Students  enter  the  competi- 
tion by  preparing  manu- 
scripts on  a designated  sub- 
ject in  the  field  of  endocrin- 
ology. Three  prominent  en- 
docrinologists select  the 
prize-winning  manuscripts. 

This  year,  the  cash  prize 
awards  will  total  $1,800.  As 
in  previous  years,  it  is  antici- 
pated that  representatives  of 


practically  every  medical 
school  will  enter  the  contest. 

Sobering  Corporation, 
Bloomfield,  N.  J.,  a pioneer 
in  the  development  of  potent 
endocrine  preparations,  con- 
ducts this  successful  contest 
each  year  with  the  purpose 
of  increasing  student  interest 
in  endrocrinology,  thus  add- 
ing to  their  understanding  of 
many  clinical  problems  to  be 
encountered  in  future  prac- 
tice. 


NEWS  FROM 
WATERTOWN 

At  the  April  5th  meeting 
of  the  Watertown  medical 
society.  Doctor  W.  C.  Bern- 
stein of  St.  Paul  spoke  on 
Proctology  as  related  to  gen- 
eral practice.  The  neighbor- 
ing societies  were  invited 
and  of  the  thirty-one  guests 
present  ten  were  from  out  of 
town.  A.  P.  Schieb  of 
Watertown  has  announced 
that  he  has  retired  from 
active  practice.  At  this  last 
meeting  he  was  appointed  as 
an  Honorary  member. 

Dr.  and  Mrs.  Harry  J.  Bar- 
iron,  Jr.  became  the  proud 
parents  of  a baby  girl  in 
March. 

The  Watertown  District 
Medical  Society  Auxiliary 
had  a joint  meeting  with  the 
society  at  a dinner-dance  at 
the  Lake  Shore  Inn  March 
31st. 


Remember 

Your 
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Dr.  O.  R.  Wrighi  is  awarded  the  50- 
Year  Pin  by  John  C.  Foster. 


Dr.  F.  L.  Class  receives  the  50 -Year 
Practitioner  Pin  from  John  C.  Foster. 


Dr.  F. 
award. 


L.  Saylor  receives  the  50- Year 


J.  C.  Foster  presents  the  50-Year  Pin 
to  Dr.  T.  J.  Wood. 
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PHARMACEUTICAL  DIVISION 

BLISS  C.  WILSON.  Editor 
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ABERDEENr 

m 

SOUTH  DAKOTA  STATE 
PHARMACEUTICAL  CONVENTION  IS  TO' BE 
HELD  JUNE  19.20,21,  AT  ABERDEEN.  WRITE 
TO  L.  A.  DANIELS  FOR  HOTEL  RESERVATIONS. 

Tnis  UJiLL  be  the  BIGGEST  and  BEST 
Drug  Convention  ever  to  be  held  in  the 
State . Write  for  Youp 
Reservations  NOW. 


RES.NO.. 


-M.D. 


S.  D.  PH.  A.  CONVENTION 
ENTERTAINMENT 

Druggists  in  the  Aberdeen  territory  have 
planned  elaborate  entertainment  for  visitors 
and  guests  who  will  attend  the  Sixty-Third 
Annual  Convention  of  the  South  Dakota 
Pharmaceutical  Association  on  Sunday,  Mon- 
day and  Tuesday,  June  19,  20,  and  21. 

The  Registration  Desk  will  be  open  in  the 
Alonzo-Ward  Hotel  beginning  at  12:00  Noon 
on  Sunday.  All  members  and  guests  are 
urged  to  register  immediately  upon  their 
arrival  in  Aberdeen.  Bring  the  whole  family 
for  the  Sunday  afternoon  picnic.  The  recep- 
tion committee  will  direct  you  to  the  Aber- 
deen Country  Club  where  a “Good  Old  Sum- 
mertime Picnic”  will  be  in  full  swing  all 
afternoon.  There  will  be  golf,  trap  shooting, 
kittenball,  horseshoe  pitching,  bridge,  bingo 
and  other  contests  of  skill  or  chance.  Plenty 
of  merchandise  prizes  will  be  awarded  to 
those  attending  the  picnic. 


On  Sunday  evening,  a Northern  League 
baseball  game  is  scheduled  between  the  Aber- 
deen Pheasants  vs  Fargo,  North  Dakota.  Free 
tickets  to  this  league  game  will  be  available 
for  all  convention  registrants.  A free  theater 
party  will  be  held  at  the  same  hour  for  those 
who  do  not  care  to  attend  the  baseball  game. 

At  10:00  P.  M.  on  Sunday,  the  Allied  Drug 
Travelers  will  entertain  the  entire  convention 
group,  ladies  and  gentlemen,  at  a Mixer  Party 
to  be  held  in  the  Banquet  Room  of  the  Sher- 
man Hotel.  This  will  be  a gay  party  with 
music,  professional  entertainers,  games  and 
lunch.  Don’t  miss  the  Drug  Travelers’  Party. 

Si  Mark,  proprietor  of  Woodward  Phar- 
macy, is  chairman  of  the  Annual  Association 
Banquet,  to  be  held  at  6:45  P.  M.  in  the  Aber- 
deen Civic  Arena,  on  Monday.  Si  promises 
that  there  will  not  be  a dull  moment  from 
the  time  you  enter  the  banquet  hall  until  you 
leave  at  9:00  P.M.  There  will  be  plenty  of 
good  food  and  the  “tops”  in  music  and  enter- 
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tainment.  The  Aberdeen  Elks  Chorus  will  be 
featured  on  the  banquet  program. 

At  10:00  P.  M.  on  Monday,  the  Annual 
Association  Dance  will  be  held  at  the  Aber- 
deen Country  Club.  Good  music.  Old  and 
new  time  dances,  with  entertainment  to  fill 
in  between.  Arrangements  are  being  made 
for  a radio  broadcast  from  the  dance  floor. 
You  may  get  a chance  to  say  a few  words  to 
the  “folks  back  home”  via  radio. 

A very  special  entertainment  program  is 
planned  for  the  Ladies  Auxiliary.  The 
Ladies  Entertainment  Committee  is  com- 
posed of;  Mrs.  Harvey  Jewett,  Chairman,  Mrs. 
Eddie  Olson,  Mrs.  Si  Mark,  Mrs.  Jimmie 
Slaby  and  Mrs.  A.  O.  Bittner.  Special  mer- 
chandise prizes  will  be  reserved  for  the  ladies 
meeting  so  don’t  miss  a single  one. 

All  in  all,  we  think  you  will  have  “the  time 
of  your  life”  at  the  Aberdeen  Convention  on 
June  19,  20,  and  21.  Don’t  miss  it! 


PHARMACEUTICAL  CONVENTION 
PROGRAM  FEATURES 

Local  Secretary,  Albert  O.  Bittner,  has  an- 
nounced the  names  of  several  speakers  defin- 
itely scheduled  to  appear  on  the  S.  D.  Ph.A. 
Convention  Program  which  is  to  be  held  in 
Aberdeen  on  June  19,  20,  21. 

Dr.  G.  L.  Campbell,  D.  V.  M.,  Director  Vet- 
erinary Field  Service  of  Lederle  Laboratories, 
will  address  the  convention  on  the  topic,  “The 
Pharmacist’s  Responsibility  in  Keeping  Live- 
stock Healthy.”  He  is  scheduled  to  appear  on 
Monday’s  program. 

The  Tuesday  morning  program  will 
feature,  Dr.  Henry  D.  Carpenter,  Laboratory 
Director,  Globe  Laboratories,  Fort  Worth, 
Texas.  Dr.  Carpenter  will  fly  directly  from 
Texas  to  Aberdeen  to  address  our  convention 
and  we  are  certain  that  he  will  have  valuable 
information  for  all  South  Dakota  druggists. 

Public  relations  is  of  special  interest  to  all 
pharmacists  and  in  this  field  Parke,  Davis  & 
Company’s,  L.  S.  Flanedy,  will  speak  on  the 
topic,  “Good  Customers  Don’t  Complain  — 
They  Just  Don’t  Come  Back.” 

Charles  J.  Gilbert,  Director  of  the  State 
Weed  Control  Board,  will  speak  on  the  topic, 
“Newer  Chemicals  for  Weed  Control.” 

On  our  scientific  program,  Guilford  C. 
Gross,  Professor  of  Pharmacology  at  State 
College,  will  give  us  the  latest  information  on 


antibiotics.  His  topic  will  be  “Progress  in  the 
Antibotics.”  Edgar  E.  Parry,  Instructor  in 
Pharmacy  at  State  College,  will  speak  on 
“Newer  Therapeutic  Agents.” 

Dr.  John  C.  Rodine,  President  of  the  Aber- 
deen Medical  Society,  will  present  a film  on 
cancer  control  and  speak  regarding  “The 
Pharmacists’  Role  in  the  Cancer  Control  Pro- 
gram.” 

Other  films  scheduled  on  the  program  are: 
“Toward  Better  Pharmacy”  by  Owens-Illinois 
Glass  Company  and  “Sulment  — Sulfame- 
thazine in  the  Treatment  of  Livestock 
Diseases”  by  Lederle  Laboratories. 

Negotiations  with  other  featured  speakers 
is  still  going  forward  and  their  names  will 
appear  in  the  printed  programs. 


DOLLS  WITH  TONI  WAVES 
TO  BE  PRODUCED 

In  cooperation  with  the  Toni  company, 
Chicago,  the  Ideal  Novelty  and  Toy  company. 
New  York,  will  soon  market  a special  Toni 
doll  with  hair  that  can  be  shampooed  and 
waved. 

Each  doll  is  to  be  accompanied  by  a Toni 
Play-Wave  kit,  including  all  items  necessary 
for  waving  the  doll’s  hair. 

Introducing  a new  idea  in  toy  realism,  it 
is  designed  to  encourage  the  little  girl’s 
imagination  and  creative  talent  in  a way  she 
will  enjoy. 

The  Play-Wave  kit  will  be  complete  with 
curlers,  rubber  bands,  end-papers,  and  a 
harmless  wave  solution,  all  to  be  produced 
by  the  Toni  company,  allowing  the  child  to 
wave  and  re-wave  the  doll’s  hair  as  often  as 
she  pleases. 

Unlike  the  hair  on  other  dolls,  the  “magic” 
nylon  Toni  doll  wig  will  be  impervious  to 
moisture.  This  is  made  possible  because  the 
wig  is  applied  by  a recently  devised  process, 
rather  than  by  old-type  adhesive  methods. 

Made  of  washable  plastic,  the  14-inch  high 
Toni  doll  will  sell  for  $10,  including  clothes 
and  Play-Wave  kit.  Another  doll,  measuring 
16  inches,  in  a more  elaborate  costume  and 
package,  is  to  be  priced  at  $12. 

Manufacture  of  the  Toni  doll  continues  the 
Ideal  Novelty  and  Toy  company’s  policy  of 
striving  for  maximum  results  and  play  value 
in  its  toys. 
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Newer  Therapeutic  Agents 

by  Edgar  Parry.  Instructor  in  Pharmacognosy 
South  Dakota  State  College 


Medical  Nerve  Blocks 

One  of  the  newer  advances  made  in  med- 
icine and  pharmacy  is  in  the  field  of  medical 
nerve  blocks.  The  concept  of  blocking  off 
areas  controlled  by  certain  nerves  is  not  new. 
Some  early  examples  of  drugs  investigated 
for  their  blocking  action  include  ergotoxin, 
Forneau  Compound  933  F,  and  yohimbine. 
Ergotamine  tartrate  is  even  more  potent  in 
depressing  or  blocking  sympathetic  nerve  re- 
flexes. Most  of  these  early  compounds  ex- 
hibited toxicity  or  produced  undersirable 
side  effects. 

Within  the  last  few  years  curare  and  In- 
tocostrin  were  introduced  as  useful  blocking 
agents.  Curare,  like  nicotine,  blocks  conduc- 
tion of  nerve  impulses  in  all  autonomic 
ganglia,  as  well  as  the  reflex  ganglia  between 
the  spinal  cord  and  striated  muscle.  Since 
the  action  on  spinal  ganglia  predominates,  it 
is  used  as  a relaxant  for  striated  muscles.  The 
new  European  drug,  Myanesin,  produced  and 
sold  as  Tolserol,  has  almost  the  same  action 
but  lacks  the  deadly  potency  of  curare  in  that 
it  is  much  less  depressant  to  respiration.  It 
has  several  advantages  over  curare;  one  of 
the  more  important  being  its  wider  margin 
of  safety.  The  amount  which  causes  respira- 
tory paralysis  is,  in  most  instances,  twice  the 
therapeutic  dose. 

It  is  used  as  a preoperative  muscle  relaxant 
for  abdominal  operations.  It  potentiates 
barbiturates  and  at  the  same  time  gives  a 
better  balance  in  analgesic,  narcotic,  and  re- 
laxant components  to  the  aneshetic  mixture 
than  does  curare. ' i ' It  is  also  effective  orally 
when  given  in  a solution  of  20  percent  pro- 
pylene glycol  in  cherry  syrup.  It  has  no  action 
on  the  involuntary  muscle  of  the  uterus  and 
has  been  used  successfully  to  relax  the 
muscles  of  the  birth  canal  for  easier  delivery. 

It  has  disadvantages  however.  It  is  not 
equally  effective  in  all  people,  while  curare 
reacts  with  the  same  potency  in  nearly  all 
instances.  The  action  of  curare  can  be  term- 


inated with  prostigmine  and  oxygen,  but 
there  is  not  as  yet  an  effective  antidote  for 
myanesin.  It  is  also  a short  acting  relaxant 
which  may  or  may  not  be  disadvantageous. 
It  has  been  disappointing  in  its  trials  in  polio- 
myelitis therapy. 

It  is  indicated  for  relief  of  abnormal  muscle 
tension  and  spasticity,  and  arthritis  in  which 
spasticity  occurs.  1st  is  used  to  prevent  injury 
to  mental  patients  during  shock  treatment 
and  to  control  the  convulsions  of  tetanus  and 
strychnine.  It  is  given  orally  in  doses  of  one 
gram  or  one  ounce  of  solution,  three  to  five 
times  daily,  or  by  intravenous  drip. 

New  ganglionic  blocking  agents  specific  *to 
the  autonomic  nervous  system  are  also  past 
the  experimental  stage.  The  search  for  a drug 
useful  in  combating  neurogenic  hypertension 
and  peripheral  vascular  disorders  led  re- 
searchers to  the  problem  of  finding  a sym- 
pathetic medical  nerve  block  which  would 
produce  complete  blockade  with  a high  de- 
gree of  selectivity,  and  yet  safe  and  long 
acting.  This  can  be  done  in  two  ways;  ad- 
renolytically,  in  which  the  drug  counteracts 
the  adrenalin,  or  sympatholytically,  in  which 
the  drug  stops  the  stimuli  along  the  nerve 
trunk  or  at  the  base  of  the  organ  affected.  < ^ ) 
These  disorders  result  from  abnormal  con- 
striction of  blood  vessels  with  decreased 
volume  of  blood  flow,  which  in  turn  results 
from  stimulation  of  certain  of  the  sympathetic 
nerves.  The  whole  area  of  nerves  supplying 
the  blood  vessels  of  an  affected  area  may  be 
severed  by  a sympathectomy  causing  a per- 
manent block,  but  such  surgery  is  effective 
in  only  35  to  40  percent  of  the  cases. 

Autonomic  blocking  agents  now  available 
include  Etamon  Chloride  (tetraethylam- 
monium  chloride)  and  Priscol  (Benzazoline 
HCL).  The  best  of  the  newer  experimental 
drugs  is  probably  Dibenamine  (N.N.  dibenzyl 
beta  chloroethylamine).  All  are  effective  in 
depressing  or  blocking  reflex  vasopressor  re- 
sponses. Etamon  is  a generalized  ganglionic 
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blocking  agent,  interrupting  the  normal 
transmission  of  nerve  stimuli  in  both  the 
sympathetic  and  parasympathetic  systems. 
The  result  is  a slight  lowering  of  blood  pres- 
sure and  relief  from  nerve-induced  constric- 
tion of  blood  vessels  in  the  extremities,  a loss 
of  accomodation,  alteration  of  urinary  blad- 
der function,  a cessation  or  decrease  in  gas- 
trointestinal motility,  and  a decrease  in  gas- 
tric secretions.  < ^ ) It  is  indicated  for  such 
peripheral  vascular  disorders  as  Buerger’s 
disease,  arteriosclerosis  obliterans,  thrombo- 
phlebitis, Reynauds  disease,  varicose  ulcers, 
frostbite,  trench  foot  or  immersion  foot,  and 
certain  causalgias.  In  cases  where  the  dis- 
turbance of  circulation  is  due  to  permanent 
clots  (organized  thrombi)  of  thickened  walls 
rather  than  nerve-induced  spasm,  Etahon  may 
relive  pain  but  does  not  restore  circulation.  It 
serves  as  a diagnostic  agent  in  this  capacity 
since  these  vascular  disorders  are  the  result 
of  either  the  thrombi  or  nerve-induced  spasm. 
Priscol  and  Dibenamine  are  also  diagnostic. 
Etamon  is  contraindicated  in  severe  hyper- 
tension and  cardiovascular-renal  disease. 
Average  dose  is  0.1  gram  by  injection. 

Priscol  effectively  blocks  just  part  of  the 
sympathetic  system.  It  results  in  improved 
circulation  in  peripheral  vessels  in  oral  doses 
of  25  to  50  milligrams,  and  in  temporary  re- 
duction of  blood  pressure  in  doses  of  75  to 
200  milligrams.  Large  doses  may  result  in 
serious  hypotension,  flushing  skin,  nausea, 
and  palpitation.  It  is  contraindicated  in  his- 
tories of  gastric  ulcers  or  gastritis. 

The  influence  of  Dibenamine  on  the  blood 
vessels  closely  resembles  that  of  Priscol.  It 
is  a little  more  active  in  reducing  blood  pres- 
sure and  has  been  used  to  lower  early  or 
moderately  advanced  hypertension;  and  to 
restore  circulation  in  vascular  disorders.  It 
has  less  tendency  to  lower  normal  blood  pres- 
sure than  Etamon,  but  can  cause  serious 
hypotension.  When  given  with  epinephrine, 
the  diastolic  pressure  was  lowered  and  the 
systolic  raised.  ^ > Other  actions  in  the  body 
include  blocking  of  the  excitatory  nerves  go- 
ing to  the  heart,  and  this  has  led  to  its  use 
during  anesthesia  to  protect  against  cardiac 
irregularities.  Miosis  persists  for  the  duration 
of  action  and  nasal  mucosal  congestion  is 
common.  It  may  cause  transient  hallucina- 
tions or  paramnesia. 

The  reduction  in  blood  pressure  caused  by 


Dibenamine  and  Priscol  can  be  counteracted 
by  posterior  pituitary,  while  that  caused  by 
Etamon  is  counteracted  by  neostigmine. 

None  of  these  nerve  block  drugs  are  stand- 
ard therapeutic  agents  as  yet,  but  are  con- 
sidered by  the  Council  on  Pharmacy  and 
Chemistry  of  the  A.  M.  A.  to  be  safe  to  use 
with  caution. 

SELECTED  REFERENCES 

1.  Lancet  i:  487  (March  27,  1948) 

2.  Am.  Pro.  Pharm.  15:256  (March  1949) 

3.  Acheson,  G.  H.,  and  Moe,  G.  K.;  J.  of  Pharm. 
and  Therap.  87:220  (1946) 

4.  Am.  J.  Med.  3:3  (July  1947) 


PHARMACISTS  WARNED  NOT  TO 
DISTRIBUTE  LITERATURE 
INDISCRIMINATELY 

In  an  editorial  appearing  in  the  March  issue 
of  the  Practical  Pharmacy  Edition  of  the 
Journal  of  the  American  Pharmaceutical  As- 
sociation, A Ph.  A.  Secretary  Robert  P.  Fis- 
chelis  called  on  pharmacists  “to  refuse  to  dis- 
tribute any  bulletins,  circulars,  pamphlets  or 
other  literature,  which  the  established  phar- 
maceutical associations  or  the  individual 
pharmacist  cannot  completey  endorse  after- 
careful reading  and  study. 

“Failure  to  read  the  literature  which  phar- 
macists are  continuously  being  asked  to  dis- 
tribute makes  many  of  them  unwitting 
parties  to  schemes  of  propaganda  which  they 
would  not  favor  if  they  gave  them  thought. 
The  public  health  information  prepared  by 
the  American  Pharmaceutical  Association 
and  the  U.  S.  Public  Health  Service  for  dis- 
tribution to  the  public  by  the  pharmacists  can 
be  depended  upon  to  reflect  credit  on  the 
distributor,”  Dr.  Fischelis  continued,  “how- 
ever, this  is  not  true  of  many  other  types  of 
literature  offered  for  distribution  ‘over  the 
counter’  from  various  sources.” 

The  editorial  pointed  out  that  “there  is  a 
good  deal  of  loose  talk  and  writing  these  days 
on  topics  dealing  with  labor  relations,  med- 
ical care,  taxation  and  education”  so  that  be- 
fore a pharmacist  becomes  the  distributor  of 
free  literature  or  information  on  any  subject, 
he  should  make  sure  what  the  literature 
states  and  who  sponsors  it.  Unless  this  in- 
formation is  carefully  screened,  the  pharm- 
acist may  become  an  unwitting  aid  to  the 
wide  dissemination  of  propaganda  which  is 
contrary  to  the  best  interests  of  the  public 
and  the  profession  of  pharmacy. 
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Reports  from  the  Washington  Representative  of  N.A.R.  D. 

by 

George  H.  Prates 


WHAT  GOES  ON  HERE  — AT  RANDOM 

REMEMBER  THIS  NUMBER  — H.  R. 
4203.  The  Honorable  Carl  T.  Durham,  Repre- 
sentative from  the  Sixth  District  of  North 
Carolina,  has  introduced  H.  R.  4203,  a bill  to 
exempt  prescriptions  from  the  requirements 
of  the  Federal  Food,  Drug,  and  Cosmetic 
Act.  (The  May  2,  ssue  of  N.A.R.  D.  Journal 
carries  more  details.) 

SENATOR  EDWIN  C.  JOHNSON  (D-Colo.) 
has  attached  a rider  to  the  oleomargarine  bill 
which,  among  other  things,  would  reduce  the 
excise  taxes  on  toiletries  to  the  ’42  level  of 
10%. 

FAIR  TRADE  REPEAL.  Congressman 
O’Toole  of  New  York  on  April  4 introduced 
into  Congress  H.  R.  4003  to  repeal  the  Miller- 
Tydings  Act.  The  bill  states  that  “Every 
contract  in  restraint  of  trade  or  commerce 
among  the  several  states  is  declared  to  be 
illegal.”  Who  but  the  most  ignorant  or 
avaricious  ever  said  Fair  Trade  Laws  “re- 
strained trade  or  commerce?”  The  reverse 
is  true.  The  Fair  Trade  law  is  one  of  the  best 
instruments  ever  conceived  for  the  purpose 
of  preserving  free  competition  and  equal 
opportunity  for  all.  The  same  Congressman 
speaking  before  a group  of  retail  liquor 
dealers  in  Washington,  D.  C.,  March  24,  while 
“deploring  the  chaotic  price  conditions  exist- 
ing in  the  District  liquor  industry,  compared 
them  with  the  orderly  distribution  of  alcoholic 
beverages  in  his  home  state  of  New  York 
under  the  Fair  Trade  law.  Note  the  dates  — 
March  24  and  April  4. 

FORTUNE.  The  April  issue  of  Fortune 
urges  a re-examination  of  “Fair”  trade 
(wherever  Fortune  uses  the  word  “Fair”  it’s 
encased  in  quotes)  and  will  cooperate  with 
any  retailers,  manufacturers,  state  legisla- 
tures, Congress,  or  any  interested  parties  who 
wish  to  reopen  the  issue  of  “Fair”  Trade.  Nice 
of  them,  don’t  you  think?  Fortune  says  “it 
is  not  to  our  interest  to  oppose  N.  A.  R.  D.  . . . 
We  reaffirm  our  position  against  them  (“fair” 


trade  laws).  We  were  pelted  with  brickbats. 
There  were  speeches,  letters  of  protest,  de- 
nunciations. John  W.  Dargavel  gave  ex- 
pression to  his  sense  of  outrage  in  a signed 
editorial  in  the  N.  A.  R.  D.  Journal;  and  just 
to  make  sure  that  everything  would  get 
plenty  emotional,  he  whipped  up  a personal 
attack  against  our  Editor-in-Chief.” 

TAX  THE  CORNER  WE  PICK  TO  DIE 
IN.  Mr.  Webster  a hard-working  man  with  a 
wife  and  two  kids  is  quoted  in  the  New  York 
Mirror  as  saying:  “Just  why  aren’t  we  al- 
lowed to  deduct  these  luxury  taxes  from  our 
income  taxes?  I thought  you  said  we’ll  never 
pay  a tax  on  a tax.  We  do  and  it’s  ridiculous 
and  immoral.”  Any  person  leaving  America 
for  more  than  12  days  can  bring  back  $400 
worth  of  perfume  or  cosmetics  without  any 
taxes  on  them.  If  he’s  in  Canada  for  48  hours 
he  can  bring  back  $100  worth  of  merchandise 
tax-free.  That  makes  little  sense.  How  soon 
will  Congress  put  a tax  on  the  corner  we  die 
in?  WHAT  TO  DO?  Tell  your  Congressman 
the  toiletries’  tax  is  regressive.  Keep  those 
petitions  coming  in  to  your  Representatives. 

VETERANS  ADMINISTRATION  has  an- 
nounced a policy  and  procedure  to  govern  the 
waiver,  compromise  and  collection  of  vet- 
erans’ debts  to  the  Government  resulting 
from  payments  by  VA  to  lenders  on  defaulted 
GI  loans.  The  collection  policy  will  be  to 
avoid  undue  hardship  to  the  veteran  or  his 
family,  based  upon  his  ability  to  repay. 

THE  EMPLOYMENT  OUTLOOK  FOR 
PHARMACISTS  is  very  good  for  several 
years,  according  to  Labor  Dept,  statistics.  The 
outlook  for  the  entire  pharmaceutical  pro- 
fession is  dominated  by  the  prospects  in  re- 
tail drug  stores,  where  a moderate  upward 
long-term  trend  in  employment  is  expected. 
Information  about  the  nature  of  a pharm- 
acist’s work,  how  to  enter  this  profession,  the 
earnings  and  working  conditions  of  phar- 
macists, and  additional  information  on  the 
employment  outlook  in  the  profession  will  be 
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found  in  the  Occupational  Outlook  Hand- 
book, Bulletin  Number  940  of  the  Bureau  of 
Labor  Statistics.  The  handbook,  which  was 
prepared  in  cooperation  with  the  Veterans 
Administration,  may  be  purchased  from  the 
Superintendent  of  Documents,  Government 
Printing  Office,  Washington  25,  D.  C.,  for 
$1.75. 

TAX  AND  SPEND.  Employers  and  em- 
ployees now  pay  1%  pay  roll  tax.  The  Presi- 
dent asked  Congress  for  a 4 billion  increase  in 
individual  and  corporation  taxes.  If  H.  R. 
2893  is  enacted  the  pay  roll  tax  would  ad- 
vance to  iy2%  July  1,  and  on  January  1 it 
would  be  upped  to  2%.  Besides  this,  taxes 
would  be  applied  to  the  first  $4,800  annual  in- 
come instead  of  the  present  $3,000. 

FOILLE  RECALLED.  The  Carbosulphoil 
Company  of  Dallas,  Texas,  is  withdrawing  its 
Foille  Emulsion  from  the  market.  The  Amer- 
ican Medical  Association  Journal  cited  a case 
wherein  a boy  who  had  been  badly  burned 
died.  Death  was  attributed  to  Phenol  poison- 
ing. Foille  contains  about  1.97%  Phenol. 

DO  NOT  BREAK  FLUORESCENT 
TUBES.  When  disposal  is  necessary,  put 
them  back  in  the  cardboard  jacket  in  which 
the  new  bulb  is  contained,  and  get  rid  of  them 
without  breaking  — or  break  them  under 
water.  Beryllium  is  much  more  toxic  than 
was  first  thought.  Most  tubes  contain  1% 
to  4%  of  Beryllium  powder. 

NEWEST  GIMMICK  IN  BUSINESS  TAX 
EXEMPTION  is  sale  and  lease-back  of  com- 
mercial real  estate.  Harvard  Business  Re- 
view, March  1949,  says  scheme  is  called  “most 
noteworthy  financial  device  of  present  cen- 
tury and  an  assured  avenue  for  tax  avoid- 
ance.” 

DRAMAMIN  was  found  to  be  effective  in 
both  prevention  and  cure  of  seasickness  in 
about  98%  of  the  cases  treated.  It  is  under- 
going further  tests  for  other  types  of  motion 
sickness,  as  well  as  nausea  resulting  from 
early  pregnancy. 

BLOOD  PLASMA  SUBSTITUTE.  An  in- 
vestigation into  possible  blood  plasma  sub- 
stitutes has  progressed  to  the  stage  of  chnical 
testing.  The  new  product  OXYPOLY- 
GELATIN  while  not' equal  to  human  plasma 
and  human  albumin  still  has  certain  practical 
advantages  which  may  make  it  useful. 

JOHN  CARSON,  Republican  from  Mich- 


igan, has  been  nominated  by  President  Tru- 
man to  fill  the  vacancy  in  the  Federal  Trade 
Commission  due  to  the  resignation  of  Robert 
E.  Freer.  At  present  Mr.  Carson  is  director  of 
research  and  information  for  the  Cooperative 
League  of  the  United  States  which  represents 
consumer’s  cooperatives  in  Washington. 

THE  HITHERTO  UNIDENTIFIED  FOOD 
MATERIAL  IN  MILK  that  was  first  reported 
in  1932  by  the  Bureau  of  Dairy  Industry  was 
called  nutrient  X,  because  of  its  unknown 
chemical  nature,  is  undoubtedly  vitamin  B12, 
the  Department  of  Agriculture  announced. 
B12  is  the  name  commercial  chemists  of  one 
company  gave  to  the  material  they  recently 
isolated  in  crystalline  from  liver  extracts  — 
the  material  that  makes  liver  extract  effec- 
tive in  the  treatment  of  pernicious  anemia. 

WORLD  TRADE  WEEK  will  be  observed 
throughout  the  nation  May  22-28,  1949.  The 
theme  of  this  year’s  observance  is  “World 
Trade  Brings  Goods  and  Good  Business.”  It 
is  sponsored  annually  by  the  Chamber  of 
Commerce  of  the  United  States. 

ADOLFO  ENRIQUE  BESOSA,  88  Front 
St.,  New  York,  who  trades  as  A.  E.  Besosa 
Company  and  The  Becker  Medicine  Com- 
pany, has  been  ordered  by  the  Federal  Trade 
Commission  to  stop  representing  that  a drug 
product  designated  “Becker’s  Pills”  will  have 
any  therapeutic  effects  in  the  treatment  of 
the  kidneys. 

GOVERNMENT  GETS  $10,000  IN  LOT- 
TERY CASE.  Civil  penalties  amounting  to 
$10,000  have  been  awarded  the  government 
by  a U.  S.  District  Court.  The  case  involved 
the  Worthmore  Sales  Promotion  Service, 
Chicago.  The  court  found  that  sales  promo- 
tion cards,  designated  “Secret  Panel  Treasure 
Cards”  were  so  constructed  that  their  use  by 
retail  merchants  “constituted  the  operation  of 
a lottery.” 

30%  OF  NATION’S  LABOR  FORCE  IS 
LOCATED  IN  THE  WEST.  Accordingly  the 
U.  S.  Public  Health  Service  is  setting  up  the 
first  industrial  hygiene  field  station  west 
of  the  Mississippi.  Salt  Lake  City,  Utah,  will 
soon  be  able  to  give  engineering  and  labora- 
tory help  to  western  states  for  aiding  manu- 
facturers in  bettering  their  plant  working 
environments.  Service  includes  industrial 
medicine,  nursing  care,  and  laboratory 
facilities. 
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NEWS  ITEMS 

FROM  THE  SECRETARY'S  OFFICE 

Pharmacist  Philip  E.  Case  resigned  his 
position  with  Buck’s  Pharmacy  at  Wessington 
Springs  and  is  now  located  at  Parker,  South 
Dakota  where  he  is  in  active  management  of 
the  Chas.  M.  Dana  Drug  Store. 

Pharmacist  Raymond  Andrews  writes  that 
he  has  been  working  with  the  Wagner  Drug 
at  Winner  since  last  November.  Mr. Andrews 
is  interested  in  buying  a drug  store. 

The  Aberdeen  druggists  met  with  Secre- 
iary  Wilson  on  April  13  and  outlined  their 
plans  for  the  coming  convention.  Arrange- 
ments are  progressing  rapidly  and  you  are 
assured  of  a good  program  and  excellent 
entertainment  when  you  come  to  Aberdeen 
on  June  19,  20,  21. 

Pharmacist  Russell  E.  Foster  is  now  em- 
ployed with  J.  J.  Balkenbush  at  Hill  City, 
South  Dakota.  The  store  is  being  remodeled 
in  preparation  for  the  summer  tourist  bus- 
iness, according  to  a report  by  Harry  Lee. 

Roy  Quarve  of  Britton  is  doing  relief  work 
in  the  Stout  Drug  Store  in  Aberdeen.  Phar- 
macist James  Cameron  reported  that  Harold 
Stout  was  “not  too  well”  and  that  they  had 
to  have  extra  help  in  the  prescription  depart- 
ment. 

Pharmacist  M.  Charles  Christiansen  of 
Spearfish  has  resigned  his  position  with  the 
Nyal  Pharmacy  in  that  city.  He  plans  to  at- 
tend college  in  Illinois  where  he  will  study 
allied  sciences  leading  to  a D.C.  degree.  He 
has  applied  for  reciprocal  registration  in  Ill- 
inois so  that  he  may  work  in  a pharmacy, 
part  time,  while  he  is  attending  school. 

Pharmacist  Clarence  Dahl,  formerly  of 
Aberdeen,  has  been  granted  reciprocal  regis- 
tration in  the  state  of  Texas.  He  is  now 
located  at  San  Benito  where  he  is  practicing 
pharmacy. 

Pharmacist  J.  P.  Murphy,  Custer,  attended 
the  Pharmaceutical  Institute  at  Brookings. 
He  reported  that  he  would  be  doing  relief 
work  at  the  O.  J.  Sieler  Drug  Store  in  Custer 
for  about  six  weeks  after  which  he  would  be 
available  for  other  relief  work  in  the  Black 
Hills  area.  Col.  Jas.  P.  Murphy,  USA  Retired, 
built  a home  in  Custer  this  last  year  after  his 
return  from  active  service  with  the  U.  S. 
Army  in  Germany. 

Inspector  Walter  McCurdy  reports  that 
pharmacist  C.  A.  Locke  has  been  doing  relief 


work  in  the  Haggar  Drug  Store  in  Water- 
town. 

Charles  H.  Scheinost  appeared  in  person 
before  the  Board  of  Pharmacy  at  a meeting 
held  in  Brookings  on  April  6,  for  final  con- 
sideration of  his  reciprocal  application  from 
Wyoming.  Mr.  Scheinost’s  application  was 
approved  and  he  is  now  licensed  to  practice 
pharmacy  in  this  state.  He  is  employed  at 
the  Beckers  Drug  in  Deadwood. 

Nearly  forty  registered  pharmacists  at- 
tended the  Pharmaceutical  Institute  which 
was  held  at  Brookings  on  April  4,  5,  6.  Among 
those  in  attendance  were:  E.  A.  Anderson 
and  A.  O.  Bittner  from  Aberdeen,  F.  J.  Le- 
Blanc,  C.  T.  Eidsmoe,  G.  C.  Gross,  R.  W.  Ken- 
dall, W.  Matson,  R.  M.  Matson,  W.  G.  Ray, 
J.  C.  Shirley,  C.  A.  Locke,  and  M.  L.  Knight 
of  Brookings,  E.  F.  Schmiedt  of  Centerville, 
Mildred  C.  Jarratt  of  Colman,  J.  P.  Murphy, 
Custer,  C.  H.  Scheinost,  Deadwood,  E.  W. 
Greening,  Dell  Rapids,  A.  R.  Hurst,  Dupree, 
O.  G.  Lippert,  Humboldt,  C.  E.  Fellows, 
Huron,  L.  E.  Wagner,  Marion,  L.  J.  Mowell, 
Murdo,  F.  L.  Vilas  and  B.  C.  Wilson,  Pierre, 
M.  C.  Beckers  and  A.  J.  Olson,  Rapid  City, 
W.  W.  Holliday  and  M.  D.  Widdis,  Sioux 
Falls,  J.  H.  Pearson,  Sisseton,  R.  F.  Eastman, 
Tripp,  T.  E.  Hustead,  Wall,  W.  A.  Berg, 
Watertown,  J.  J.  Greening,  Waubay,  F.  M. 
Cornwell,  Webster,  and  H.  L.  Tisher,  Yank- 
ton. The  three  day  program  was  packed  with 
valuable  information  of  interest  to  the  prac- 
ticing pharmacist.  Only  by  attending  these 
refresher  courses  each  year  can  you  realize 
the  abundance  of  information  and  new  ideas 
that  are  gained  at  these  meetings. 

Bliss  C.  Wilson  represented  the  South 
Dakota  Pharmaceutical  Association  and  the 
South  Dakota  Board  of  Pharmacy  at  national 
conventions  held  in  Jacksonville,  Florida  on 
April  23  to  30.  Mr.  Wilson  substituted  for 
John  Sidle  of  Alexandria  who  was  to  have 
been  delegate  from  South  Dakota  to  the 
American  Pharmaceutical  Association  meet- 
ing. He  also  substituted  for  Harold  L.  Tisher 
who  was  to  have  represented  the  South 
Dakota  Board  of  Pharmacy  at  the  annual 
meeting  of  the  National  Association  of 
Boards  of  Pharmacy.  While  in  Jacksonville, 
Mr.  Wilson  also  attended  the  National  Con- 
ference of  State  Pharmaceutical  Association 
Secretaries. 
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paroxysmal  dyspnea... 


"When  an  acute  attack  of  paroxysmal  dyspnea 
sets  in,  Aminophyllin  administered  intravenously 
is  generally  sufficient  to  relieve  the  distress.”' 


In  paroxysmal  dyspnea,  bronchial  asthma,  selected  cardiac 
cases  and  Cheyne-Stokes  respiration, 


sEAKrE  AMINOPHYLLIN 


acts  by  relaxing  the  bronchial  musculature,  encouraging 
resumption  of  a more  normal  type  of  respiration  and  re- 
ducing the  load  placed  upon  the  heart. 

Searle  Aminophyllin  is  available  in  tablet,  ampul,  pow- 
der and  suppository  forms. 

*Se(irle  Aminophyllin  contains  at  least  80%  of  anhydrous  theophylline. 

G.  D.  Searle  & Co.,  Chicago  80,  Illinois 


SEARLE  RESEARCH  IN  THE  SERVICE  OF  MEDICINE 


1.  Murphy.  F.  D.:  Treatment  of  Cardio- 
vascular Emergencies  in  the  Home, 
Wisconsin  M.  J.  42:769  (Aug.)  1943 


SOUTH  DAKOTA 


AFFIDAVIT  WILL  SUPPLEMENT 
APPLICATION  FOR  RENEWAL 

At  a meeting  in  Brookings  on  April  6,  the 
Board  of  Pharmacy  ordered  that  the  renewal 
of  permits  to  conduct  a pharmacy,  where  the 
owner  of  the  merchandise  and  fixtures  of  the 
place  of  business  is  a person  other  than  a 
registered  pharmacist,  will  not  be  granted 
until  individual  applications  have  been  ap- 
proved by  Board  action.  The  Board  has  reason 
to  believe  that  a few  non-pharmacist  owned 
stores  are  not  being  conducted  strictly  in 
accordance  with  the  provisions  and  intent  of 
the  South  Dakota  Pharmacy  Law.  It  will  be 
necessary,  therefore,  to  have  all  non-pharm- 
acist owners  furnish  an  affidavit  setting  forth 
such  facts  as  the  Board  deems  necessary  to 
determine  whether  such  permit  should  be 
granted. 

An  interpretation  of  the  South  Dakota 
Pharmacy  Law  with  respect  to  the  registra- 
tion of  pharmacies  or  drug  stores  is  given  in 
the  following  statement: 

THE  SOUTH  DAKOTA  STATE  BOARD  OF 
PHARMACY  HOLDS  THAT: 

1.  Only  a registered  pharmacist  may  open  or 
conduct  a pharmacy  in  this  state. 

2.  No  drug,  medicine  or  poison  may  be  re- 
tailed, compounded  or  dispensed  in  any 
pharmacy  except  by  or  under  the  im- 
mediate and  personal  supervision  of  a 
registered  pharmacist. 

3'.  The  right  to  use  the  words  “Pharmacy”  or 
“Drug  Store”  in  connection  with  any  place 
of  business  indicates  to  the  public  that 
pharmacy  service  by  a licensed  pharmacist 
is  available  at  all  times  when  such  place  of 
business  is  open  to  the  public. 

4.  A licensed  pharmacist  must  be  in  charge  at 
all  times  whenever  a pharmacy  is  open  for 
service. 

5.  “Active  management  of  a pharmacy” 
means:  Administration  and  guidance  of 
store  policies  in-so-far  as  they  affect  any 
pharmacy  service  whatsoever,  together 
with  full  authority  to  control  the  purchase, 
storage,  display,  retailing,  compounding 
dispensing  of  all  drugs,  medicines  and 
poisons,  the  same  as  though  the  registered 
pharmacist  manager  was  the  sole  owner 
thereof. 

6.  The  Board  of  Pharmacy  may  refuse  to 
issue  a permit  to  conduct  a pharmacy 
where  the  pharmacist  applicant  is  not  the 


owner  of  the  merchandise  and  fixtures  of 
the  place  of  business  and  where  a non- 
pharmacist owner  has  not  delegated  full 
and  complete  authority  to  a registered 
pharmacist  to  be  in  active  management  of 
the  pharmacy,  and  where  such  non-phar- 
macist owner  has  not  pledged  himself  to 
refrain  from  illegal  practice  of  pharmacy 
in  this  state. 

Affidavit  forms,  approved  by  the  Board  of 
Pharmacy,  to  supplement  certain  applications 
for  registration  of  and  permit  to  conduct  a 
pharmacy  for  the  year  commencing  July  1, 
1949  will  be  provided  by  the  Secretary’s 
office. 


PHARMACY  UNDER  THE  BRITISH 
NATIONAL  HEALTH  SERVICE 

What  has  been  happening  to  pharmacy  in 
England  under  the  “National  Health  Serv- 
ice?” How  many  pharmacists  have  joined 
the  system?  What  has  been  its  effect  on 
prescription  practice?  How  has  it  affected 
the  type  of  medication  prescribed?  To  what 
extent,  if  any,  has  it  affected  the  purchase  of 
drugs  or  medication?  Are  the  people  becom- 
ing more  medicine  minded?  These  and  many 
other  questions  concerning  pharmacy  under 
the  British  Health  Service  were  reviewed  in 
an  article  in  the  March  issue  of  the  Practical 
Pharmacy  Edition  of  the  Journal  of  the 
American  Pharmaceutical  Association. 

The  article  points  out  that  pharmacists  in 
England  are  now  dispensing  nearly  100% 
more  prescriptions  than  a year  ago.  However, 
the  increase  is  not  all  due  to  the  fact  that  med- 
icines are  supplied  without  charge,  but  it  was 
partly  due  to  a requirement  restricting  doc- 
tors from  doing  their  own  dispensing  except 
in  some  rural  areas  and  for  private  patients. 

“At  the  present  rate,”  the  article  said, 
“National  Health  Service  prescriptions  would 
total  about  160  million  per  year,  which  is 
about  two  and  one-half  times  that  66  million 
prescribed  under  the  earlier  National  Health 
Insurance.  The  average  cost  per  prescription 
has  been  54  cents. 

The  cost  of  each  prescription  is  about  50% 
higher  than  under  National  Health  Insurance 
but  this  is  largely  due  to  the  improvement  in 
dispensing  fees  which  are  more  in  line  with 
private  dispensing ' charges.  The  quantities 
prescribed  are  often  larger  than  before.  This 
is  believed  due  to  the  fact  that  the  busy  doc- 
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tor  wishes  to  postpone  the  day  when  he  must 
see  the  patient  again  to  give  him  a “repeat” 
prescription,  the  article  states. 

Increase  in  Proprietary  Medicines 
There  has  been  considerable  increase  in  the 
proportion  of  proprietary  medicines  pres- 
cribed. About  5%  of  all  the  items  ordered 
under  National  Health  Insurance  were 
proprietary.  Now  from  7 to  10%  of  the  pres- 
criptions are  for  proprietaries  and  in  a few 
areas  the  proportion  is  much  larger. 

Pharmacists  Carry  Heavy  Load 
The  growth  in  dispensing  has  made  heavy 
calls  on  the  time  of  pharmacists,  and  non- 
professional work  has  to  be  left  to  unqualified 
assistants.  In  some  ways  the  pharmacist’s 
work  is  simplified;  proprietaries,  of  which 
more  are  now  prescribed,  are  easier  to  dis- 
pense than  individual  prescriptions.  And 
National  Health  Service  prescriptions  are 
simply  filed  instead  of  having  to  be  copied 
into  a book  as  private  prescriptions  are. 
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safe . . . rational . . . effective 


in  the  treatment  of 


Harris,  Ivy  and  Searle  conclusively  proved  that  'Benzedrine’  Sulfate 
safely  depresses  the  overweight  patient’s  appetite — and  when 
caloric  intake  is  sufficiently  lowered,  weight  reduction  is  facilitated. 
After  a comprehensive  series  of  functional  tests,  these  same 
investigators  conclude:  "No  evidence  of  deleterious  effects  of  the  drug 
(amphetamine  sulfate)  were  observed.’’  (J.A.M.A.  134:1468,  1947). 


Benzedrine*  Sulfate 


toblets  • eli 


{racemic  amphetamine  sulfate,  S.K.F.) 

one  of  the  fundamental  drugs  in  medicine 

Smith,  Kline  & French  Laboratories,  Philadelphia  *t.m.  Reg.  u.S.  Pat  Off. 


ANNOUNCING:  First  Television,  in  Natural  Color,  of 
Surgical  and  Medical  Procedures  while  under  way.  Arranged 
and  presented  by  Smith,  Kline  & French  Laboratories  — 
AMA  Convention,  June  6,  7,  8 & 9,  at  Atlantic  City. 


50  YEAR  CLUB 

South  Dakota  State  Medical  Association 


At  the  Annual  Meeting  of  the  South 
Dakota  State  Medical  Association  held 
in  Yankton  late  in  May,  Dr.  F.  W.  Frey- 
berg  of  Mitchell,  S.  Dakota  was  pre- 
sented with  the  50-year  pin. 

Dr.  Freyberg  was  graduated  from  the 
Rush  Medical  College  in  Chicago  in 
May,  1895.  He  then  located  at  Salem, 

South  Dakota  where  he  practiced  for  

three  years  and  then  moved  to  Mitchell 
where  he  remained  for  15  years.  From 
Mitchell  Dr.  Freyberg  moved  to  Aber- 
deen where  he  practiced  until  1937.  He 
then  moved  to  Conde,  South  Dakota 
where  he  remained  for  5 years  and  then 
returned  to  Mitchell. 

Dr.  Freyberg  has  the  unusual  honor 
of  being  president  of  both  the  Aberdeen 
and  Mitchell  district  Medical  Societies. 


. W.  D.  Farrell  of  Aberdeen  was  pre- 
sented with  the  50-year  pin  at  the  An- 
nual Meeting  of  the  South  Dakota  State 
Medical  Association  which  was  held  in 
Yankton  May  22-24. 

Dr.  Farrell  was  born  in  Mason  City, 
Iowa  in  1876  and  graduated  from  the 
Cornell  University  Medical  College 
June  7,  1899.  He  interned  at  the  Belle- 
vue Hospital  in  New  York  and  received 
his  post  graduate  work  in  the  St.  Vin- 
cents and  New  York  Lying-In  Hospitals. 

Dr.  Farell  practiced  in  Fort  Dodge, 
Iowa  for  three  years  and  then  moved  to 
Aberdeen,  South  Dakota  in  1910. 

He  is  a fellow  of  the  American  College 
of  Surgeons,  a member  of  the  Phi  Alpha 
Sigma  of  Cornell,  served  as  a captain 
in  the  Medical  Corps  in  World  War  I 
and  is  a member  of  the  South  Dakota 
Medical  Association. 
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The  Role  of  the  Federal  Government 
in  the  National  Cancer  Program* 

Robert  L.  Cherry,  Senior  Surgeon,  United  States  Public  Health  Service 


In  the  mid-twenties  some  cancer  research 
activities  were  carried  on  under  Government 
sponsorship  by  two  groups,  one  under  Dr. 
J.  W.  Schereschewsky  at  Harvard  Medical 
School,  the  other  in  what  was  then  the  Public 
Health  Service’s  Hygienic  Laboratory  in 
Washington  under  Dr.  Carl  Voegtlin.  Their 
activities  provided  a trained  nucleus  of  about 
ten  cancer  research  scientists  for  the  initial 
staffing  of  the  National  Cancer  Institute 
when  it  was  established  by  the  National  Can- 
cer Institute  Act  in  1937.  This  Act  broadly 
but  definitely  outlined  the  functions  of  the 
Federal  Government  in  cancer  research  and 
control,  and  created  the  National  Advisory 
Cancer  Council,  composed  of  men  outstand- 
ing in  the  study,  diagnosis,  or  treatment  of 
cancer  in  the  United  States.  The  Council  acts 
in  an  advisory  capacity  on  Institute  plans  and 
policies,  and  reviews  and  makes  recommenda- 
tions on  grant-in-aid  applications. 

The  original  legislation  was  re-enacted  into 
the  Public  Health  Service  Act  by  the  78th 
Congress  in  1944.  The  following  excerpts 
state  the  functions  in  regard  to  the  cancer 
program: 

“Sec.  401 — The  National  Cancer  Institute 
shall  be  a division  in  the  National  In- 
stitute of  Health. 

Sec.  402 — with  respect  to  cancer,  the  Sur- 
geon General,  through  the  National  Ad- 
visory Cancer  Council,  shall 

(a)  Conduct,  assist,  and  foster  researches, 
investigations,  experiments,  and  studies 
relating  to  the  cause,  prevention,  and 
methods  of  diagnosis  and  treatment  of 
cancer; 

(b)  Promote  the  co-ordination  of  re- 
searchers conducted  by  the  Institute 
and  similar  researches  conducted  by 
other  agencies,  organizations,  and  in- 
dividuals; 

(c)  Provide  training  and  instruction  in  tech- 
nical matters  relating  to  the  diagnosis 
and  treatment  of  cancer; 

(d)  Provide  fellowships  in  the  Institute 


from  funds  appropriated  or  donated  for 
such  purpose; 

(e)  Secure  for  the  Institute  consultation 
service  and  advice  of  cancer  experts 
from  the  United  States  and  from 
abroad; 

(f)  Co-operate  with  State  health  agencies 
in  the  prevention,  control,  and  eradica- 
tion of  cancer; 

(g)  Procure,  use  and  lend  radium  as  pro- 
vided in  403.” 

The  National  Institute  of  Health,  now 
known  as  the  National  Institutes  of  Health,  at 
Bethesda,  Maryland,  in  which  the  National 
Cancer  Institute  became  a division,  consti- 
tutes the  research  arm  of  the  United  States 
Public  Health  Service. 

The  cancer  program  of  the  Public  Health 
Service  has  two  basic  aims:  its  long  range 
purpose  is  to  find  the  cause  of  cancer  and 
more  adequate  methods  of  prevention  or  cure; 
its  immediate  aim  is  to  cut  the  constantly  in- 
creasing death  toll  by  stimulating  early  diag- 
nosis and  treatment. 

Upon  the  establishment  of  the  Institute  in 
1937,  it  was  empowered  to  assist  cancer  re- 
search then  under  way  in  the  universities, 
hospitals,  and  other  institutions,  likewise 
hampered  by  lack  of  funds,  and  to  conduct  its 
own  clinical  and  laboratory  research.  In  that 
year  Dr.  Voegtlin  became  the  first  Chief  of 
the  Institute,  and  the  program  commenced 
in  1938.  In  1939  it  was  transferred  into  a well- 
equipped  laboratory  and  administration 
building  constructed  at  a cost  of  $750,000  on 
land  donated  by  Mr.  and  Mrs.  Luke  I.  Wilson, 
at  Bethesda,  where  it  is  now  a part  of  a 
rapidly  growing  medical  center  among  the 
National  Institutes  of  Health’s  other  research 
buildings  across  the  highway  from  the  United 
States  Naval  Medical  Center. 

The  original  Cancer  Act  limited  annual  ap- 
propriations to  $750,000.  The  program  had 

* Presented  at  the  Cancer  Symposium  held  in 

Sioux  Falls,  South  Dakota,  October,  1948. 


— 180  — 


JUNE  1949 


only  four  years  to  get  under  way  before  the 
war  disrupted  all  medical  research  except 
that  primarily  of  a military  nature.  During 
these  hectic  years  and  afterward,  Dr.  R.  R. 
Spencer  directed  the  National  Cancer  In- 
stitute, and  was  followed  by  Dr.  Leonard 
Scheele,  now  Surgeon  General,  who  in  turn 
was  succeeded  by  the  present  Chief,  Dr.  J.  R. 
Heller. 

The  original  ceiling  on  appropriations  was 
removed  before  the  end  of  the  war,  and  ap- 
propriations for  the  present  fiscal  year  total 
$14,000,000.  $2,500,000  of  this  is  made  avail- 
able to  State  Health  Departments  according 
to  a formula  which  considers  population 
density,  cancer  mortality,  and  financial  need. 
$5,000,000  were  allotted  for  cancer  control, 
not  to  State  health  departments,  but  ^ ^ > For 
cancer  teaching  to  medical  and  dental  stu- 
dents, public  health  employees  and  nurses; 
(2)Special  projects;  Traineeships; 
( 4 > Demonstration  projects  (such  as  the  de- 
tection center  at  Hot  Springs,  Arkansas);  ^5) 
Consultations;  < ® '>  Radium  loans;  < > Reports 
and  publictaions;  and  ^ 8 ) Administration. 
The  rest  of  the  appropriation  goes  to  research, 
as  follows:  $3,300,000  for  research  in  other 
institutions,  $2,760,000  for  research  within  the 
National  Cancer  Institute,  and  $495,000  for 
research  fellowships,  both  within  the  National 
Cancer  Institute  and  in  other  institutions. 
Administratively,  however,  the  work  of  the 
Institute  is  divided  into  three  categories:  in- 
tramural scientific  research,  research  grants 
to  nonfederal  institutions,  and  cancer  control. 

Within  the  Cancer  Control  Branch,  there 
has  recently  been  established  a section  on 
Environmental  Cancer,  where  attention  will 
be  focused  upon  clinical  and  laboratory  re- 
search on  cancer  resulting  from  environ- 
mental influences,  especially  those  in  certain 
industries. 

This  paper  is  not  the  place  for  a discussion 
regarding  the  value  or  practicability  of  can- 
cer detection  centers.  As  a practical  means 
of  diagnosing  cancer,  there  are  valid  argu- 
ments both  pro  and  con.  It  is  still  too  early 
for  definite  conclusions.  At  the  first  full-time 
Cancer  Detection  Center  in  operation  at  Hot 
Springs,  Arkansas,  as  a demonstration  project 
of  the  Cancer  Control  Branch  of  the  National 
Cancer  Institute,  large  numbers  of  presum- 
ably cancer-free  persons  will  undergo  diag- 
nostic tests  that  have  been  reported  in  the 


medical  literature.  The  greater  part  of  the 
basic  laboratory  investigations  in  this  connec- 
tion will  be  carried  on  in  five  or  six  medical 
schools.  Tests  to  be  studied  and  evaluated 
are  immunochemical  and  serologic  tests, 
biochemical  tests,  radioactivity  tests,  cyto- 
logic tests  and  physico-chemical  tests,  such  as 
the  Herly  test  and  the  Brdicka  theory.  A 
wide  variety  of  tests,  already  reported  and 
those  yet  to  come,  will  be  subjected  to  care- 
ful, scientific  evaluation. 

The  National  Cancer  Institute  has  made 
several  grants  to  nonfederal  institutions  for 
the  purpose  of  developing  the  Cytologic  Test 
for  cancer  and  for  training  personnel  in  its 
application.  The  Cytologic  Test,  as  developed 
by  George  Papanicolaou,  consists  of  micro- 
scopic examination  for  abnormal  cells  in  a 
specially  prepared  specimen  of  body  secre- 
tion — vaginal,  bronchial,  gastric,  urine 
sediment,  rectal,  or  prostatic.  Specially 
trained  workers  can  thus  identify  cells  ex- 
foliated from  precancerous  and  cancerous 
lesions.  As  an  aid  in  diagnosis,  the  test  offers 
several  distinct  advantages:  it  is  simple,  in- 
expensive and  rapid;  causes  no  inconvenience 
or  injury  to  the  patient,  requires  no  hospital- 
ization, and  can  be  repeated  as  often  as  neces- 
sary. It  is  particularly  adapted  as  a screening 
method  for  early  indications  of  cancer  of 
the  uterus. 

One  grant  for  this  work  has  been  made  to 
Cornell  University  for  a project  under  Dr. 
Papanicolaou’s  direction  — the  establishment 
of  a center  for  study  and  instruction  in  the 
cytologic  method.  Another  grantee  is  the 
California  Department  of  Public  Health  in 
San  Francisco,  where  further  evaluation  will 
be  made  of  the  technique  in  cancer  of  the 
lung,  stomach  and  urinary  tract.  A course  is 
planned  for  the  education  of  pathologists  and 
others  interested  in  the  technique,  such  as 
laboratory  technicians.  A third  grant  has 
been  made  to  the  University  of  Oregon  Med- 
ical School  in  Portland,  Oregon,  for  the  train- 
ing of  technologists  and  physicians  in  use  of 
the  test.  It  should  be  mentioned  that  the  re- 
search branch  of  the  National  Cancer  In- 
stitute is  engaged  in  projects  designed  to 
evaluate  and  develop  this  promising  aid  to 
cancer  diagnosis. 

The  scope  of  this  discussion  will  not  per- 
mit much  more  than  mention  of  the  labora- 
tory research  taking  place  at  the  Institute. 
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Some  250  scientists,  technicians  and  attend- 
ants carry  on  this  intramural  research,  most 
of  which  takes  place  at  Bethesda,  and  in  this 
group  many  basic  sciences  are  represented. 
There  are  sections  on  Biology,  Biochemistry, 
Chemotherapy,  Cell  Physiology,  Biophysics, 
Endocrinology  and  Pathology.  In  addition, 
the  Laboratory  of  Experimental  Oncology  is 
detailed  to  the  University  of  California  Med- 
ical School,  in  San  Francisco.  Cancer  in  hu- 
man beings  is  likewise  studied  in  hospitals 
that  serve  the  Institute  as  clinical  research 
laboratories.  The  Tumor  Clinic  of  the  U.  S. 
Marine  Hospital  at  Baltimore  was  the  first  to 
be  so  utilized,  as  is  the  Laguna  Honda  Home, 
associated  with  the  University  of  California 
Medical  School  and  the  Warwick  Clinic  in 
Washington,  D.  C.  Appropriations  recently 
provided  for  the  purchase  of  land  and  con- 
struction of  a much  needed  clinical  facility 
at  Bethesda  in  the  nature  of  a research  hos- 
pital. This  500  bed  hospital  will  provide  150 
beds  for  cancer  research,  150  for  heart  disease 
research,  150  for  mental  health  studies,  and 
50  for  other  diseases.  This  will  probably  re- 
quire three  years  for  its  completion.  By  next 
spring,  however,  it  is  expected  that  a pre- 
liminary laboratory,  later  to  be  used  in  con- 
junction with  the  clinical  center,  will  be 
available  for  research  with  radioactive  iso- 
topes. 

The  National  Cancer  Institute  also  issues, 
bi-monthly,  the  Journal  of  the  National  Can- 
cer Institute,  which  publishes  the  findings  of 
research  workers,  not  only  at  the  Institute, 
but  outside  as  well.  One  thousand  copies  of 
this  Journal  are  distributed  free  to  research 
scientists  and  scientific  libraries,  and  to 
others  by  subscription. 

Research  fellowship  are  granted  at  the  In- 
stitute and  elsewhere  to  promising  young 
scientists,  thus  permitting  post-graduate 
training  under  the  direction  of  a senior  in- 
vestigator in  their  particular  branch  of 
science  in  which  studies  of  the  cancer  problem 
may  be  carried  on.  At  the  beginning  of  this 
year,  there  were  109  research  fellows  on 
duty. 

Appropriated  funds  are  used  in  much 
greater  proportion  for  nonfederal  research 
activities  than  are  used  at  the  National  Can- 
cer Institute.  Applications  for  these  grants  to 
laboratories,  schools  and  other  institutions 
are  given  careful  consideration  by  the  Na- 


tional Advisory  Cancer  Council,  which  meets 
quarterly,  and  once  the  research  project  is 
approved  and  funds  provided,  thd  research 
investigator  is  given  maximum  leeway  in 
conducting  his  investigations. 

Also  available  to  non-Federal  institutions 
are  funds  for  the  construction  of  research 
facilities.  All  but  $700,000  of  the  $10,000,000 
provided  by  Congress  for  this  purpose  has 
been  allocated.  Recipient  institutions,  listed 
in  the  September  1,  Cancer  Control  Letter, 
published  by  the  National  Cancer  Institute, 
were  twenty-four  medical  schools  and  hos- 
pitals engaged  in  cancer  research. 

Although  the  Public  Health  Service  had 
aided  cancer  control  activities  in  various 
ways,  it  was  not  until  July,  1946,  that  a nation- 
wide Government-supported  cancer  control 
program  came  into  being.  Funds  in  the  form 
of  grants-in-aid  to  State  Health  Departments 
were  handled  by  the  States  Relations  Division 
of  the  Public  Health  Service  until  1948,  when 
control  activities  in  the  cancer  field  became 
an  integral  part  of  the  National  Cancer  In- 
stitute. The  basic  elements  of  a cancer  con- 
trol program  were  listed  in  a report  made  by 
a committee  appointed  by  the  National  Ad- 
visory Cancer  Council  in  1944  and  published 
in  the  April,  1946,  Journal  of  the  National 
Cancer  Institute.  Broadly  speaking,  these  ele- 
ments included  first;  the  accumulation  and 
analysis  of  data  needed  in  planning  and 
evaluating  a program;  second,  educational 
activities  with  the  public  and  professional 
groups,  such  as  physicians,  nurses,  dentists, 
students  training  in  these  professions,  and 
public  health  workers;  and  third,  provision  of 
medical  facilities  and  services.  This  third 
group  includes  preventive  services,  such  as 
cancer  detection  centers;  diagnostic  facilities 
and  services,  such  as  tissue  diagnostic  service 
and  cancer  diagnostic  clinics;  treatment  facil- 
ities and  services,  such  as  cancer  clinics,  hos- 
pital beds  and  consultation  service;  facilities 
and  services  for  the  advanced  cancer  patient, 
such  as  institutional  and  home  care  facilities; 
and  lastly,  integration  of  effort  of  all  agencies 
to  provide  a complete  program. 

Since  practically  any  control  activity  car- 
ried on  by  a State  Health  Department  with 
cancer  grant-in-aid  funds  would  fall  into  one 
of  these  categories,  the  listing  has  served  well 
as  a blueprint  for  the  formulation  of  State 
plans.  The  types  of  activities  in  a State  and 
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their  plan  of  administration  vary  with  local 
conditions,  and  consequently  are  matters  for 
local  determination,  and  a very  liberal  policy 
has  been  adopted  by  the  Public  Health  Serv- 
ice as  to  activities  that  may  be  financed  by 
State  grant-in-aid  funds.  A cancer  control 
consultant  has  been  assigned  to  Public  Health 
Service  District  Offices  to  assist  states  in  the 
development  of  their  programs  and  to  estab- 
lish liaison  between  states  and  the  Washing- 
ton Office.  Also,  public  health  nurses  on  Dis- 
trict Office  staffs  have  had  special  training 
in  cancer  control  activities  to  qualify  them 
for  assistance  to  the  states  in  the  development 
of  the  nursing  phases  of  their  programs. 

In  furtherance  of  cancer  control  activities, 
grants  of  funds  are  also  made  for  special  pro- 
jects and  demonstrations.  These  grants  are 
not  for  basic  research,  but  statistical  research 
may  be  carried  on  under  a special  projects 
grant.  Teaching  grants  of  up  to  $25,000  a year 
are  available  to  medical  schools,  and  up  to 
$5,000  a year  to  dental  schools,  for  the  pur- 
pose of  strengthening  the  teaching  of  cancer 
to  the  undergraduate.  As  of  June  1948 
cancer  teaching  grants  had  been  approved  for 
60  medical  and  26  dental  schools  in  the  United 
States,  thus  bringing  the  total  of  funds 
awarded  for  cancer  teaching  since  last  year 
to  over  $1,800,000.  Applications  for  these 
latter  two  types  of  grant,  like  research  and 
the  research  construction  grants,  must  be  re- 
viewed and  approved  by  the  National  Ad- 
visory Cancer  Council  before  funds  are  al- 
lotted. These  project  requests  should  be 
transmitted  through  the  State  health  author- 
ity. 

Examples  of  federal  grants  for  cancer 
teaching  are  two  that  have  been  made  to  Har- 
vard School  of  Public  Health  and  to  Yale  Uni- 
versity. The  former  grant  will  have  two  func- 
tions: first,  the  training  of  cancer  control 
officers  for  work  in  official  and  voluntary 
health  organizations  — administrators,  epi- 
demiologists, statisticians,  health  educators, 
etc.;  and  second,  the  advancement  of  know- 
ledge in  the  field  of  cancer  control  and  the 
training  of  research  workers.  The  purpose  of 
the  grant  to  Yale  University  is  to  provide  a 
teaching  program  in  the  Department  of 
Health  of  the  Yale  University  School  of  Med- 
icine. The  program  is  designed  for  public 
health  administrators  and  allied  personnel 


engaged  in  cancr  control  in  cooperation  with 
local,  state  and  national  health  agencies. 

For  the  young  physician  interested  in  fur- 
ther preparation  for  the  clinical  phase  of  can- 
cer work,  stipends  not  to  exceed  ten  dollars 
per  day  for  as  much  as  three  years  may  be 
paid  by  the  National  Cancer  Institute  during 
his  residency  in  surgery,  pathology,  and 
radiology  at  acceptable  institutions.  The  ap- 
plicant arranges  for  his  own  residency.  There 
is  no  obligation  to  engage  in  public  health 
cancer  programs  at  the  end  of  this  clinical 
traineeship.  Seventy-five  trainees  were  on 
duty  at  the  beginning  of  1948. 

The  National  Cancer  Institute  has  radium 
on  loan  to  over  fifty  institutions  throughout 
the  country.  This  was  purchased  in  1939  by 
Act  of  Congress,  and  most  of  it  has  been  on 
loan  ever  since. 

Information  as  to  the  efficiency,  costs,  and 
results  of  methods,  techniques,  and  types  of 
service  are  needed  by  administrators  of  can- 
cer control  programs.  Studies  directed  at  de- 
termining these  facts  are  now  in  operation, 
and  more  are  planned  in  co-operation  with 
such  national  organizations  as  the  American 
College  of  Surgeons,  the  American  Cancer 
Society,  state  and  local  Medical  Societies  and 
Health  Agencies,  and  other  appropriate 
groups. 

As  an  example  of  this  type  of  activity,  in 
co-operation  with  the  Maryland  State  Depart- 
ment of  Health,  the  Cancer  Control  Branch 
of  the  National  Cancer  Institute  is  at  the 
present  time  initiating  a demonstration  pro- 
ject in  four  counties  in  Maryland  to  develop 
a cancer  control  program  in  county  health  de- 
partments. One  aspect  of  this  project  is  the 
development  of  procedures  for  the  continuous 
reporting  of  cancer  cases  to  the  local  health 
department,  and  the  setting  up  and  operation 
of  a cancer  register.  Tentative  report  forms 
for  this  project  have  been  developed  by  the 
National  Cancer  Institute  in  cooperation  with 
the  Statistics  Committee  of  the  American 
Cancer  Society,  with  minor  modifications  to 
adapt  them  to  local  Maryland  needs.  These 
forms  include  report  forms  for  individual 
physicians,  hospital  or  tumor  clinic  reports, 
pathologists  report,  report  on  the  follow-up 
of  treated  cases,  and  a special  study  form  for 
the  recording  of  public  health  nursing  service. 
Since  many  States  clearly  recognize  the  need 
for  a workable  system,  this  study  will  be  of 
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interest.  Personnel  will  soon  be  available  on 
the  staff  of  the  National  Cancer  Institute  to 
work  with  States  desiring  assistance  in  de- 
veloping morbidity  reporting  and  in  setting 
up  a cancer  register. 

Another  contribution  — in  this  instance,  to 
post-graduate  medical  education  — will  be 
the  production  of  six  sound  movies  on  cancer 
diagnosis  and  treatment,  being  produced 
jointly  by  the  National  Cancer  Institute  and 
the  American  Cancer  Society.  The  first, 
which  should  be  completed  before  the  end  of 
the  year  and  released  early  in  1949,  will  pre- 
sent the  general  cancer  picture  in  this  country 
from  the  doctor’s  point  of  view.  Those  to 
follow  will  deal  with  cancer  of  specific  sites 
— breast,  skin,  oral,  lung,  esophageal,  and 
gastro-intestinal. 

Coordinated  programs  utilizing  cooperative 
scientific  methods  are  being  applied  increas- 
ingly to  problems  in  cancer.  The  resources 
and  activities  of  official  and  voluntary  or- 
ganizations are  being  combined  to  promote 
economy  of  operation  and  exchange  of 
knowledge.  Such  a^relation  is  exemplified  by 
the  integrated  programs  of  the  National  Can- 
cer Institute  and  the  American  Cancer  So- 
ciety. Both  of  these  agencies  fully  appreciate 
the  need  for  organized,  cooperative  projects, 
particularly  in  providing  statistical  services, 
educational  advantages  for  professional 
workers,  and  other  informational  activities. 
Close  liaison  is  maintained  between  these 
agencies  to  prevent  overlapping  of  functions 
and  to  round  out  the  national  program  of  can- 
cer research  and  control. 

All  of  us  recognize  the  importance  of  team- 
work in  the  diagnosis  and  management  of  the 
individual  cancer  case  — teamwork  between 
general  practitioner,  internist,  surgeon,  path- 
ologist, radiologist,  and  perhaps  others.  The 
over-all  cancer  problem  requires  the  same 
teamwork  in  regard  to  both  the  research  and 
control  aspects.  This  teamwork  should  exist 
locally,  as  it  does  nationally,  with  medical 
groups.  State  and  local  divisions  of  the  Amer- 
ican Cancer  Society,  and  other  voluntary  and 
official  agencies.  This  Symposium  on  Cancer 
is  a fine  example  of  such  co-operation  and 
teamwork,  and  it  is  a distinct  pleasure  and 
privilege  to  be  here. 
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TIME  TO  STAND  UP  AND 
BE  COUNTED! 

By  Dr.  George  F.  Lull* 

There  have  been  a few  instances  recently 
in  which  medical  organizations,  particularly 
scientific  groups,  have  indicated  reluctance 
to  go  on  record  against  Compulsory  Health 
Insurance  on  the  ground  of  propriety. 

The  question  raised  is  whether  a scientific 
group  should  “get  mixed  up  in  politics.” 

The  answer  to  that  question  is  that  we  are 
“mixed  up  in  politics”  whether  we  like  it  or 
not,  because  medicine  has  been  brought  under 
political  attack. 

The  only  question  which  remains  is 
whether  we  are  going  to  defend  our  profes- 
sion against  that  political  attack  — and  how 
we  can  do  it  most  effectively. 

If  Compulsory  Health  Insurance  is  enacted, 
every  medical  organization  will  be  subject 
to  political  controls  and  influence  — and 
every  doctor  will  be  restricted  in  the  practice 
of  his  profession.  Then  we  really  will  be 
“mixed  up  in  politics”! 

That  issue,  we  believe,  makes  it  imperative 
that  all  medical  organizations  — scientific  or 
otherwise  — take  their  stand,  publicly  and 
vigorously,  against  the  emasculation  of  sound 
medical  practice. 

American  medicine  needs  to  present  a 
united  front  against  politically-controlled 
medical  practice  — and  we  believe  it  is  not 
only  ethical,  but  highly  desirable  for  our 
scientific  groups  to  make  their  position 
known. 

Let’s  stand  up  and  be  counted! 

*General  Manager,  American  Medical  Association 
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The  British  Story  — First  Hand* 

by 

Elizabeth  Wilson,  Ph.D. 


The  socialization  of  medicine  has  affected 
the  conditions  of  practice,  the  income,  and 
the  peace  of  mind  of  your  British  colleagues. 
This  report  will  be  based  not  only  on  my  per- 
sonal observations  during  the  first  two 
months  the  National  Health  Service  was  in 
operation  but  also  on  letters  and  newspaper 
articles  I have  received  since  then. 

Some  general  practitioners  have  found 
little  change  in  the  number  of  patients  they 
are  required  to  see  every  day.  Others  have 
found  that  their  work  has  doubled,  even 
trebled.  Doctors  told  me  of  seeing  forty  to 
seventy-five  patients  in  the  four  hours  of 
office  practice.  Just  before  I left  England,  the 
first  of  September,  this  paper  came  out. 
(News  of  the  World  — Aug.  29).  It  is  the 
largest  English  Sunday  newspaper.  It  told  of 
one  doctor  who  frequently  saw  120  patients 
in  this  office  time.  Is  two-minute  medicine 
good  medicine?  Would  you  enjoy  having  a 
really  sick  patient  standing  in  a queue  that 
extended  from  your  house,  through  your 
garden  and  into  the  street,  where  the  police 
have  to  keep  order?  That  has  happened  in 
England. 

Of  course,  not  all  of  those  who  go  to  see  the 
doctor  are  ill!  This  newspaper  has  big  head- 
lines “Health  Service  Hit  by  Humbugs!”  An- 
other report  in  the  Daily  Telegraph  told  of 
a doctor  who  complained  that  for  the  first 
time  in  fifteen  years  of  practice  he  was  called 
upon  to  see  people  for  wasp  stings  and  insect 
bites.  People  do  this  to  get  free  medication. 
Under  such  conditions,  it  seems  probable 
that  the  British  actuaries  were  not  far  wrong 
when  they  estimated  that  the  average  patient 
would  see  his  doctor  eight  times  a year. 

The  average  panel  is  slightly  over  two 
thousand  patients,  the  maximum  twice  that. 
Usually  the  British  doctor  works  three 
hundred  full  days  a year.  By  simple  arith- 
metic you  can  see  that  the  physician  with 
two  thousand  patients  on  his  list  would  have 
to  see  more  than  fifty  patients  a day,  every 
day,  or  considering  seasonal  variations  in  de- 
mand, perhaps  thirty  in  summer  and  seventy 


in  winter.  No  wonder  responsible  people  have 
been  afraid  that  the  doctors,  many  of  whom 
got  no  vacation  last  summer,  will  find  that 
they  are  overstrained  when  the  winter 
epidemics  hit  them! 

Another  element  contributing  to  the  over- 
worked condition  of  the  doctors  is  the  great 
amount  of  record  keeping.  When  the  scheme 
first  went  into  operation,  the  doctors  asked 
their  patients  for  help.  Now  that  many 
estimate  that  the  paper  work  has  been  in- 
creased by  one-third,  it  is  even  more  of  a 
burden.  One  reason  for  this  is  Regulation 
No.  507,  which  Mr.  Bevan  issued.  (Mr.  Bevan 
just  loves  to  issue  regulations!  Last  summer 
he  was  issuing  about  eight  a day!  Many  doc- 
tors say  it  is  absolutely  impossible  for  them 
to  keep  up  with  the  number  of  regulations!) 
This  Regulation  required  that  the  record 
keeping  should  be  in  the  form  designated 
by  the  local  executive  council  which  Regula- 
tion No.  506  also  requires  that  the  doctors’ 
records  should  be  available  to  two  com- 
mittees, each  of  which  is  predominantly  lay. 
The  doctors  protested  very  vociferously 
against  this,  saying  it  was  in  contravention 
to  the  Hippocratic  oath,  but  the  requirement 
is  still  in  force! 

You  naturally  will  know  a great  deal  more 
than  I how  it  will  affect  the  quality  of  prac- 
tice, but  I have  heard  many  British  phys- 
icians say  that  because  of  it  they  have  been 
unable  to  get  absolutely  complete  informa- 
tion. 

It  is  of  passing  interest  to  notice  that  in  the 
prospectus  which  was  issued  by  the  govern- 
ment before  this  system  went  into  operation, 
patients  were  promised  that  their  dealings 
would  remain  “personal  and  confidential.” 
That  sounds  very  much  like  Section  254  of  S. 
5 in  our  own  Congress. 

Again,  practitioners  were  fearful  that  under 
this  new  system  they  would  become  traffic 
directors,  sending  patients  to  specialists.  In 
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fact,  many  of  them  have  during  the  past 
couple  of  years  undertaken  postgraduate 
work  with  the  expectation  of  specialization. 
Thus  far,  many  of  them  have  not  qualified 
and  there  are  only  five  thousand  full-fledged 
specialists  to  take  care  of  48  million  people. 
It  is  not  surprising,  then,  that  an  American 
neuro-surgeon  who  was  doing  work  in  Eng- 
land last  summer  found  that  the  shortage  of 
consultants  was  so  great  that  a patient  with 
a presumed  brain  tumor  had  to  wait  four 
months  to  enter  a hospital. 

Doctor  Swett  declares,  "Numbers  die  be- 
fore they  reach  the  top  of  the  list." 

This  observation  about  the  delay  in  getting 
service  was  confirmed  time  and  time  again 
by  other  tales  I heard,  but  the  present  situa- 
tion seems  to  be  an  aggravation  of  the  very 
serious  conditions  that  existed  before  July  5, 
when  the  service  went  into  operation. 

One  reason  why  many  general  practitioners 
send  their  patients  to  the  hospitals  is  because 
they  want  to  get  access  to  laboratory  facili- 
ties and  X-ray  tests  which  are  not  available 
under  other  conditions.  Hospitals  have  a 
virtual  monopoly  of  such  facilities  and  have 
barely  enough  for  their  own  use.  One  reason 
this  shortage  has  been  aggravated  under  the 
new  system  is  because  the  government  will 
not  pay  a doctor  for  such  service  unless  he 
has  a special  diploma  and  has  an  honorary 
position  on  the  staff  in  a hospital.  Such  re- 
fusal ofttimes  involves  great  delay  and  also 
may  require  the  patient  to  take  a long  jour- 
ney. 

The  small  number  of  qualified  specialists 
and  the  shortage  of  laboratory  facilities  are 
two,  out  of  the  four  reasons  for  the  crowded 
hospitals. 

The  third  reason  is  the  shortage  of  nurses. 
Mr.  Bevan  has  estimated  that  they  need  50,- 
000  more  nurses  in  England.  There  are  whole 
wings  of  hospitals  that  are  closed  because 
there  are  no  nurses  to  staff  them,  although 
there  are  waiting  lists  five  or  six  times  as 
long  as  the  number  of  available  beds.  Of 
course,  many  new  hospitals  are  needed. 

This,  then,  is  the  setting  in  which  more 
than  90  per  cent  of  the  British  people  are 
receiving  medical  care  and  attention. 

Last  summer  I asked  all  types  of  people  in 
many  parts  of  England  what  would  happen 
to  the  quality  of  care.  Their  unanimous  ver- 
dict was  that  it  would  be  poorer.  Those  in  the 


industrial  classes  were  delighted  by  the  fact 
that  they  were  going  to  get  all  the  care  they 
wanted,  but  they  admitted  that  “panel  prac- 
tice has  always  been  poor.” 

This  forecast  has  been  borne  out  by  two 
letters  I have  received  from  the  British 
specialists  in  the  past  months.  The  young 
one  writes:  "We  think  less  and  less  of  the 
service.  The  work  being  turned  out  at  a 
standard  rate  is  poor  and  there  is  little  en- 
couragement to  real  craftmanship."  An 
eminent  specialist  in  his  prime,  one  whose 
name  you  would  all  know,  says:  "A  very 
large  body  of  opinion  in  this  country  is  satis- 
fied that  a state  medical  service  . . . will,  by 
destroying  the  freedom  of  the  public  and  the 
freedom  of  the  profession,  only  end  by  lower- 
ing all  standards.  To  many  of  us  it  would  ap- 
pear that  once  such  a comprehensive  scheme 
is  in  being,  the  real  professional  standards 
must  cease  to  be  the  real  criteria.” 

How  would  you  like  such  a prospect  as 
that? 

Certainly  in  that  kind  of  a situation  there 
is  little  incentive  to  good  research.  The 
government  probably  did  not  expect  much 
research,  because  in  the  budget  for  the  first 
nine  months  only  35,000  pounds,  or  $140,000, 
was  appropriated  for  it.  That  should  be  com- 
pared with  the  millions  of  dollars  which  were 
used  to  provide  for  such  work  before  the 
Minister  took  over  the  endowment  of  the  non- 
teaching hospitals. 

Probably  the  experience  of  Dr.  Swett  will 
be  re-enacted  again  and  again.  He  applied  to 
Whitehall  for  certain  types  of  new  kinds  of 
instruments  to  try  out  a new  kind  of  opera- 
tion. His  request  was  acknowledged  and  then 
he  waited  a very  long  time.  Finally  he  got 
word  from  some  government  official  declin- 
ing the  request  on  the  grounds  that  such 
things  were  not  a part  of  the  usual  neuro- 
surgical set-up.  One  wonders  if  the  medical 
world  will  ever  salaam  again  to  a Fleming  or 
a Whitby! 

If  the  doctors  could  foresee  these  conditions 
— and  many  practitioners  had  a foretaste  of 
them  under  the  National  Health  Insurance  — 
why  did  they  join?  They  had  to.  It  was  as 
simple  as  thatll  A year  ago  at  this  time  it 
looked  as  if  they  would  not.  In  the  February 
plebiscite  at  that  time  almost  90  per  cent  of 
the  British  physicians  said  that  they  would 
not  participate  in  the  service.  There  were  a 
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number  of  reasons  why  the  medical  pro- 
fession did  not  like  the  Act,  but  the  main 
one  was  that  the  doctors  objected  to  be 
turned  into  civil  servants.  In  England  it  was 
customary  for  a young  doctor  to  buy  his  prac- 
tice. The  Bevan  Act  provided  that  the  govern- 
ment would  buy  the  practices  from  the  doc- 
tors, provided  they  joined  before  the  service 
began.  Furthermore,  although  the  Act  did 
not  specify  how  the  doctors  were  to  be  paid 
— that  was  left  to  Ministerial  regulation, 
too  — the  Minister  had  said  that  he  had  come 
to  an  “ingenious  compromise”  in  his  White 
Paper.  It  was  that  the  doctors  would  be  paid 
partly  by  capitation  and  partly  by  a fixed  an- 
nual sum.  The  doctors  objected  to  the  basic 
salary  arrangement.  They  feared  it  pre- 
saged a complete  salaried  service.  After  the 
February  plebiscite,  Mr.  Bevan  promised  to 
bring  in  an  amending  act  whereby  no  Min- 
ister could  put  them  on  a complete  salary 
without  another  act  of  Parliament.  With  the 
present  large  labor  majority,  that  was  more 
orless  of  an  empty  gesture,  because  he  could 
bring  in  the  bill  any  time  and  he  could  get  it 
passed.  But  about  half  the  doctors  took  it  as 
a token  of  good  faith  and  said  they  would  be 
willing  to  collaborate  with  the  government. 

The  B.M.A.  realized  that  the  system  could 
be  put  into  operation  without  half  the  doctors 
and  so  withdrew  its  objections.  In  other 
words,  because  the  doctors  did  not  stand  to- 
gether, the  system  could  go  into  effect.  If  the 
doctors  had  stood  together,  it  could  never 
have  been  put  into  operation. 

About  18,500  out  of  the  21,000  general  prac- 
titioners went  into  the  service  before  it  began. 
They  wanted  to  get  paid  for  their  services, 
out  of  the  66  million  pounds  which  was  set 
aside  for  that  purpose.  Moreover,  17,000  of 
them  had  panel  patients  and  were  getting  on 
the  average  of  one-third  of  their  income  from 
this  practice.  This  would  be  forfeited  if  they 
did  not  join.  Also  it  seemed  fairly  certain 
that  there  would  not  be  enough  private 
patients  for  many  practitioners  to  earn  a good 
living  outside  the  service.  Very  few  people 
left  that  they  could  pay  the  tax  for  the  med- 
icine and  then  pay  a practitioner  separately. 
As  one  doctor  said,  "after  the  Service  gets 
going,  it's  either  collaboration  or  starvation." 

What  has  happened  in  the  first  six  months? 
The  amending  act  has  not  brought  in.  The 
general  practitioners  were  promised  18  shill- 


ings per  annum  per  patient.  Sir  Ernest  Gra- 
ham Little  reports  that  they  have  been  paid 
only  16  shillings.  Presumably  the  rest  will 
come  along  later,  but  there  is  no  guarantee 
of  it.  All  of  you  probably  have  heard  how  the 
Minister  arbitrarily  cut  the  fees  of  the  most 
popular  dentists. 

Of  course,  the  whole  18  shillings  is  not  to 
be  paid  in  cash.  Part  of  it  is  deducted  for  the 
superannuation  fund.  Part  of  it  goes  to  the 
mileage  fund  to  help  give  something  extra 
to  therural  practitioners.  The  cash  payment 
would  be  about  $3.50  per  person,  per  year. 
That  would  mean  less,  on  the  average,  than 
fifty  cents  per  attendance,  which  would  net 
about  thirty  cents.  This  net  income  is  also 
to  be  subject  to  the  income  tax,  and  the 
standard  rate  is  45  per  cent. 

What  has  this  done  to  the  total  income  of  a 
family  doctor?  Some  of  the  poorer  areas  are 
delighted.  They  are  getting  more  than  they 
have  gotten  in  their  lives.  Others,  in  more 
prosperous  communities,  where  the  doctor 
was  accustomed  to  give  more  adequate  at- 
tention to  their  patients,  are  finding  life 
pretty  grim.  For  instance,  in  the  over-doc- 
tored areas  such  as  Torquay  and  Bourne- 
mouth, doctors  who  used  to  have  an  income  of 
4,000  pounds  are  making  barely  twelve 
hundred  pounds,  and  it  is  hard  to  meet  their 
commitments. 

Probably  the  rural  practitioners  are  the 
worst  off,  for  the  number  of  panel  patients  is 
definitely  limited.  Of  course,  they  get  an 
extra  mileage  allowance,  but  the  $5  million 
that  was  set  aside  for  this  purpose  has  proved 
woefully  inadequate  and  will  have  to  be  in- 
creased by  at  least  50  per  cent  another  year. 

The  specialists  are  in  a very  different,  but 
in  a sense,  just  as  precarious,  position.  The 
Minister  took  over  about  95  per  cent  of  all 
hospital  beds  on  July  5.  Most  of  the  special- 
ists felt  that  they  had  to  collaborate  in  order 
to  get  the  use  of  the  hospital  facilities.  Of 
course,  about  ten  per  cent  of  the  beds  were 
available  to  private  patients  but  only  to  those 
whose  doctors  were  in  the  Service.  Special- 
ists had  been  given  a flat  rate,  maximum 
amount  of  $10,000,  except  for  the  young 
specialists,  who  get  $6,000  up.  This  maximum 
may  be  earned  by  doing  a certain  minimum 
amount  of  work  — so  many  sessions  at  the 
hospital,  so  many  patients,  and  so  on.  One- 
third  are  to  be  given  an  extra  bonus  ranging 
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from  $2,000  to  $10,000.  Last  summer  there 
was  much  apprehension  as  to  how  the  lucky- 
one  in  three  would  be  selected.  The  matter 
was  entirely  within  the  authority  of  the 
Minister.  I understand  now,  from  Dr.  Dain, 
that  a competent  Award  Committee  has  been 
appointed,  but  there  is  no  guarantee  that 
later  this  Committee  will  not  be  superseded 
by  one  of  politicians. 

From  1913  to  1948  there  was  a constant 
struggle  between  the  government  and  panel 
doctors  as  to  the  scale  of  remuneration.  In 
the  present  set-up  the  Minister  has  a very 
much  more  important  power  because  he  has 
a vertual  monopoly  of  demand.  Despite  the 
Whitley  Council,  it  will  be  he  who  will  have 
the  final  word  as  to  how  much  the  physicians 
will  get  and  he  will  be  working  in  close  con- 
junction with  the  Treasurer.  Doctors  know 
this  and  are  fearful. 

But  even  more  disturbing  to  the  medical 
profession  is  the  fact  that  the  civil  rights  of 
its  members  are  in  danger.  Mr.  Ernest  Brown, 
a former  Minister  of  Health,  said  that  it  was 
necessary  to  control  — note  the  word  "con- 
trol" — the  doctors  in  order  to  make  the 
social  security  plan  work.  The  present  Lord 
Chancellor  said  the  same  thing  in  other  words 
during  the  third  reading  of  the  National 
Health  Service  Bill  in  the  House  of  Lords. 
The  original  bill  made  it  possible  for  the 
government  to  tell  a doctor  where  he  could 
practice.  One  of  the  few  concessions  made 
to  the  B.M.A.  was  that  the  Minister  could  not 
direct  a young  doctor  to  a given  area  but  that 
a committee  should  be  appointed  to  prevent 
the  young  physician  from  practicing  in  an 
over-doctored  area.  The  only  appeal  from  the 
decision  of  the  committee  is  to  the  Minister. 
Would  you  enjoy  such  negative  direction? 
It  would  mean  that  there  would  be  no  guar- 
antee that  your  son  could  inherit  your  prac- 
tice. 

Worse  yet  is  the  governmentally  appointed 
Tribunal.  This  Tribunal  must  act  if  a doctor 
is  reported  by  the  Local  Executive  Council. 
The  Local  Executive  Council  is  comparable 
to  the  Local  Administrative  Committee  under 
the  Murray  Bill.  The  Tribunal  may  also  act 
if  a practitioner  is  reported  by  anyone  else  in 
the  kingdom.  Now  ihis  Tribunal  does  not 
base  its  decisions  on  legal  rights  and  liabil- 
ities, but  on  policies  and  expediency.  It  is 
under  no  compulsion  to  give  a reason  for  its 


decisions,  although  it  has  the  power  to  dis- 
miss a man  from  the  Service,  an  act  which  the 
Minister  has  admitted  is  equivalent  to  con- 
demning him  to  professional  death.  The  only 
appeal  is  to  the  Minister  of  Health  himself. 
Do  you  wonder  that  doctor  after  doctor  told 
me  last  mummer,  “I’ll  tell  you  but  don’t  quote 
me?” 

It  might  be  of  interest  to  you  to  tell  your 
professional  friends  that  a socialist  member 
of  Parliament  has  said  that  the  government 
intends  to  take  over  the  control  of  the  med- 
ical profession  first  because  it  is  by  far  the 
most  important  profession  and  has  the  most 
power  over  the  people.  After  this,  it  will  be 
easy  to  enslave  the  other  professions,  one 
after  another.  The  British  realize  this,  an 
old  doctor  said  to  me,  “Miss  Wilson,  when  you 
get  back  to  America,  paint  our  picture.”  I 
said,  “How  shall  I paint  it?”  He  said,  “Paint 
a lot  of  little  creeping  things  in  the  foreground 
and  over  all  put  a great,  big  giant.”  And  I 
said,  “What  shall  I call  that  giant?”  He  said, 
“Call  it  the  Fear-of-What-Is-To-Come.” 

I have  told  that  story  to  many  Britishers 
and  their  invariable  response  has  been  “How 
very  apt!  How  very  true!”  They  were  not 
referring  to  the  international  situation  nor 
to  their  own  shortages,  but  to  the  growing 
power  of  the  government  planners  who,  like 
fire,  and  the  graves  never  say  “It  is  enough.” 

Recently  I was  talking  to  a foreign  student 
who  said  that  the  thing  that  impressed  her 
the  most  about  America  was  the  way  we 
were  so  careless  of  our  liberty.  Oh,  I don’t 
want  to  see  that  fear  come  to  America! 
Especially,  I don’t  want  it  to  come  to  the  med- 
ical profession  of  America,  because  my 
father  was  one  of  you.  You  are  about  to  be 
engulfed.  May  you  be  Joshuas  and  turn  back 
the  tide!  By  so  doing,  you  will  make  our 
country  healthier,  more  prosperous,  and  keep 
us  really  free. 
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Acute  Surgical  Conditions  Complicating 

Pregnancy* 

E.  G.  Holmstrom.  M.D.,  Salt  Lake  City,  Utah** 


Sometimes  I think  that  we  lose  sight  of  the 
fact  that  the  pregnant  patient  is  subject  to 
all  diseases  which  may  occur  in  the  non- 
pregnant (except  of  course  sterility).  Re- 
cently we  have  seen  several  pregnant  women 
who  have  developed  surgical  complications 
during  their  pregnancies.  I thought  that  these 
cases  might  serve  as  a basis  for  discussion  of 
the  subject. 

The  problem  in  the  pregnant  patient  differs 
from  that  in  the  non-pregnant  in  at  least 
three  important  respects:  First,  the  presence 
of  the  pregnancy  may  alter  the  presenting 
symptomatology  and  therefore  obscure  the 
diagnosis;  secondly  the  surgical  complication 
may  be  mistaken  for  a complication  of  the 
pregnancy  itself  such  as  a threatened  abor- 
tion; and  thirdly  the  post-operative  care  of 
the  pregnant  patient  must  include  measures 
which  will  prevent  premature  interruption 
of  the  pregnancy  during  the  post-operative 
period. 

The  first  of  these  differences  is  exemplified 
in  the  case  which  has  been  summarized  as 
follows:  E.M.  Age  36.  Grav.  1.  Pregnancy  15 
weeks.  Complaint:  Abdominal  pain,  vomit- 
ing, constipation  for  5 days.  No  vaginal 
bleeding.  Past  History:  Herniorrhaphy  and 
appendectomy  16  years  ago.  Exam:  T:  99  P: 
90  B.P.:  125/85.  Abdomen  — generally  pro- 
tuberant. Two  obvious  masses  present.  One 
in  the  midline,  suprapubic  and  extending  14 
cms  above  the  symphysis.  Second  above  this, 
rounded,  14  x 18  cms.  lying  transversely  and 
acutely  tender.  Pelvic  — Pregnant  uterus, 
acutely  tender  to  any  manipulation.  Lab:  Nor- 
mal urine,  Hgb  13  gms.  WBC  12,400.  X-ray: 
Flat  Plate  shows  distended  small  bowel,  small 
amount  of  gas  in  large  bowel.  Clinical  Im- 
pression: Incomplete  small  bowel  obstruc- 
tion, solid  uterine  or  ovarian  tumor  with 
twisted  pedicle,  complicating  intrauterine 
pregnancy.  Treatment,  Operative:  Wangen- 
steen suction  and  hydration  for  12  hours  fol- 
lowed by  exploratory  laparotomy.  Operative 
findings  — Pedunculated  myoma  attached  by 
short  pedicle  to  the  uterine  fundus.  Pedicle 


twisted,  early  necrosis  of  myoma.  Loop  of 
small  bowel  and  omentum  adherent  to  myoma 
causing  small  bowel  obstruction,  freed  with- 
out difficulty.  Bowel  examined  proximal  and 
distal  to  kinked  area  and  no  other  obstruction 
found.  Treatment,  post-operative:  Wangen- 
steen suction  continuously  for  48  hours;  Mor- 
phine sulfate  mgm  12  every  4 hours  (not  prn) 
for  48  hours;  Progesterone  mgm  25  daily  for 
4 days;  Allowed  up  on  2nd  post-operative  day; 
Enema  on  3rd  post-operative  day;  Home  on 
7th  post-operative  day.  In  this  case  the  tumor 
mass  had  not  been  palpated  separately  from 
the  uterine  mass  before  the  onset  of  acute 
symptoms  despite  the  fact  that  the  patient 
had  been  under  the  care  of  a physician  from 
early  pregnancy.  Pelvic  examination  had 
been  deferred  early  in  pregnancy  because  of 
the  fear  of  precipitating  an  abortion.  This  is 
a practice  which  is  frequently  employed  and 
which,  I think,  is  unwise.  A careful  pelvic  ex- 
amination done  early  in  pregnancy  is  an  in- 
valuable aid  in  properly  caring  for  a preg- 
nancy. After  the  uterus  has  increased  in  size 
to  any  extent  it  may  be  difficult  to  palpate 
extra-uterine  masses  and  to  distinguish  these 
from  the  pregnant  uterus.  Therefore  it  is  our 
habit  to  urge  patients  to  come  for  their  first 
examination  as  soon  as  they  suspect  that  they 
are  pregnant.  A careful  pelvic  examination 
is  a routine  part  of  the  initial  examination. 
I do  not  recall  any  patient  in  whom  I felt  that 
a pelvic  examination  had  precipitated  an 
abortion.  Certainly  a pelvic  examination  is 
not  more  vigorous  than  intercourse.  I doubt 
that  many  patients  refrain  from  intercourse 
when  they  realize  that  they  may  be  pregnant. 
The  early  pelvic  examination  is  deferred  only 
in  those  patients  who  have  had  symptons 
suggesting  threatened  abortion.  An  examina- 
tion in  this  case  would  certainly  have  led  to 
the  discovery  of  the  tumor  before  it  had  re- 
sulted in  the  production  of  a bowel  obstruc- 

* Presented  at  the  meeting  of  the  Sioux  Valley 
Medical  Association,  Sioux  Falls,  January  1949. 

**  From:  Department  of  Obstetrics  & Gynecology 
University  of  Utah,  College  of  Medicine. 
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tion.  This  leads  to  the  question  of  what 
should  be  done  to  myomata  which  are  dis- 
covered in  the  course  of  a routine  prenatal 
examination.  The  vast  majority  of  such 
tumors  can  be  left  safely  alone  just  as  they 
will  require  no  treatment  in  the  majority  of 
non-pregnant  women.  When  the  tumor  is 
over  10  cms.  in  diameter  and  pedunculated  it 
can  be  expected  to  produce  symptoms  in  the 
near  future  and  should  be  removed.  If  the 
tumor  is  not  pedunculated  it  can  be  treated 
expectantly.  In  such  cases  careful  examina- 
tion at  term  should  be  carried  out  to  be  sure 
that  the  tumor  will  not  produce  dystocia  due 
to  its  position.  The  possibility  of  post-partum 
complications  such  as  hemorrhage  due  to 
interference  with  normal  uterine  contract- 
ability  should  also  be  kept  in  mind. 

The  problem  of  prophylaxis  against  abor- 
tion during  the  post-operative  period  resolves 
itself  into  two  parts.  1)  Administration  of 
hormones  or  other  medications  designed  to 
inhibit  uterine  motility  2)  avoidance  of  post- 
operative complications  which  might  predis- 
pose to  abortion.  There  is  still  considerable 
argument  as  to  whether  or  not  progesterone  is 
of  value  in  those  cases  of  threatened  abortion 
which  are  not  due  to  a deficient  progesterone 
production.  Reynolds,  who  is  perhaps  the 
leading  authority  on  uterine  physiology,  feels 
that  progesterone  exerts  a depressant  action 
on  the  myometrium  even  when  there  is  no 
deficiency  of  progesterone  production.  In 
his  estimation  then,  the  administration  of 
progesterone  prophylactically  is  justified. 
The  dosage  which  should  be  used  under  such 
circumstances  is  open  to  question.  It  has  been 
estimated  that  between  10  and  20  mgm  of 
progesterone  are  excreted  daily  during  nor- 
mal pregnancy.  It  has  also  been  shown  that 
the  progesterone  is  entirely  excreted  within  36 
hours  after  administration.  In  order  to  be  on 
the  safe  side  we  give  20  mgm  of  progesterone 
daily  to  patients  either  prophylactically  or  as 
treatment  for  threatened  abortion.  It  is  prob- 
ably not  necessary  to  give  estrogen  in  com- 
bination with  this  unless  the  patient  has  a 
history  of  previous  repeated  abortions.  In 
such  cases  the  combination  of  estrogen  and 
progesterone  seems  to  be  more  effective. 
Morphine  is  a good  uterine  sedative  provided 
it  is  used  in  adequate  dosage.  In  small  dosage 
uterine  contractility  is  unaffected  or  may 
even  be  enhanced,  in  hypnotic  dosages  the 
myometrium  is  depressed.  For  this  reason 


the  drug  is  given  every  four  hours  irrespec- 
tive of  whether  it  is  necessary  for  the  control 
of  post-operative  pain  during  the  first  48 
hours.  At  the  present  time  progesterone  and 
morphine  are  the  two  drugs  which  can  be  re- 
lied upon  most  certainly  to  depress  uterine 
motility,  but  they  must  be  used  in  adequate 
dosages.  Post-operative  complications  which 
may  predispose  to  abortion  are  vomiting,  ab- 
dominal distension,  and  peritonitis.  Vomiting 
and  distension  can  be  avoided  by  the  routine 
use  of  Wangensteen  suction  for  at  least  two 
days.  This  is  particularly  necessary  if  any 
excessive  bowel  manipulation  has  been  car- 
ried out  and  certainly  should  be  employed  in 
any  instance  of  bowel  obstruction.  We  do  not 
employ  penicillin  prophylactically  except  in 
those  cases  in  which  possible  contamination 
has  occurred. 

A mistaken  diagnosis  of  threatened  abor- 
tion instead  of  a surgical  complication  is  not 
uncommon.  Most  acute  conditions  which  re- 
quire surgical  treatment  are  characterized 
by  abdominal  pain.  Unfortunately  the  most 
frequent  non-surgical  complication  of  preg- 
nancy, threatened  abortion,  also  is  character- 
ized by  pain.  When  a pregnant  patient  de- 
velops lower  abdominal  pain  our  first  in- 
clination is  to  assume  that  she  is  threatening 
to  abort.  Therefore  we  tend  to  proscrastinate 
longer  before  arriving  at  an  accurate  diag- 
nosis than  we  do  in  the  case  of  the  non-preg- 
nant patient  who  develops  similar  pain.  The 
differential  diagnosis  can  usually  be  made  be- 
tween a threatened  abortion  and  an  acute 
surgical  condition  provided  that  the  patient 
is  carefully  examined  and  necessary  diag- 
nostic procedures  are  carried  out.  Too  often, 
however,  the  pregnant  patient  is  advised  (by 
phone)  to  “Go  to  bed  and  take  a sedative  and 
report  after  24  hours  if  the  pain  is  still  there 
or  if  bleeding  begins.”  Similar  symptoms  in 
a non-pregnant  patient  would  have  called  for 
an  immediate  examination.  This  problem  is 
demonstrated  in  the  following  case:  G.G. 
Age  22  Para  O.  First  admitted  in  the  16th 
week  of  pregnancy  complaining  of  indefinite 
lower  abdominal  pain  present  for  about  10 
days.  Associated  nausea  and  vomiting.  Had 
been  treated  as  a threatened  abortion.  Fever 
up  to  101  degrees.  No  vaginal  bleeding.  Ex- 
amination: T:  101  P:  96  B.P.:  120/80.  Abdomen 
distended  by  uterus  size  of  16  weeks  preg- 
nancy. Just  to  right  and  apparently  con- 
tiguous with  the  uterus  was  a rounded,  tender 
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mass  which  was  immobile.  Mass  was  entirely 
out  of  the  pelvis.  Laboratory:  WBC  20,000. 
Urinalysis  showed  WBCs  and  RBCs.  Clinical 
Impression;  Appendiceal  abscess  overlying 
right  ureter.  Treatment:  McBurney  incision 
showed  mass  to  be  well  walled-off.  Therefore 
an  incision  was  made  in  the  right  flank  and 
the  mass  opened  into  retroperitoneally. 
Drainage  produced  pus.  Drain  left  in  place 
for  one  v/eek.  Copious  drainage-non-fecal. 
Post-operative  Treatment:  Penicillin;  Mor- 
phine sulfate  gr.  1/6  (H)  every  4 hours  for  48 
hours;  Progesterone  mgm  20  daily  for  4 days. 
Course:  No  signs  of  abortion.  Subsequent 
pregnancy  course  normal.  Delivered  unevent- 
fully at  term.  Post-partum  course  normal. 
Six  months  post-partum  appendectomy  per- 
formed with  removal  of  fibrosed,  retrocecal 
appendix. 

There  is  not  much  need  to  comment  on  this 
case.  Admittedly  the  diagnosis  of  acute  ap- 
pendicitis is  difficult  in  the  presence  of  a 
pregnancy.  The  character  of  the  pain,  how- 
ever, should  not  be  similar  to  that  associated 
with  threatened  abortion  nor  is  nausea  and 
vomiting  usually  associated  with  abortion. 
One  important  point  to  keep  in  mind  is  the 
fact  that  the  appendix  changes  its  position  as 
pregnancy  advances.  The  appendix  comes 
to  lie  almost  at  the  level  of  the  costal  margin 
at  term.  By  careful  palpation  it  is  usually 
possible  to  decide  whether  an  area  of  tender- 
ness is  uterine  or  extra-uterine  in  origin.  In 
the  case  under  discussion,  the  presence  of 
fever  and  the  absence  of  vaginal  bleeding 
should  have  made  the  diagnosis  of  threatened 
abortion  seem  more  unlikely.  There  is  no 
reason  why  a patient  who  is  threatening  to 
abort  should  have  a fever  of  101°  unless  the 
abortion  has  been  criminally  induced.  Al- 
though patients  who  are  threatening  to  abort 
will  exhibit  tenderness  to  palpation  over  the 
uterus,  the  tenderness  is  usually  definitely 
confined  to  the  uterus  itself  whereas  appen- 
diceal tenderness  will  be  extra-uterine. 

A history  of  previous  operative  procedures 
such  as  uterine  suspension  should  call  for  in- 
creased vigilance  during  a pregnancy.  The 
following  case  demonstrates  what  may  hap- 
pen during  a pregnancy  under  such  circum- 
stances: G.G.  Age  30  Para  1.  Patient  entered 
the  hospital  in  the  17th  week  of  a pregnancy 
which  had  been  normal  until  6 hours  before 


admission.  At  that  time  she  noted  a sudden, 
severe,  sharp  pain  in  the  right  lower  quadrant 
while  stepping  out  of  the  bath  tub.  Vomited 
once.  Normal  bowel  movement  that  day.  No 
urinary  complaints.  No  vaginal  bleeding. 
Appendectomy  12  years  previously.  Uterine 
suspension  (Baldy-Webster  type)  one  year 
ago.  Examination  T:  98.6  P:  98  B.P.  110/70. 
Patient  writhing  in  bed  in  obvious  distress. 
Abdomen  showed  no  distension,  no  spasm,  no 
palpable  masses  other  than  gravid  uterus 
which  extended  14  cms.  above  the  symphysis. 
Marked  tenderness  to  palpation  just  to  the 
right  of  the  uterus.  Normal  bowel  sounds. 
Rectal:  Cul-de-sac  clear.  No  palpable  masses 
other  than  pregnant  uterus,  marked  tender- 
ness to  manipulation  of  the  uterus.  Labora- 
tory: Normal  urine.  Hgb.  10.7  gms.  WBC  10,- 
400.  Course.  Conservative  treatment  and  ob- 
servation for  8 hours.  No  relief  from  mor- 
phine. Diagnosis  of  twisted  cyst  considered 
but  discounted  because  of  absence  of  mass. 
Exploratory  laparotomy  done  8 hours  after 
admission  when  symptoms  continued.  Im- 
mediately to  right  of  pregnant  uterus  was  a 
purplish-black  infarcted  mass  which  consisted 
of  a normal  sized  right  tube  and  ovary.  These 
structures  had  become  incarcerated  in  a space 
between  the  right  round  ligament  and  the 
uterus  just  lateral  to  where  the  round  liga- 
ment had  been  attached  to  the  posterior  wall 
of  the  uterus.  A right  salpingo-oophorectomy 
was  done.  Post-operative  therapy:  Morphine 
sulfate  gr.  1/6  every  4 hours  for  48  hours; 
Progesterone  mgm  20  daily  for  3 days.  Sym- 
ptoms of  threatened  abortion  appeared  on  the 
5th  day.  Progesterone  was  restarted  plus 
stilbestrol  mgm  5 bid.  Symptoms  promptly 
subsided.  Discharged  on  9th  day.  Readmitted 
in  29th  week  of  pregnancy  because  of  jaun- 
dice. Diagnosis  of  infectious  hepatitis  or 
homologous  serum  jaundice  made  (patient 
received  plasma  during  laparotomy).  De- 
livered prematurely  two  days  after  admis- 
sion. Infant  weighed  2 lbs.  11  oz.  but  sur- 
vived. 

This  case  could  be  used  to  discuss  the  ques- 
tion of  uterine  suspension  from  two  view- 
points. The  “anti-suspensionists”  would 
point  to  it  as  a reason  why  suspension  pro- 
cedures should  not  be  done  on  women  during 
the  child-bearing  age.  Others,  who  might  be 
termed  “anti-Baldy-Websterites”  would  point 
to  it  as  an  argument  against  this  particular 
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type  of  suspension  operation.  There  is  no 
question  about  the  fact  that  a uterine  sus- 
pension procedure  is  to  be  avoided  in  the  wo- 
man who  is  contemplating  future  pregnancies. 
Such  a woman,  who  has  a symptomatic  re- 
troverted  uterus,  can  be  treated  satisfactorily 
with  a well-fitting  pessary  until  she  has  com- 
pleted her  child-bearing  career.  If  a pessary 
fails  to  relieve  her  symptomatology,  it  is 
doubtful  whether  surgical  correction  of  the 
retroversion  will  be  successful.  I am  one  of 
those  who  feels  that  surgical  correction  of 
uterine  retroversion  is  an  operation  which  is 
seldom  indicated  and  one  which  is  done  much 
too  often.  I can  count  on  one  hand  the  num- 
ber of  times  that  I have  felt  that  a suspension 
operation  was  definitely  indicated.  But,  you 
may  say,  what  about  the  cases  of  sterility  in 
which  there  is  a uterine  retroversion  present? 
I have  never  been  convinced  that  a simple 
uterine  retroversion  can  be  the  cause  of 
sterility.  If  a sterile  woman  is  found  to  have 
a retroversion  one  should  be  very  hesitant  to 
blame  the  sterility  on  this  finding  — unless 
the  retroversion  is  fixed  due  to  an  old  in- 
flammatory process  or  the  presence  of  ad- 
hesions in  the  pelvis  from  previous  surgery. 
In  the  latter  event  it  is  doubtful  whether, 
even  then,  surgical  correction  of  the  retrover- 
sion will  cure  the  sterility.  If  pelvic  examina- 
tions are  done  routinely  on  women  during  the 
first  trimester  of  pregnancy,  one  will  be 
amazed  at  the  number  of  pregnancies  one 
finds  beginning  in  retroverted  uteri.  Recently 
I have  reviewed  the  records  of  100  patients 
from  this  standpoint  and  found  that  30%  of 
these  women  began  their  pregnancies  in  re- 
troverted uteri.  The  incidence  of  abortion  was 
not  greater  in  this  group  than  in  those  who 
started  their  pregnancies  with  the  uterus  in 
an  anterior  position.  I would  hesitate  very 
much  to  recommend  that  a uterine  suspension 
procedure  be  carried  out  as  treatment  for 
sterility.  I would  be  just  as  dubious  about 
ascribing  repeated  abortions  to  the  presence 
of  a retroverted  uterus,  and  recommending 
that  a suspension  procedure  be  done  on  that 
basis.  What  then  are  the  indications  for  per- 
forming uterine  suspension  procedures?  As 
a matter  of  fact,  the  indications  are  very  few 
and  far  between.  If  one  can  be  sure,  after  re- 
placement of  the  uterus  and  holding  it  in 
anterior  position,  that  the  patient’s  symptoms 
are  thereby  relieved,  then  there  may  be  in- 


dication for  surgical  treatment.  However,  our 
feeling  is  that  all  operative  interference 
should  be  avoided  until  the  patient  has  fin- 
ished her  child-bearing  career.  If  operation 
is  then  indicated,  removal  of  the  uterine 
fundus  rather  than  a uterine  suspension  is 
more  likely  to  produce  a completely  success- 
ful result  for  usually  one  is  dealing  with  a 
large,  chronically  hypertrophied  uterus  which 
may  fall  back  into  retroversion  again  if  any- 
thing less  than  subtotal  hysterectomy  is  done. 
Objection  to  such  a procedure  is  based  on  the 
fact  that  some  feel  that  this  operation  leads 
to  premature  menopausal  symptoms.  We  have 
not  been  convinced  that  such  is  the  case.  In 
fact,  most  women  are  happy  to  be  rid  of  the 
nuisance  of  menstrual  periods.  It  is  of  course 
necessary  to  explain  to  these  women  that 
cessation  of  the  menses  does  not  mean  that 
they  are  entering  the  menopause.  If  one  feels 
that  it  is  desirable  to  leave  the  uterus  in  place, 
it  is  probably  best  not  to  use  the  Baldy- Web- 
ster type  of  suspension  unless  the  patient  is 
also  sterilized.  This  procedure  is  more  apt  to 
lead  to  subsequent  difficulties  due  to  the  fact 
that  the  normal  anatomical  relationships  are 
so  markedly  changed.  The  Gilliam  operation 
in  which  the  round  ligaments  are  shortened 
through  the  inguinal  ring  would  seem  to  be  a 
better  procedure  for  this  reason.  In  any 
event,  a suspension  operation  should  be  a 
rare  surgical  procedure.  Any  type  of  suspen- 
sion may  result  in  subsequent  sterility.  I have 
seen  young  women  who  have  had  suspension 
procedures  done  while  they  were  in  their 
teens  — usually  in  an  attempt  to  relieve 
dysmenorrhea  — and  who  have  later  turned 
up  as  sterility  problems  when  they  married. 
I have  also  seen  sterility  cases  in  which  a 
surgeon,  sometime  previously,  had  felt  com- 
pelled to  suspend  a uterus  which  was  found 
to  be  lying  in  retroversion  at  the  time  of  a 
laparotomy  done  for  some  non-gynecologic 
reason  — usually  appendectomy.  It  is  of 
course  difficult  to  decide  whether  there  is  a 
causative  relationship  between  a sterility 
problem  and  previous  surgery.  However  such 
a sequence  of  events  happens  too  frequently 
to  be  merely  coincidental. 

I cannot  leave  this  subject  without  a plea 
for  leaving  the  internal  genitalia  alone  when 
the  abdomen  is  opened  for  some  other  reason 
unless  there  is  a good  indication  for  doing 
something.  Certainly  the  pelvis  should  be 
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checked  at  the  time  of  non-gynecologic 
laparotomy.  However,  because  the  uterus  is 
found  to  be  retroverted  is  no  reason  for  sus- 
pending it.  Also  the  habit  of  puncturing  or 
excising  cystic  ovarian  follicles  is  a procedure 
which  should  be  discouraged.  Every  normally 
functioning  ovary  will  show  the  presence  of 
some  cystic  follicles.  These  should  be  left 
alone.  Puncturing  or  excising  these  merely 
invites  the  formation  of  adhesions  between 
the  ovary  and  surrounding  structures  and 
serves  no  useful  purpose. 

Proliferating  ovarian  cysts  which  may  have 
been  asymptomatic  prior  to  pregnancy  may 
become  symptomatic  as  the  uterus  grows.  The 
recognition  of  such  tumors  is  another  reason 
for  doing  careful  pelvic  examination  early  in 
pregnancy.  If  such  cysts  are  discovered,  they 
should  be  removed  early  in  the  pregnancy 
and  can  be  removed  with  little  risk  of  preci- 
pitating abortion.  There  is  a tendency  for 
some  surgeons  to  postpone  surgical  pro- 
cedures when  a pregnancy  is  present.  This,  I 
think,  is  unwise.  If  there  is  a good  indication 
for  performing  a surgical  procedure  one 
should  not  procrastinate  because  of  the  pres- 
ence of  a pregnancy.  There  is  no  stage  of 
pregnancy  during  which  time  surgery  can  be 
most  safely  carried  out.  It  is  true  that  if 
oophorectomy  is  necessary  during  the  first 
trimester  of  a pregnancy,  one  runs  the  risk  of 
removing  the  corpus  luteum  which  is  sup- 
porting that  pregnancy.  Even  in  such  cases,  it 
is  not  inevitable  that  abortion  will  follow. 
There  have  been  cases  reported  in  which  it 
has  been  necessary  to  remove  both  ovaries 
without  interruption  of  the  pregnancy  en- 
suing. It  has  been  shown  that  the  corpus 
luteum  is  probably  not  necessary  for  the 
maintenance  of  a pregnancy  after  the  first 
trimester.  By  that  time  the  placenta  has 
taken  over  the  production  of  progesterone 
and  it  is  likely  that  the  corpus  luteum  pro- 
duction of  this  hormone  is  no  longer  essential. 
However,  if  an  oophorectomy  is  necessary 
even  as  late  as  the  14th  or  16th  week  of  preg- 
nancy, I think  that  it  would  be  wise  to  supply 
that  patient  with  parenteral  progesterone  up 
to  the  time  that  fetal  movements  have  been 
felt.  That  is  the  policy  which  we  follow  just 
to  be  on  the  safe  side.  If  one  could  be  sure 
that  a particular  ovarian  cyst  was  not  a pro- 
liferating cyst  such  as  a papillary  cystaden- 
oma,  then  the  wisest  course  would  be  to  delay 


the  laparotomy  until  after  the  first  trimester 
had  passed.  However,  one  can  never  be  sure 
of  the  exact  nature  of  an  ovarian  cyst  until 
the  cyst  has  been  explored.  The  danger  of 
allowing  such  a proliferating  cyst  to  continue 
to  grow  for  an  extra  couple  of  weeks,  cannot 
be  compared  with  the  risk  of  precipitating 
abortion  as  a result  of  the  laparotomy.  There- 
fore I feel  that,  in  general,  one  should  be 
guided  by  what  one  thinks  should  be  done  if 
the  patient  be  not  pregnant.  Then  proceed 
with  the  surgery  using  all  the  necessary  pre- 
cautions enumerated  above. 

The  occurrence  of  an  ectopic  pregnancy 
also  could  be  considered  as  a surgical  compli- 
cation of  pregnancy.  Frequently  this  condition 
must  be  differentiated  from  a threatened 
abortion  of  a normally  implanted  intra-uter- 
ine  pregnancy.  The  differential  diagnosis  is 
usually  not  too  difficult  if  the  possibility  of 
ectopic  pregnancy  is  given  serious  considera- 
tion. Here  again,  too  frequently  a telephone 
or  curbstone  diagnosis  of  threatened  abortion 
is  made  when  the  patient  has  her  first  attack 
of  pain.  Valuable  time  is  thus  lost  before  the 
correct  diagnosis  is  made.  In  our  experience  it 
is  rare  for  the  initial  attack  of  pain  in  ectopic 
pregnancy  to  be  associated  with  the  picture 
of  shock  which  we  finally  frequently  see  in 
this  condition.  However,  the  character  of 
even  the  initial  attack  of  pain  is  not  similar 
to  the  pain  associated  with  threatened  abor- 
tion. The  pain  of  ectopic  pregnancy  charac- 
teristically comes  on  suddenly,  is  sharp  in 
charcter  and  usually  forces  the  patient  to  lie 
down  and  double  up  in  order  to  obtain  re- 
lief. Physical  examination  at  that  time  will 
show  that  the  pain  is  due  to  peritoneal  irrita- 
tion and  not  due  to  a contracting  uterus.  The 
usual  signs  of  peritoneal  irritation  — ab- 
dominal tenderness  to  palation  and  particu- 
larly rebound  tenderness  — should  point  to 
the  diagnosis.  Undoubtedly  the  most  import- 
ant sign  is  the  presence  of  rebound  tenderness 
which  is  rarely  seen  in  cases  of  threatened 
abortion.  Of  the  special  diagnostic  aids,  we 
have  found  punture  of  the  posterior  cul-de- 
sac  through  the  vagina  to  be  the  most  val- 
uable. However,  this  procedure  is  by  no 
means  routinely  necessary  in  order  to  clinch 
the  diagnosis.  When  the  abdomen  is  opened 
one  should  remove  the  ectopic  pregnancy  and 
get  out.  A few  years  ago  I investigated  all 
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maternal  deaths  in  a neighboring  state  during 
one  year.  Included  were  two  cases  of  death 
from  peritonitis  in  which  incidental  appen- 
dectomy had  been  done  at  the  time  of  opera- 
tion for  ectopic  pregnancy.  The  presence  of 
old  blood  in  the  peritoneal  cavity  affords  an 
excellent  medium  for  growth  of  organisms.  A 
surgeon  is  asking  for  trouble  if  he  does  an 
appendectomy  under  such  circumstances.  The 
same  holds  for  performance  of  appendectomy 
at  the  time  of  cesarean  section. 

In  closing  let  me  again  remind  you  of  the 
fact  that  pregnancy  does  not  confer  upon  any 
woman  an  immunity  to  acute  surgical  com- 
plications. In  fact,  the  pregnant  woman  may 
be  more  susceptible  to  such  occurrences.  Par- 
ticularly is  this  true  of  those  cases  in  which 
such  pre-pregnant  asymptomatic  lesions  as 
uterine  myomata,  ovarian  cysts,  surgically 
suspended  uteri,  and  intraperitoneal  ad- 
hesions may  be  present.  These  may  become 
symptomatic  as  a result  of  an  enlarging 
uterus.  The  symptom  of  abdominal  pain  in 
a pregnant  woman  demands  as  much  respect, 
if  not  more  so,  than  in  the  non-pregnant.  Be- 
fore you  advise  a pregnant  woman  with  ab- 
dominal pain  to  “take  a sedative,  go  to  bed, 
and  let  me  know  tomorrow  if  you  are  no 
better,”  place  a hand  on  her  abdomen.  Science 
still  has  not  found  a satisfactory  substitute 
for  a good  physical  examination.  No  fancy 
equipment  is  necessary.  This  is  one  situation 
where  the  laying  on  of  hands  is  an  acceptable 
scientific  procedure.  Woe  unto  the  physician 
who  fails  to  do  so.  If  we  would  all  follow  one 
simple  rule  — namely  — “never  to  make  a 
diagnosis  without  examining  the  patient,”  we 
would  save  ourselves  considerable  embarrass- 
ment and  our  patients  much  valuable  time, 
if  not,  in  fact  their  lives. 


NEW  HOPE  OFFERED  TO  PSORIASIS 
PATIENTS 

A new  approach  to  the  treatment  of 
psoriasis  has  been  discovered  by  Dr.  Henry 
Harris  Perlman  of  Philadelphia,  as  reported 
in  the  February  12,  1949  issue  of  the  Journal 
of  the  American  Medical  Association.  Dr. 
Perlman  described  the  excellent  clinical  re- 
sults which  he  obtained  with  a purified  oral 
undecylenic  acid  preparation  in  the  treat- 
ment of  psoriasis  and  neurodermatitis.  Other 
as  yet  unpublished  reports  from  other 
workers  confirm  his  observations. 


During  the  treatment  of  psoriasis  associated 
with  arthropathies,  it  was  observed  that  the 
specially  purified  undecylenic  acid  for  oral 
use  not  only  was  of  value  in  the  dermatitis 
but  relieved  the  arthritic  pains  as  well. 
Recognizing  that  the  arthropathies  associated 
with  psoriasis  are  closley  related  to  arthritis, 
Dr.  Perlman  studied  six  cases  of  arthritis  and 
bursitis  and  noted  an  improvement  following 
undecylenic  acid  therapy.  He  also  stated  that 
further  study  of  undecylenic  acid  in  tinea 
capitis  (M.  audouini  infections)  is  justified. 
This  was  reported  in  the  February  19,  1949 
issue  of  The  Urological  and  Cutaneous  Re- 
view. 

This  specially  purified  oral  undecylenic 
acid  is  now  commercially  available  from 
Sobering  Corporation,  Bloomfield,  New  Jer- 
sey in  capsule  form  as  “Sevinon.”  This  pro- 
duct is  an  eleven  carbon  straight-chain  un- 
saturated fatty  acid.  Closely  related  to  oleic 
acid,  the  fatty  acid  contained  in  lard  and  olive 
oil,  it  is  readily  absorbed  from  the  gastro- 
intestinal tract.  As  might  be  predicted  from 
its  chemical  structure,  the  toxicity  of  “Sev- 
inon” is  low.  This  has  been  proved  by  both 
acute  and  chronic  toxicity  studies  conducted 
with  purified  undecylenic  acid  in  laboratory 
animals  for  many  months.  The  relative  safety 
of  the  substance  has  been  confirmed  in  hu- 
mans by  absence  of  severe  side  actions  follow- 
ing large  daily  dosage  for  periods  of  six 
months  or  longer. 

The  preliminary  reports  by  Dr.  Perlman 
offer  new  encouragement  for  the  treatment 
of  psoriasis  and  neurodermatitis.  Sobering 
believes  thdt  the  medical  profession  will  be 
interested  in  this  new  substance  even  though 
no  final  claims  for  the  therapeutic  efficacy 
of  undecylenic  acid  in  these  intractable  con- 
ditions can  be  made  at  this  time.  Conse- 
quently, “Sevinon”  capsules  have  been  made 
available  for  further  study  and  clinical  eval- 
uation. 


“In  Tribute  to  the  American  Doctor” 
is  beautifully  portrayed  in  the  Philip 
Morris  spread  on  pages  10  and  11  of  this 
issue.  They  invite  you  to  send  for  a 
copy  suitable  for  framing.  Display  it  in 
your  reception  room  — your  patients 
will  enjoy  reading  it.” 
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Meckel’s  Diverticulum 

J.  V.  McGreevy.  M.D.,  F.A.C.S. 

E.  J.  McGreevy,  M.D. 

Sioux  Falls,  S.  D. 


Every  practitioner  has  encountered  a 
Meckel’s  Diverticulum  — more  than  hkely 
as  a diverticulitis  after  having  made  a diag- 
nosis of  appendicitis.  However,  this  problem 
is  not  the  object  of  this  paper  — rather  to 
present  two  unusual  cases  of  Meckel’s  Diverti- 
culum. 

Case  No.  1,  Mrs.  H.  M.  Jr.,  #84891,  McKennan 
Hospital,  12-1-48. 

Patient  is  a 44  year  old  white  female  who 
has  possessed  a right  femoral  hernia  for  13 
years.  When  seen,  she  had  a mass  in  the  right 
inner  aspect  of  the  thigh  which  she  was  un- 
able to  reduce.  As  a result  she  had  some  pain, 
but  not  severe  and  not  accompanied  by 
vomiting. 

With  a pre-operative  diagnosis  of  an  in- 
carcerated right  femoral  hernia,  probably 
omentum,  the  patient  was  subjected  to  sur- 
gery. The  surgical  incision  was  made  over 
the  presenting  mass,  that  is,  herniorrhaphy 
from  below  Poupart’s  ligament.  On  opening 
the  sac,  a large  diverticulum  was  found;  a 
loop  of  ileum  was  brought  out  through  the 
femoral  ring  and  the  diverticulum  was  ex- 
cised. Clamps  were  placed  in  the  long  axis 
of  the  bowel  and  sutured  in  the  transverse  by 
means  of  two  layers  of  00  chronic  catgut  re- 
inforced by  one  layer  of  interrupted  black 
silk  sutures.  The  rest  of  the  herniorrhaphy 
was  routine  and  the  patient  had  an  unevent- 
ful recovery,  being  discharged  eight  days 
after  surgery. 

Case  No.  2,  Mr.  B.  K.,  #86909,  McKennan  Hos- 
pital, 3-24-49. 

This  is  a 25  year  old  white  male  who  was 
hospitalized  on  March  23,  1949.  The  patient 
was  shopping  when  he  became  suddenly  and 
acutely  ill  with  urgency,  frequency,  dysuria, 
pain  in  the  abdomen,  and  vomiting.  The 
patient  had  to  void  every  ten  minutes  in 
order  to  obtain  any  degree  of  temporary  re- 
lief. He  gives  the  history  of  passing  a kidney 
stone  shortly  over  a year  ago.  Examination 
revealed  an  acutely  ill  patient  with  a tem- 


perature of  100.2  degrees;  four  plus  tender- 
ness in  R.  L.  Q.  just  medial  to  iliac  crest  with 
three  plus  rigidity.  W.  B.  C.  of  20,000  with 
90Yc  polys.  Flat  plate  of  the  abdomen  was 
taken  and  negative  for  kidney,  ureter  or  blad- 
der stones.  Urine  examinaiton  was  entirely 
within  normal  limits. 

Two  hours  after  hospitalization  the  ab- 
dominal tenderness  and  rigidity  were  half 
that  of  admission.  The  W.  B.  C.  was  now  13,- 
000  with  82%  polys;  temperature  99.6. 

Five  hours  after  hospitalization  the  W.  B.  C. 
was  9,100  with  74%  polys. 


On  March  24,  1949,  the  patient  was  sub- 
mitted to  surgery  even  though  the  tempera- 
ture was  98.6  and  the  W.  B.  C.  was  8,100  with 
78%  polys.  Patient  had  one  plus  tenderness 
and  rigidity  at  the  McBurney’s  Point.  With  a 
differential  diagnosis  resting  on  appendicitis 
or  ureteral  stone,  the  abdomen  was  opened 
through  a right  rectus  incision.  A relatively 
normal  looking  appendix  was  removed 
and  the  stump  inverted  with  a purse 
string  suture.  The  ileum  was  then  explored 
and  about  two  feet  from  the  ileocecal  valve  a 
Meckel’s  Diverticulum,  covered  with  fibrin, 
was  found  — perforated  through  and  through 
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near  the  tip  by  what  looked  to  be  a fishbone 
or  toothpick.  The  diverticulum  was  plastered 
to  the  dome  of  the  bladder  which  undoubt- 
edly gave  rise  to  the  urinary  symptoms  and 
thus  the  differential  diagnosis  to  establish  be- 
tween appendicitis  or  ureteral  stone.  Trans- 
verse closure  after  longitudinal  resection  of 
the  diverticulum  was  carried  out.  The  wound 
was  closed  without  drains. 

Patient  was  placed  on  penicillin  and  di- 
hydro streptomycin  post  operatively  and  ex- 
perienced an  uneventful  recovery  being  dis- 
charged nine  days  after  admission. 
Microscopic  examination  of  sections  of  the 
decalcified  foreign  body  showed  it  to  be  com- 
posed of  bone  of  vertebrate,  origin  presum- 
able fishbone. 

These  cases  were  presented  purely  because 
they  were  unusual  and  might  prove  of  in- 
terest to  others  as  they  did  to  us.  No  con- 
clusions are  to  be  derived,  but  the  second 
case  serves  to  emphasize  the  importance  of 
looking  elsewhere  in  the  abdomen  when  the 
removed  appendix  does  not  possess  adequate 
pathologic  changes  to  explain  the  clinical 
findings. 


GULLIBLE'S  TRAVELS 

Sunday,  April  24  — Explained  what  might 
happen  to  the  optometrists  under  political 
medicine  at  a meeting  of  the  Missouri  Valley 
Optometric  Association  at  the  Cataract  Hotel 
in  Sioux  Falls.  Nearly  a hundred  heard  the 
presentation.  A.  Talman  Hanson  of  Sioux 
Falls,  made  the  introduction. 

Flew  to  Omaha  Monday  morning  and  at- 
tended the  first  sessions  of  a five  state  public 
health  conference.  South  Dakota  team  con- 
sisted of  Dr.  G.  J.  Van  Heuvelen  of  the  State 
Department  of  Health,  Mrs.  Vivian  McFawn, 
PTA;  Oscar  Nelson,  Sioux  Valley  Hospital; 
Myrtle  Corcoran  R.N.  Mitchell,  Nurses  As- 
sociation; Mrs.  Becker,  Onida,  Home  Demon- 
stration Group;  Dr.  T.  E.  Eyres,  University  of 
South  Dakota;  and  myself. 

Tuesday  evening  had  a short  visit  with  Dr. 
John  Calene  who  was  in  town  to  make  his 
presidential  visit  to  the  Sioux  Falls  District. 
Have  several  days  now  to  spend  in  the  office 
catching  up  on  plans  for  the  Annual  Meet- 
ing. 

After  spending  a short  weekend  in  the 
Twin  Cities  and  enjoying  the  Ice  Follies,  re- 


turned to  Sioux  Falls  and  a brief  sleep  before 
embarking  for  Sisseton  to  talk  to  the  Kiwanis 
Club  at  noon  on  the  second  of  May.  Chatted 
with  Dr.  Younker  before  the  meeting  and 
then  was  introduced  by  the  doctor.  Spoke 
all  too  briefly  to  the  group  and  left  feeling 
that  I had  made  few  if  any  converts. 

Left  that  afternoon  for  Aberdeen  where  I 
dropped  in  at  the  office  of  Dr.  Calene  and 
then  visited  with  Dr.  Mayer  at  his  home. 
Spoke  to  a large  and  enthusiastic  audience  at 
the  Kiwanis  meeting  on  Tuesday  noon  and 
then  drove  to  Sioux  Falls  in  time  to  sleep  in 
my  own  bed. 

Routine  office  work  was  the  order  of  the 
next  few  days  until  Saturday  May  7th.  Met  a 
Western  Airlines  plane  at  the  Municipal  Air- 
port and  escorted  Dr.  Robbins  to  the  Carpen- 
ter Hotel  where  we  talked  of  many  things. 
Left  the  hotel  to  ready  myself  for  a banquet 
held  by  the  South  Dakota  Society  of  X-Ray 
Technicians  where  wife  and  I enjoyed  our- 
selves to  the  utmost. 

On  Monday  night.  May  9,  drove  out  to 
Hartford  to  pick  up  three  more  apphcations 
on  the  group  insurance  policy  sold  there  less 
than  a month  ago. 

Tuesday  evening  attended  the  very  pleas- 
ant dinner  dance  given  by  the  ladies  who 
make  up  the  Sioux  Falls  District  Auxiliary 
for  their  doctor  husbands.  Nearly  everyone 
was  there  and  very  few  had  themselves 
paged  more  than  several  times. 

Friday,  the  13th,  attended  a meeting  of  the 
Thomas  Paine  Society  at  the  Chocolate  Shop 
in  Sioux  Falls  where  I debated  the  issue  of 
socialized  medicine  with  Ben  Marguiles  of 
Sioux  Falls. 

Attended  the  Electrical  Convention  held  at 
the  Cataract  Hotel  in  Sioux  Falls  Saturday 
May  14th  where  I was  a guest  of  Northern 
States  Power  Company. 

Tuesday,  May  17,  drove  to  Wessington 
Springs  where  I spoke  before  the  Kiwanis 
Club  at  12:00  noon. 

Brought  greetings  from  the  South  Dakota 
State  Medical  Association  to  the  Minnehaha 
T.  B.  Association  at  a meeting  at  the  Y.M.C.A. 
Thursday  May  19th. 

Friday,  May  20th  left  for  Yankton  to  pre- 
pare for  the  coming  meeting  of  the  Associa- 
tion. 
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The  following  statement  was  unanimously 
adopted  at  the  annual  meeting  of  the  Amer- 
ican Society  for  Surgery  of  the  Hand  in  Jan- 
uary, 1948. 

“The  American  Society  for  Surgery  of  the 
Hand,  founded  in  1946,  states  in  part  as  the 
second  article  of  its  constitution:  ‘The  object 
of  the  Society  shall  be  to  increase  and  extend 
as  widely  as  possible  our  knowledge  of  the 
hand  and  its  surgical  treatment  . . 

“Experience  has  shown  that  the  proper 
early  treatment  of  injuries  of  the  hand  is  of 
paramount  importance  in  determining  the 
ultimate  results  and  a factor  of  major  signi- 
ficance in  the  eventual  usefulness  of  the 
member. 

“Such  injuries,  occurring  frequently  as 
emergencies  in  homes,  industrial  plants  and 
highway  accidents,  are  usually  first  treated 
by  general  practitioners  or  in  the  emergency 
departments  of  hospitals  and  industrial 
clinics. 

“It  is  of  importance,  therefore,  that  correct 
principles  of  early  treatment  should  be  estab- 
lished and  that  knowledge  of  them  should  be 
disseminated  as  widely  as  possible  among  the 
profession  at  large. 

“The  American  Society  for  Surgery  of  the 
Hand  expresses  the  hope  that  the  American 
College  of  Surgeons  will  consider  favorably 
the  inclusion  of  injuries  of  the  hand  as  a sub- 
ject of  specific  interest  in  the  program  of 
education  and  investigation  carried  on  by  its 
Committee  on  Fractures  and  Other  Trauma 
and  its  Regional  Committees.  The  American 
Society  for  Surgery  of  the  Hand  stands  in 
readiness  to  cooperate  fully  in  the  pursuit  of 
such  an  objective  and  to  furnish  such  infor- 
mation and  recommendations  on  the  subject 
as  the  American  College  of  Surgeons  may 
desire.” 

This  action  was  reported  at  the  annual 
executive  session  of  the  Committee  on  Frac- 
tures and  Other  Traumas  of  the  American 
College  of  Surgeons,  1 February,  1948,  in 
Toronto.  It  was  voted  that  the  American 


Society  for  Surgery  of  the  Hand  be  asked  to 
prepare  material  for  the  Committee  and  that 
this  be  submitted  to  the  members  of  the 
Regional  Fracture  Committees  with  the  re- 
quest that  they  publicize  it  to  the  general 
medical  profession  as  widely  as  possible. 

The  presentation  of  Principles  of  Early 
Management  of  Hand  Injuries  is  being  pre- 
pared by  the  American  Society  for  Surgery 
of  the  Hand  and  will  be  submitted  in  several 
sections  at  intervals. 

PRINCIPLES  OF  EARLY  MANAGEMENT 
OF  HAND  INJURIES 
I Protection  of  the  Hand 

Following  injury,  the  hand  is  particularly 
susceptible  to  the  development  of  complica- 
tions leading  to  serious  disabilities.  For  this 
reason  it  is  important  that  the  freshly  in- 
jured hand  be  given  the  most  careful  pro- 
tection against  such  complications  as  result 
from  added  infection,  additional  tissue 
damage  and  stiffening. 

The  principles  governing  the  provision  of 
this  protection  may  be  briefly  stated  as 
follows: 

1 — Protection  against  added  infection 

Any  open  accidental  wound  of  the  hand 
may  be  assumed  to  be  contaminated.  It  is 
important  that  no  additional  infection  be 
added.  This  requires: 

a — Protection  of  the  wound  at  once  with  a 
sterile  dressing. 

b — Avoidance  of  putting  anything  into  the 
wound,  such  as  instruments,  gauze,  ap- 
plicators, sponges  or  any  sort  of  anti- 
septic. 

c — If  any  cleansing  of  the  area  around  the 
covered  wound  is  done,  it  should  be  with 
soap  and  water  only. 

d — Avoidance  of  all  efforts  at  treatment  of 
the  wound  by  exploration,  debridement 
or  repair  of  damaged  structures  until 
adequate  facilities  are  available.  Ade- 

* Prepared  for  publication  through  the  courtesy  of 

The  American  College  of  Surgeons,  O.  C.  Randall, 

M.D.,  Watertown,  state  chairman. 
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quate  facilities  for  this  purpose  should 
include  a location  where  surgically 
aseptic  technic  is  employed,  adequate 
anesthesia,  proper  instruments,  suf- 
ficient assistance,  good  lighting  and  the 
provision  of  a bloodless  operative  field. 

e — Application  of  a sterile  dressing  which 
will  protect  against  the  entrance  of 
foreign  material.  Such  a dressing  should 
be  voluminous,  firmly  applied  with 
moderate  pressure,  separating  the 
fingers  from  each  other,  and  should 
maintain  the  hand  and  fingers  in  the 
position  of  function. 

f — Antibiotic  drugs  should  be  administered 
systemically,  not  locally,  in  full  dosage. 
Tetanus  antitoxin  (or  toxoid)  should  be 
administered  when  the  conditions  war- 
rant. 

2 — Protection  against  added  tissue  damage 
and  deformity 

Immobilization  of  the  hand  is  required  in 
any  major  injury,  whether  the  wound  in- 
volves skin,  tendons,  nerves,  joints  or  bones. 
Immobilization  should  be  governed  by  the 
following  principles: 

a — Immobilization  should  be  employed  as 
soon  as  possible  after  receipt  of  the  in- 
jury for  protection  from  further  tissue 
damage. 

b — Following  definitive  treatment  of  the 
injury,  the  immobilization  should  be 
continued  as  long  as  may  be  required 
for  healing  to  occur. 

c— Immobilization  should  be  in  the  position 
of  function  (position  of  grasp)  in  order 
to  maintain  optimum  relation  of  bone 
fragments  and  of  soft  tissue  structures. 

d — The  position  of  function  in  immobiliza- 
tion is  necessary  to  prevent  disabling 
deformities,  contractures,  muscle  weak- 
ness and  joint  stiffening,  and  to  insure 
the  earliest  return  of  usefulness  after 
healing. 

e — Flat  splinting  of  the  hand  or  any  of  its 
digits  must  be  avoided  at  all  times. 

THE  CARE  OF  HAND  INJURIES 
II 

Requirements  of  Early  Definitive  Treatment 
I The  first-aid  treatment  of  hand  injuries  is 
directed  fundamentally  at  protection.  It 
should  provide  protection  from  infection, 
from  added  injury,  and  from  future  dis- 
ability and  deformity.  This  protection  is 


afforded  by  noninterference  with  the 
wound,  cleanliness  of  surrounding  areas, 
the  application  of  sterile  protective  dress- 
ings and  immobilization  in  the  position  of 
function. 

II  The  general  requirements  for  proper  early 
definitive  care  are: 

A — Thorough  evaluation  of  the  injury. 

1 —  Determination  of  the  time,  place, 
causative  agent  and  mechanism  of 
the  injury. 

2 —  Determination  of  the  nature  and  ex- 
tent of  the  first  treatment  given. 

3 —  Determination  of  infection  status: 
whether  the  wound  is  relatively 
clean,  grossly  contaminated  or  with 
infection  established. 

4 —  General  nature  of  the  wound,  i.  e., 
contusion,  abrasion,  burn,  incised 
wound,  lacerated  wound,  crushing 
wound,  puncture  wound,  tooth 
wound,  imbedded  foreign  body, 
fracture,  compound  fracture,  ampu- 
tation or  combined  injuries. 

5 —  Evaluation  of  structural  damage. 

a — Degree  and  extent  of  surface 
injury. 

b — Source  of  major  bleeding, 
c — Evidence  of  tendon  or  muscle 
damage  by  testing  function 
against  resistance, 
d — Evidence  of  nerve  injury  elicited 
by  testing  for  motor  and  sensory 
functions. 

e — Bone  and  joint  injury  deter- 
mined by  x-ray. 

f — Discovery  and  exact  localization 
by  x-ray  of  suspected  opaque 
foreign  bodies. 

B — Adequate  facilities  and  equipment. 

1 —  Each  hospital  or  clinic  should  have 
at  least  one  surgeon  who  is 
thoroughly  familiar  with  the  an- 
atomy and  physiology  of  the  hand 
and  who  is  prepared  to  undertake 
the  early  treatment  of  its  major 
injuries. 

2 —  Such  treatment  should  be  rendered 
under  strictly  aseptic  conditions, 
preferably  in  an  operating  room, 
with  careful  adherence  to  aseptic 
technic  in  the  matter  of  scrubbing, 
draping,  masking  and  the  use  of 
gloves. 
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3 —  An  adequate  supply  of  appropriate 
instruments. 

4 —  Sufficient  assistance  to  assure  good 
exposure. 

5 —  Good  lighting. 

6 —  Provision  of  a bloodless  field  by 
means  of  pneumatic  tourniquet  or 
blood  pressure  cuff. 

7 —  Complete  anesthesia  for  the  patient, 
preferably  by  general  anesthesia. 

C — Application  of  appropriate  treatment. 

1 —  Thorough  cleansing  of  a wide  area 
around  the  wound  with  the  wound 
protected.  (Entire  hand  and  fore- 
arm). Shaving,  soap  and  water 
scrub. 

2 —  Thorough  cleansing  of  the  im- 
mediate wound  area,  preferably 
with  soap  and  water  of  a bland 
detergent.  Antiseptics  should  not 
be  used  in  or  on  the  wound. 

3 —  Careful  inspection  of  the  wound 
and  assurance  of  adequate  ex- 
posure, by  additional  incision  if 
necessary,  closely  paralleling 
natural  creases. 

4 —  Thorough  toilet  of  the  wound,  re- 
moving, under  inspection,  all  for- 
eign matter.  Excision,  by  sharp 
and  careful  dissection,  of  all  com- 
pletely devitalized  or  grossly  soiled 
tissue  in  the  wound  surfaces.  It  is 
essential  that  the  greatest  care  be 
exercised  to  spare  all  tissues  that 
may  be  viable,  particularly  skin, 
tendon,  nerve  and  bone  fragments. 

5 —  Assurance  of  hemostasis  by  ligaton 
of  major  injured  vessels. 

6 —  Repair  of  injured  nerves  by  end- 
to-end  union  with  fine  interrupted 
perineural  sutures.  The  uniting  of 
divided  digital  nerves  is  important 
to  future  function. 

7 —  Repair  of  other  soft  tissue  injuries, 
where  appropriate,  i.  e.,  in  clean 
wounds  of  short  duration,  in  well- 
cleaned  contaminated  wounds  of 
not  over  eight  hours’  duration, 
never  in  wounds  with  established 
infection. 

8 —  Reduction  of  fractures  and  disloca- 
tions, and  retention  in  corrected 
position  by  traction  or  splinting  in 
the  position  of  function  (position  of 


grasp  with  wrist  in  dorsiflexion). 

9 — Application  of  protective  dressing, 
fingers  separated  by  gause  and 
hand  immobilized  to  such  extent  as 
may  be  necessary  to  permit  heal- 
ing, in  the  position  of  function 
(never  in  the  flat  position). 

10 — Administration  of  antibiotics  and 
protective  antitoxin  as  indicated. 

D — After-treatment. 

1 —  Elevation  and  rest  of  the  hand. 

2 —  Noninterference  with  initial  dress- 
ing for  a sufficient  time  to  permit 
healing,  unless  evidences  of  sup- 
puration develop. 

3 —  Restoration  of  skin  coverage  of  de- 
nuded areas  at  earliest  possible 
time.  Partial  thickness  skin  graft- 
ing is  a simple  and  valuable  means 
of  promoting  early  healing. 

4 —  Early  restoration  of  function  for 
nonaffected  parts  of  the  hand  by 
directed  active  motion  to  the  full- 
est extent  that  will  not  jeopardize 
healing  of  repaired  structures. 

5 —  Restoration  of  function  in  affected 
parts  of  the  hand  by  directed  active 
motion  as  early  as  is  consistent  with 
full  healing  and  preservation  of  the 
repair  of  damaged  structures. 

Subsequent  articles  will  deal  with  the 
particular  treatment  of  special  types  of  in- 
juries. 


C.  A.  BUTLER,  M.D. 

Funeral  services  were  conducted  at  Hot 
Springs  for  Dr.  C.  A.  Butler,  pioneer  South 
Dakota  physician,  who  died  May  7th  after  a 
lengthy  illness. 

A former  resident  of  Dell  Rapids  and  Lake 
Preston,  Dr.  Butler  entered  the  state  Soldier’s 
home  at  Hot  Springs  in  October,  1939,  and 
due  to  further  failure  of  his  health,  was  ad- 
mitted to  the  hospital  at  the  Battle  Mountain 
Veterans  center  on  May  27,  1948. 

Surviving  are  the  widow,  Mrs.  C.  A.  Butler, 
of  Hot  Springs,  and  one  son,  C.  A.  Butler,  jr. 
of  Paineville,  Ohio. 
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“Why  the  Private  Practice  of  Medicine  Furnishes 
Us  with  the  Finest  Possible  Medical  Care” 

Dolores  Rykhus — Brookings  High  School,  Brookings,  S.  D. 


For  several  years  programs  to  establish 
federally  supported  medicine  have  been  pro- 
posed and  discussed.  Recent  events  show  that 
President  Truman  is  including  such  a plan 
under  his  promotions  of  progressive  welfare 
legislation.  Realizing  that  such  attempts  are 
being  made  we  should  stop  and  take  note  of 
the  present  status  in  medical  affairs.  I would 
like  to  explain  how  the  facts  show  that  the 
private  practice  of  medicine  furnishes  us 
with  the  finest  possible  medical  care. 

Let  us  first  analyze  the  status  quo  in  our 
country  and  see  if  existing  conditions  warrant 
any  program  other  than  private  practice. 
Using  actual  figures  we  are  able  to  point  out 
many  undisputable  facts.  To  begin,  the  infant 
death  rate  has  been  cut  in  half  in  the  last 
fifteen  years.  Life  expectancy  has  been 
greatly  increased.  Deaths  from  diptheria, 
whooping  cough,  scarlet  fever,  measles,  and 
tuberculosis  have  been  reduced  86  per  cent 
since  1900.  This  means  saving  over  500,000 
lives  each  year.  Mortality  rates,  even  in  the 
lowest  income  groups,  have  declined  over 
50  per  cent  since  1911.  Advances  in  other 
medical  fields  all  show  the  steady  progress 
and  the  fine  results  of  private  medicine. 

Many  proponents  point  out  that  lack  of 
perfect  uniformity  of  our  nation’s  wealth  re- 
quires a federal  system.  But  does  the  pro- 
portionment  of  wealth  actually  affect  health 
conditions?  Only  slightly,  it  seems,  for  the 
four  states  with  the  lowest  death  rates  are 
also  the  least  wealthy.  These  healthy  but  not 
wealthy  states  are:  South  Dakota,  North  Da- 
kota, Oklahoma,  and  Arkansas.  South  Dakota 
proportionally  has  nearly  the  fewest  doctors 
of  any  state.  The  District  of  Columbia  has 
both  the  highest  death  rate  and  the  highest 
income  per  capita,  thus  showing  that  money 
alone  cannot  buy  health. 

Others  contend  that  poor  distribution  of 
doctors  and  equipment  necessitates  a federal 
plan.  Factual  data  on  medical  economics 
show  us  the  example  of  Mississippi  where  an 
extensive  survey  of  medical  personnel  found 


that  in  that  state  (the  poorest  of  states)  there 
was  no  one  who  could  not  get  medical  care  if 
he  needed  it,  irregardless  of  his  ability  to  pay. 
Even  in  our  most  backward  states  there  is  one 
doctor  for  every  1,184  people.  Yet  authorities 
estimate  that  one  in  2,000  could  be  sufficient. 
Out  of  3,097  counties  only  241  have  more  than 
2,000  per  doctor.  But  do  these  doctors  have 
proper  equipment?  It  is  generally  recognized 
that  80  per  cent  of  our  cases  require  only  a 
general  practitioner.  Even  in  our  most  back- 
ward states  we  have  17  per  cent  specialists. 
It  has  been  pointed  out  that  when  a doctor 
needs  special  equipment  he  knows  where  to 
get  it  plus  trained  assistants. 

Having  established  that  our  private  system 
of  medicine  is  working  beneficially,  let  us 
delve  into  programs  of  socialized  medicine 
which  have  been  attempted  and  see  what  re- 
sults similar  systems  would  bring  to  us. 

Many  countries  today  have  forms  of  social- 
ized medicine.  Within  such  programs  there 
seem  to  be  more  detriments  than  aids  to  good 
health.  Under  the  German  system  the  length 
of  sickness  for  insured  workers  rose  in  one 
year  from  5.5  days  to  28  days  while  the 
average  American  length  was  9.8  days.  Doc- 
tors in  Germany  and  Austria  found  that  70 
per  cent  of  their  visiting  patients  were  not 
sick  but  were  taking  advantage  of  public 
funds.  Furthermore  Germany  led  the  world 
in  medicine  until  she  adopted  socialized 
medicine  and  then  the  United  States  became 
the  leader. 

The  British  plan  met  with  opposition  from 
the  doctors.  In  the  draft  of  the  last  war 
Britain  had  a rejection  rate  of  50  per  cent  — 
twice  that  of  the  United  States.  The  average 
income  of  English  doctors  is  $2,120  a year 
while  the  average  American  doctor  now  re- 
ceives about  $5,000.  Medical  expenses  have 
risen  greatly  and  yet  England  still  loses  far 
more  time  due  to  sickness  incapacity  than  we. 

* This  is  the  essay  which  won  first  place  in  the 

Medical  Care  Contest  sponsored  by  the  third 

district  medical  society. 
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The  well-publicized  ideal  Swedish  system 
had  a threatened  doctors’  strike  to  call  atten- 
tion to  their  poor  working  conditions.  New 
Zealand  gave  up  her  plan  of  social  medicine 
for  similiar  reasons.  The  Russian  plan  of 
letting  doctors  practice  after  only  two  full 
years  of  medicine  lowered  the  quality  of 
medicine. 

From  another  view  point  we  see  that  ad- 
ministrative costs  and  problems  also  lead  to 
a generally  corrupt  and  debased  system.  The 
chairman  of  a medical  society  has  revealed 
that  six  times  as  much  money  was  spent  on 
administration  as  on  actual  medical  care. 
In  some  foreign  systems  at  least  two  lay  em- 
ployees are  necessary  for  every  physician  to 
fill  out  the  papers.  Expenditures  for  adminis- 
trative overhead  must  either  reduce  the 
quality  or  the  quantity  of  medical  care.  Thus 
we  can  conclude  that  by  simply  providing 
funds  by  which  patients  can  be  exposed  does 
not  mean  satisfactory  care  will  be  obtained. 

Having  studied  some  of  the  results  of  gov- 
ernment medicine  abroad,  let  us  now  al- 
legedly apply  such  a system  in  our  own  coun- 
try. First,  we  have  seen  that  the  present 
problem.s  are  not  excessive.  Secondly,  we 
would  be  handicapped  by  the  enormous  cost 
of  such  a program.  The  best  authorities  on 
social  insurance  in  the  United  States  accord- 
ing to  the  American  Medical  Association  tell 
us  that  a six  per  cent  payroll  tax  would  be 
necessary  for  a sound  health  program.  The 
taxpayer  could  not  stand  this  additional  bur- 
den nor  would  he  tolerate  it.  Those  who  have 
practically  no  health  expenses  would  be 
forced  into  paying  their  neighbors’  doctor 
bill.  Several  thousand  people  do  not  rely  on 
medicine  because  of  religious  beliefs.  To  com- 
pell  these  peoples  into  any  such  program 
would  be  contrary  to  our  basic  democratic 
principles. 

Experts  also  say  that  in  addition  to  the  nor- 
mal cost  we  would  have  to  add  30  to  40  per 
cent  for  administration  expenditures  and  in- 
efficiencies. Where  would  or  where  could 
this  money  come  from?  The  private  practice 
of  medicine  avoids  these  unnecessary  ex- 
penses and  red  tape.  The  bureaucracy  which 
would  result  from  government  supported 
medicine  would  lead  us  further  into  socialism 
and  towards  communism.  There  would  result 
an  inevitable  fixing  of  standards,  regimenta- 
tion of  doctors  and  nurses,  and  control  of 


hospitals  which  would  mean  the  degradation 
of  the  medical  system.  Now  the  doctor  is  in- 
dependent. He  can  work  for  advancement 
and  takes  pride  in  his  work.  The  physician 
is  to  be  thought  of  an  a family  friend  and 
helper  — not  as  a government  clerk  who  re- 
ceives the  same  check  each  month,  regardless 
of  what  he  has  done. 

American  leadership  in  medical  science  is 
universally  recognized  today,  but  was  form- 
erly centered  in  Europe.  Much  of  this  change 
of  focus  we  owe  to  the  regimented  deteriora- 
tion abroad.  In  fifty  years  our  medical 
scientists  have  produced  and  advanced  more 
than  the  countries  have  in  10  to  50  times  as 
long.  Obviously  then,  we  are  receiving  very 
encouraging  results  from  private  medicine. 

We  can  today  give  support  to  medicine  by 
taking  active  parts  in  the  various  drives  such 
as  cancer,  tuberculosis,  poliomyelitis  and 
others.  Those  who  need  financial  aid  can 
join  a hospitalization  plan  such  as  Blue  Cross 
which  now  covers  21  per  cent  of  the  people, 
or  some  state  plan  of  health  insurance.  Chair- 
man Altmeyer  of  the  Social  Security  Board 
says  that  today  87  million  people  are  covered 
by  some  form  of  health  insurance.  From  this 
angle  we  see  a federal  program  is  unneces- 
sary. 

It  follows,  therefore,  that  because  our  sys- 
tem has  surpassed  all  others,  because  it  has 
advanced  to  meet  the  needs,  and  because  it 
is  in  line  with  our  democratic  life  that  the 
finest  possible  medical  care  has  come  to  us 
and  will  continue  to  do  so  only  through  the 
private  practice  of  medicine. 


The  South  Dakota  Medical  Associa- 
tion has  received  various  pieces  of 
literature  on  National  Health  Insurance. 

If  you  desire  some  of  these  pamphlets 
to  give  to  your  patients  write  to:  The 
South  Dakota  Medical  Ass’n,  300  1st 
Nat’l  Bank,  Sioux  Falls,  S.  D. 
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SOUTH  DAKOTA 


THIS  IS  WORTH  MEMORIZING!* 

Dr.  Anthony  D.  Diepenbrock  of  San  Fran- 
cisco recently  wrote  to  an  officer  of  the 
American  Medical  Association.  He  stated 
that  in  this  day  and  age  when  everybody  is 
talking  himself  hoarse  about  medical  plans 
and  programs,  he  would  like  to  offer  his  own 
thirteen  point  program.  We  present  Dr. 
Diepenbrock’s  “program”  in  full: 

1.  Continue  to  sit  on  your  fat  Derriere  and 
do  nothing. 

2.  Be  apathetic  and,  like  5,000,000  regis- 
tered Republican  voters  who  failed  to  vote, 
do  not  bother  to  make  your  opinion  known. 
If  you  think,  as  they  did,  that  your  opinion  or 
your  vote  is  not  worth  anything,  the  opposi- 
tion will  agree  with  you  and  act  accordingly, 
as  they  have. 

3.  Write  an  occasional  letter  to  your  Con- 
gressman, tell  him  off,  and  then  explain  to 
the  interns  in  the  surgical  dressing  rooms 
how  smart  you  are  and  what  a stinker  your 
Congressman  is. 

4.  Tell  everybody  you  see  that  the  gag  is 
up.  And  we  might  as  well  prepare  for  the 
inevitable. 

5.  Moan  and  groan  and  issue  explosive  and 
unprintable  epitaphs. 

6.  Refer  to  your  medical  leadership  as  a 
group  of  impotent,  ineffective,  and  bumbling 
ignoramuses. 

7.  Make  speeches  before  sympathetic  lay 
audiences  and  concert  those  who  already  be- 
lieve in  free  enterprise. 

8.  Don’t  bother  to  tell  your  county  society 
heads,  your  state  society  heads,  or  your  na- 
tional association  heads  what  you  want  them 
to  do.  Expect  them  to  find  a way  for  you 
without  your  guidance. 

9.  Scream  about  high  medical  society  dues 
and  forget  that  our  friends  in  the  trade  unions 
demand  many  times  what  we  pay:  in  other 
words,  make  the  situation  as  difficult  as  pos- 
sible, then  grumble  about  it. 

10.  Oppose  any  program  developed  by  the 
majority  of  your  colleagues  because  it  demon- 
strates your  superior  wit  and  your  general 
greatness. 

11.  Remain  superbly  and  learnedly  digni- 
fied when  Joe  Doakes  asks  why  you  oppose 
state  medicine.  Brush  him  aside  with  any  in- 
sult you  can  think  of.  Joe  will  like  you  for 
that. 


12.  Don’t  bother  to  use  the  selling  methods 
which  actually  bring  messages  before  the 
public.  Continue  to  depend  on  occasional 
radio  feature  programs.  Billboard  adver- 
tising, newspaper  advertising,  radio  adver- 
tising, and  above  all,  continuous  daily  radio 
spot  programs  over  national  hookup  and  all 
such  like  are  too  commercial,  too  trouble- 
some, too  expensive  and  too  undignified: 
don’t  use  them. 

13.  Above  all,  disregard  the  “little  guy”  — 
the  one  with  the  vote.  Tell  him  nothing; 
push  him  around.  He  doesn’t  know  anything 
anyhow. 


INSURANCE  COMMITTEE  MEETING 

The  meeting  of  the  Prepayment  and  Insur- 
ance Plans  Committee  met  at  9:45  A.  M.,  Sun- 
day, May  22,  in  the  Committee  Room  of  the 
Hotel  Charles  Gurney.  Present  were  Drs. 
H.  Russell  Brown,  R.  G.  Mayer,  R.  E.  Jern- 
strom,  C.  E.  Sherwood,  J.  L.  Calene,  W.  H. 
Saxton,  and  John  C.  Foster. 

The  committee  discussed  other  companies 
wishing  the  endorsement  of  the  Medical  As- 
sociation and  decided  not  to  deviate  from  the 
policy  they  had  set  on  the  standards  the  in- 
surance companies  must  meet  and  would  pro- 
ceed on  the  policy  set  before.  Dr.  Brown, 
Chairman  of  the  committee,  then  read  the 
report  of  the  committee. 

A representative  of  Blue  Cross  appeared 
before  the  committee  and  spoke  briefly  on 
attaching  a rider  to  the  Blue  Cross  policy  sold 
in  South  Dakota.  After  a discussion  on  many 
phases  of  the  idea  Dr.  Sherwood  made  the 
following  motion:  We  approve  the  adding  of 
Parts  2 and  3 of  the  South  Dakota  Injury 
Illness  Expense  Plan  as  a rider  to  the  Assoc- 
iated Hospitals,  Incorporated,  (Blue  Cross) 
subject  to  the  final  approval  of  the  policy  by 
the  Prepayment  and  Insurance  Committee. 
Dr.  Mayer  seconded  the  motion  and  it  was 
carried. 

Dr.  Brown  then  discussed  a number  of  cases 
brought  to  his  attention  of  overcharges  of 
doctors  in  claims  and  other  matters  that 
needed  clarification. 

The  meeting  adjourned  at  12:30  P.  M. 


* Reprinted  from  the  Rocky  Mountain  Medical 
Journal.  46:17,  1949. 
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POST  GRADUATE 
COURSES  ARE 
ANNOUNCED 

The  Chicago  Medical  So- 
ciety is  offering  two  post- 
graduate courses  in  October, 
1949,  each  of  one  week  dura- 
tion, which  will  be  open  to 
all  physicians  who  are  mem- 
bers of  ther  local  medical 
societies. 

A course  in  CARDIO- 
RENAL and  PERIPHERAL 
VASCULAR  DISEASES  will 
be  given  October  17th  to 
22nd,  and  a course  in  OB- 
STETRICS, ENDOCRINE- 
GYNECOLOGY  and 
STERILITY  will  be  offered 
the  following  week,  October 
24th  to  29th,  1949. 

The  courses  wall  be  given 
at  Thorne  Hall  on  North- 
western University  Medical 
School  campus  which  is  an 
ideal  setting  on  the  lake  front 
of  Chicago.  The  faculty  for 
each  course  will  be  made  up 
of  leading  teachers  from  all 
sections  of  the  United  States 
and  Canada.  There  will  be 
lectures,  question  periods, 
round  tables,  and  short  inter- 
missions in  the  morning  and 
afternoon  when  those  attend- 
ing may  meet  the  speakers, 
others  taking  the  course,  and 
members  of  the  Chicago 
Medical  Society  while  drink- 
ing coffee  or  sipping  a coke. 

Each  course  is  limited  to 
one  hundred. 


Those  interested  in  attend- 
ing may  secure  additional  in- 
formation by  writing  Doctor 
Willard  O.  Thompson,  Chair- 
man, Committee  on  Post- 
graduate Medical  Education, 
Chicago  Medical  Society,  30 
North  Michigan  Avenue, 
Chicago  2,  Illinois. 


AMERICAN  MEDICAL 
COLLEGES  OPENS  FILM 
INSTITUTE 

Dr.  Walter  A.  Bloedorn, 
Dean  of  George  Washington 
University’s  School  of  Med- 
icine and  Chairman  of  the 
Audio-Visual  Committee  of 
the  Association  of  American 
Medical  Colleges  announced 
the  openng  of  the  Associa- 
tion’s Medical  Film  Institute, 
with  offices  in  the  Academy 
of  Medicine  building,  2 East 
103rd  Street,  New  York  City. 
In  making  the  announcement 
Dr.  Bloedorn  said,  “The  Med- 
ical Film  Institute  has  been 
acutely  needed  for  at  least  a 
decade.  It  is  our  conviction 
that  medical  education  will 
gain  important  impetus  from 
the  establishment  and  steady 
growth  of  this  operating  arm 
of  the  Association  of  Amer- 
ican Medical  Colleges.” 

Set  up  for  the  purpose  of 
fostering  high  standards  in 
medical  film  production  as 
regards  to  scientific  content, 
educational  values  and  cine- 


matic qualities  as  well,  the 
Medical  Film  Institute  is 
staffed  by  Dr.  David  S.  Ruhe 
as  Director,  Warren  Cheney 
as  Executive  Officer,  plus 
several  consultants  including 
Bernard  V.  Dryer,  John  Ross 
Roberts  and  Dr.  Adolph 
Nichtenhauser.  Speaking  of 
the  manner  in  which  MFI 
will  operate  Dr.  Ruhe 
pointed  out  that  the  new  or- 
ganization is  not  a film  pro- 
ducing agency,  nor  does  it  in- 
tend to  become  one.  Neither 
will  it  undertake  to  distribute 
films  not  act  as  a film  li- 
brary. Rather,  the  MFI  is 
essentially  an  advisory  body 
which  will  function  in  a con- 
sultant capacity.  It  will  pro- 
vide film  producers  with 
several  kinds  of  consultant 
services,  upon  request  it  will 
make  utilization  estimates 
should  sponsors  or  producers 
wish  an  authoritative  opinion 
concerning  whether  and  in 
what  ways  a proposed  film 
would  integrate  into  a med- 
ical education  program,  be  it 
pre-clinical,  post-graduate, 
professional  or  lay  in  pur- 
pose. Under  certain  circum- 
stances, the  MFI  may  elect  to 
sponsor  a film,  but  such 
occasions  are  not  expected  to 
arise  often,  and  any  films 
made  by  MFI  would  be  stric- 
tly experimental  produc- 
tions. 
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New  Medical  Association  Officers  - 1949-50 


(Photo  by  Martin  Honner) 


Newly  elected  officers  of  the  South  Dakota  State  Medical  Association,  who  were  chosen  at  the  Annual 
Meeting  of  the  South  Dakota  Medical  Association  at  Yankton  are:  Seated,  left  to  right.  Dr.  C.  E.  Robbins, 
Pierre,  President  elect;  Dr.  W.  H.  Saxton,  Huron,  president,  and  Dr.  John  L.  Calene,  Aberdeen,  past  presi- 
dent. Standing  are  Dr.  H.  Russell  Brown,  Watertown,  speaker  of  the  house  of  delegates;  Dr.  L.  J.  Pan- 
kow,  Sioux  Falls,  vice  president,  and  Dr.  R.  G.  Mayer.  Aberdeen,  secretary-treasurer.  f 


NEWS  NOTES 

A husband  and  wife  doctor 
team  will  be  associated  with 
the  new  Rosebud  Community 
hospital-clinic,  manager  T.  D. 
Crist  of  Winner  has  an- 
nounced. Dr.  Aaron  J.  Gissen 
has  accepted  the  position  of 
chief  of  staff  of  the  new  hos- 
pital, and  his  wife  will  be 
staff  obstetrician  and  gyneco- 
logist. 

Doctor  John  S.  Anderson, 

former  Sioux  Falls  residence, 
has  been  appointed  Chair- 
man of  pediatrics  at  Stan- 
ford University. 

Doctor  James  A.  Doull  has 


been  appointed  medical  di- 
rector of  the  Leonard  Wood 
Memoral  (American  Leprosy 
Foundation). 

Col.  Fletcher  of  the  C.  O. 
Ordinance  Base  at  Igloo, 
South  Dakota  wishes  a gen- 
eral practitioner  for  that 
base.  This  position  would  be 
with  the  Civil  Service  and 
would  have  a probable  start- 
ing salary  of  $5,200  plus  the 
use  of  a Government  car. 
Housing  is  available  at  a 
very  reasonable  rent  and 
hospital  facilities  are  also 
available. 


12th  DISTRICT  HOLDS 
MEETING 

At  a meeting  of  the  12th  ^ 
District  Medical  Society, 
held  May  13th  Dr.  D.  A.  .. 
Gregory  was  recommended  : 
to  succeed  himself  as  coun-  - 
siolr  from  that  district.  Dr. 
Gregory  was  given  the  i 
authority  to  appoint  an  al-  -1 
ternate  delegate  from  this  < 
district. 

Dr.  L.  D.  Dawson  resigned  t 
as  Secretary-Treasurer  of  the  < 
District  and  Dr.  Dagfinn  Lie 
of  Webster  who  was  voted 
into  membership  was  elected 
Secretary-Treasurer  to  suc- 
ceed Dr.  Dawson. 
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PUBLIC  HEALTH  DISCUS- 
SIONS HELD  IN  OMAHA 
FOR  FIVE-STATE  AREA 

Approximately  one  hun- 
dred representatives  of  the 
State  Health  Departments 
and  other  interetsed  public 
health  agencies  met  at  the 
Hotel  Paxton  in  Omaha, 
April  25,  26,  and  27,  to  dis- 
cuss problems  in  the  public 
health  field  in  the  five-state 
area  made  up  of  Iowa,  Minn- 
esota, Nebraska,  North  Da- 
kota, and  South  Dakota. 

The  program  started  at  2:00 
P.  M.  Monday  afternoon  and 
ended  at  5:00  P.  M.  on  Wed- 
nesday. State  teams  worked 
out  their  problems  and  dis- 
cussed them  with  the  experts 
from  the  National  Public 
Health  Association. 

Members  Representing 
South  Dakota  were  Dr.  G.  J. 
Van  Heuvelen,  State  Depart- 
ment of  Health;  Mrs.  Vivian 
M c F a w n , Parent-Teachers 
Association;  Oscar  Nelson, 
Sioux  Valley  Hospital; 
Myrtle  Corcoran,  State 
Nurses’  Association;  Mrs. 
Becker,  Onida,  Home  Demon- 
stration Group;  Dr.  T.  E. 


Eyres,  University  of  South 
Dakota;  and  John  C.  Foster, 
State  Medical  Association. 


EAR  & EYE 
ACADEMY  MEETS 

The  South  Dakota  Eye  and 
Ear  Academy  met  at  the 
Hotel  Gurney  in  Yankton  on 
Monday  morning.  May  23, 
1949.  Dr.  John  W.  Henderson 
of  the  Mayo  Clinic,  Dept  of 
Opthalmology,  presented  a 
paper  on  “Virus  Diseases  in 
Ophthalmology.” 

At  the  business  meeting 
the  following  officers  were 
elected:  Dr.  William  H.  Fritz, 
Mitchell,  S.  Dak.,  President; 
Dr.  M.  W.  Eggers,  Sioux 
Falls,  S.  Dak.,  Secretary- 
Treasurer. 


DR.  A.  P.  PEEKE  ATTENDS 
NATIONAL  CONFERENCE 

Dr.  A.  P.  Peeke,  Volga, 
Chairman  of  the  South  Da- 
kota State  Medical  Associa- 
tion’s Committee  on  Rural 
Health  attended  a conference 
of  subcommittees  on  coopera- 
tives in  Chicago  on  Saturday, 
May  14. 

In  reporting  on  the  meet- 


ing, Dr.  Peeke  stated  that 
much  discussion  was  held  on 
the  Two  Harbor  plan  in 
Minnesota  and  on  the  Arrow- 
head Association  in  Duluth. 
The  subcommittees  made 
recommendations  as  to  what 
they  thought  a cooperative 
should  include  and  then  the 
committee  representing  the 
American  Medical  Associa- 
tion and  the  Cooperative  As- 
sociation met  the  following 
day  to  discuss  the  recommen- 
dations. The  report  will  be 
made  to  the  House  of  Dele- 
gates of  the  American  Med- 
ical Association  and  some 
action  taken  at  the  meeting 
in  Atlantic  City. 


WATCH 
FOR  THE 
August 
ROSTER 
NUMBER 


Financial  and  Enrollment  Experiences 
South  Dakota  Injury-Illness  Expense  Plan 
From  Inception  February  12,  1947  to  March  31,  1949,  Inclusive 

Financial  Experience 

Annual  Premiums 

Premiums  Premiums  ^Losses  Loss  ratio  to  Potential  of 

Written Earned Incurred Premiums  Earned  Writings  to  Date 

$189,325.11  $164,097.20  $143,383.06  87.3Vf  $204,865.91 

*Losses  Incurred  include  Claims  Paid  and  Claims  Outstanding  but  do  not  include  Loss  Ex- 
penses 

Acquisition,  Administrative  and  Promotional  Expenses  are  not  included  in  the  above  figures. 

Enrollment  Experience 

Insured Dependents Total 


Number  of  Participants 
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4,471 


6,603 


11,074 


PHARMACEUTICAL  DIVISION 

BLISS  C.  WILSON.  Editor 


STATEMENT  OF  THE  POSITION  OF 

THE  AMERICAN  PHARMACEUTICAL 
ASSOCIATION  WITH  RESPECT  TO 

COMPULSORY  NATIONAL  HEALTH 
INSURANCE* 

The  issues  involved  in  determining  the  best 
means  for  providing  adequate  medical  care 
to  all  segments  of  the  population  are  suf- 
ficiently urgent  as  to  require  all  medical  care 
professions  to  make  their  position  clear.  The 
American  Pharmaceutical  Association  does 
so  herewith. 

It  is  recognized  that  public  interest  in  this 
subject  is  becoming  more  intensified  day  by 
day.  Much  information,  both  true  and  false, 
is  being  publicly  disseminated  with  the  re- 
sult that  there  is  need  for  clarifying  the  issues 
in  so  far  as  this  is  possible. 

Not  only  should  the  issues  be  clarified  but 
they  should  be  rationalized  in  terms  of  tradi- 
tional American  principles.  Compulsory  na- 
tional health  insurance  should  be  examined 
in  the  light  of  what  compulsion  in  this  field 
has  accomplished  abroad  and  also  in  the  light 
of  the  changes  which  it  might  conceivably 
bring  about  in  our  democratic  principles. 

If,  as  it  is  so  strongly  contended  by  some, 
compulsory  national  health  insurance  would 
bring  about  the  socialization  of  medicine,  it 
would  seem  totally  unsuited  for  solving  our 
problems  of  medical  care. 

Once  this  socialization  program  is  adopted 
and  enacted  into  law  it  might  well  be  the 
opening  wedge  for  related  movements  which 
might  seek  the  socialization  of  broad  areas  of 
industrial  and  professional  activity. 

Ours  is  not  a socialistic  country  and  there 
would  seem  little  justification  for  resorting 
to  untried  socialistic  experiments  for  meet- 
ing health  needs  of  our  people. 

There  is,  of  course,  no  proof  that  such 
would  be  the  consequence  of  compulsory  na- 
tional health  insurance.  On  the  other  hand  it 
should  be  pointed  out  that  this  means  for 
providing  medical  care  has  been  largely  con- 
fined to  socialistic  countries  where  it  gave 


rise  to  or  became  a part  of  broad  socialistic 
movements. 

It  must  be  admitted,  too,  that  there  are 
basic  defects  in  the  prevailing  system  of  med- 
ical care.  There  are  certain  segments  of  the 
population  and  certain  sections  of  the  country 
for  which  adequate  medical  care  is  not  avail- 
able. This  deplorable  fact  is  due  in  large  de- 
gree to  a low  economic  status  and  to  con- 
ditions which  are  not  conductive  to  good  med- 
ical care. 

There  are,  perhaps,  millions  of  our  people 
who  cannot,  of  their  own  resources,  provide 
for  themselves  anything  approaching  ade- 
quate medical  care.  There  are  some  parts  of 
the  country  which  are  so  devoid  of  satis- 
factory hospital  and  clinical  facilities  as  to 
be  highly  unattactive  to  medical  men  who 
are  accustomed  to  relying  upon  scientific' 
diagnostic  laboratories  such  as  the  modern 
hospital  provides. 

Obviously  these  two  situations,  not  to  men- 
tion others,  constitute  a challenge  which  must 
be  met.  Such  conditions  are  utterly  incon- 
sistent with  enlightened  concepts  of  social 
and  professional  responsibility.  These  defects 
must  be  corrected  as  a matter  of  common 
justice  and  common  decency.  The  question 
is  as  to  the  best  method  of  pursue. 

The  American  Pharmaceutical  Association 
is  of  the  opinion  that  competent  surveys 
should  be  made  of  medical  care  conditions  in 
each  State  and  a workable  program  devised 
on  the  basis  of  the  factual  need.  Such  a sur- 
vey would  seem  to  be  necessary  as  obviously 
conditions  vary  from  state  to  state  and  be- 
tween sections  of  the  same  state.  Until  the 
facts  are  established  it  would  seem  foolhardy 
to  adopt  a national  health  care  program  based 
upon  sheer  generalities  when  specific  pro- 
grams suited  to  specific  needs  are  so  urgently 
required. 

The  American  Pharmaceutical  Association 

* Adopted  by  The  American  Pharmaceutical  As- 
sociation, Jacksonville,  Florida,  April,  1949. 
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j is  opposed  to  compulsory  national  health  in- 
! surance  on  several  grounds: 

(Among  these  are  its  dubious  value  when 
seen  against  the  background  of  American 
democratic  processes;  the  apprehension  that 
it  would  lower  standards  of  medical  care  and 
probably  make  it  still  more  difficult  to  ob- 
tain; the  fear  that  it  would  impair  medical 
education  and  stifle  medical  research;  a con- 
viction that  it  would  politicalize  medical  serv- 
ices thus  demoralizing  the  field;  a certainty 
that  the  costs  would  be  fantastically  high, 
with  no  one  knowing  what  might  be  the 
ultimate  tax  burden  upon  the  public. 

The  American  Pharmaceutical  Association 
is  also  of  the  opinion  that  compulsory  na- 
tional health  insurance,  while  applicable  at 
the  outset  to  the  medical  profession  only, 
would  in  due  course  socialize  or  nationalize 
pharmacy,  the  drug  industry  and  all  cognate 
branches  of  medical  care.  The  costs  of  all 
phases  of  medical  care  would,  in  time,  have 
to  conform  to  the  financial  exigencies  of  the 
insurance  program.  Certain  restrictions, 
many  of  them  undesirable,  would  inevitably 
be  placed  upon  the  scope  and  nature  of  med- 
ical services  if  the  costs  were  not  to  rise  to 
confiscatory  levels. 

The  American  Pharmaceutical  Association 
holds  to  the  conviction  that  voluntary  health 
insurance  programs  should  be  encouraged  by 
the  Federal  government  and  the  public  and 

(should  be  expanded  an  amplified  as  rapidly 
as  possible.  These  voluntary  programs  should 
be  examined  to  determine  their  flexibility 
I and  also  to  ascertain  how  fully  they  do,  or 
I can  meet  the  overall  health  needs  of  the  in- 
sured. 

If  these  voluntary  plans  do  not  supply  ade- 
quate coverage  at  a cost  within  the  reach  of 
those  most  in  need  of  it,  they  should  be  re- 
vised so  as  to  provide  this  coverage  at  this 
cost.  Partial  coverage  at  high  cost  cannot 
meet  the  requirements  for  adequate  medical 
care.  This  phase  of  the  subject  should  be  in- 
quired into  promptly  and  proper  steps  taken 
to  correct  whatever  defects  may  be  found. 
The  American  Pharmaceutical  Association 
1 is  also  of  the  opinion  that  once  health  con- 
i ditions  and  medical  facilities  in  each  State 
! have  been  competently  surveyed  and  eval- 
uated medical  care  programs  should  be  de- 
’ vised  to  meet  the  needs  specifically  shown. 
It  may  well  be  that  governmental  participa- 


tion would  be  required  to  provide  hospital 
and  diagnostic  facilities  and  to  aid  in  securing 
physicians  and  other  health  care  professions 
to  participate  in  those  areas  now  so  much 
in  lack  of  them. 

The  nature  of  this  participation  should  be 
carefully  studied  so  as  to  assure  its  being 
consistent  with  sound  medical  administration. 

It  may  be,  too,  that  surveys  are  required  to 
ascertain  the  number  of  medically  indigent 
in  all  portions  of  the  United  States.  Once  the 
facts  are  in  hand,  some  plan  should  be  worked 
out  with  governmental  support  and  coopera- 
tion for  providing  the  medically  indigent  with 
adequate  medical  care. 

This  should  be  done  not  on  a charitable 
basis,  but  as  a matter  of  right.  This  country 
should  be  intelligent  enough  and  resourceful 
enough  to  see  to  it  that  adequate  medical  care 
is  denied  none. 


BOARD  OF  PHARMACY  BULLETIN 
PERMITS  TO  CONDUCT  A PHARMACY 

The  South  Dakota  Board  of  Pharmacy  has 
ordered  that  in  every  case,  where  a registered 
pharmacist  makes  application  for  a permit  to 
conduct  a pharmacy,  the  merchandise  and 
fixtures  of  which  place  of  business  are  owned 
solely  by  a person  (or  persons)  not  a regis- 
tered pharmacist,  that  such  application  shall 
be  accompanied  by  an  affidavit  of  the  non- 
pharmacist owner  delegating  full  and  com- 
plete authority  to  the  pharmacist  applicant 
to  be  in  active  management  and  setting  forth 
such  facts  as  the  Board  deems  necessary  to 
determine  whether  such  permit  should  be 
granted. 

An  interpretation  of  the  South  Dakota 
Pharmacy  Law  with  respect  to  the  annual 
registration  of  pharmacies  or  drug  stores 
follows: 

THE  SOUTH  DAKOTA  STATE  BOARD  OF 
PHARMACY  HOLDS  THAT: 

(1)  Only  a registered  pharmacist  may  open 
or  conduct  a pharmacy  in  this  state. 

(2)  No  drug,  medicine  or  poison  may  be  re- 
tailed, compounded  or  dispensed  in  any 
pharmacy  in  this  state  except  by  or 
under  the  immediate  and  personal 
supervision  of  a registered  pharmacist. 

(3)  The  right  to  use  the  words  “Pharmacy” 
or  “Drug  Store”  in  connection  with  any 
place  of  business  indicates  to  the  public 
that  pharmacy  service  by  a licensed 
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pharmacist  is  available  at  all  times 
when  such  place  of  business  is  open  to 
the  public. 

(4)  A licensed  pharmacist  must  be  in  charge 
at  all  times  whenever  a pharmacy  is 
open  for  service. 

(5)  “Active  management  of  a pharmacy” 
means:  Administration  and  guidance  of 
store  policies  in  so  far  as  they  affect  any 
pharmacy  service  whatsoever,  together 
with  full  authority  to  control  the  pur- 
chase, storage,  display,  retailing,  com- 
pounding and  dispensing  of  all  drugs, 
medicines  and  poisons  the  same  as  if  the 
registered  pharmacist  manager  was  the 
sole  owner  thereof. 

(6)  The  Board  of  Pharmacy  may  refuse  to 
grant  a permit  to  conduct  a pharmacy 
where  the  pharmacist  applicant  is  not 
the  owner  of  the  merchandise  and  fix- 
tures of  the  place  of  business  and 
where  a non-pharmacist  owner  has  not 
delegated  full  and  complete  authority 
to  a registered  pharmacist  to  be  in 
active  management  of  the  pharmacy, 
and  where  such  non-pharmacist  owner 
has  not  pledged  himself  to  refrain  from 
illegal  practice  of  pharmacy  in  this 
state. 

Affidavit  forms,  for  use  by  non-pharmacist 
owners,  will  be  supplied  to  all  pharmacies 
registered  for  the  current  year  where  the 
1948-49  application  shows  sole  ownership  by 
a person  (or  persons)  other  than  a registered 
pharmacist. 

The  above  action  has  been  taken  because 
the  Board  has  reason  to  believe  that  a few 
registered  pharmacies  which  are  non-pHar- 
macist  owned  are  not  being  conducted 
strictly  in  accordance  with  the  provisions  and 
intent  of  the  South  Dakota  Pharmacy  Law. 
The  Board’s  order  must  necessarily  apply  to 
all  pharmacies  which  are  non-pharmacist 
owned.  Where  questionable  conditions  exist 
as  evidenced  by  the  Inspector’s  reports  or  by 
complaints  of  residents  in  the  pharmacy’s 
trading  area,  pharmacy  registration  for  the 
year  beginning  July  1,  1949  will  not  be 
granted  until  individual  applications  have 
been  approved  by  Board  of  Pharmacy  action. 

Pharmacists  should  notice  that  the  above 
order  does  not  apply  to  registered  pharmacies 
the  merchandise  and  fixtures  of  which  are 
owned  in  whole  or  in  part  by  a pharmacist 


registered  under  the  laws  of  this  state.  The 
Board  of  Pharmacy  may  assume  that  where  a 
registered  pharmacist  is  a part  owner  of  the 
merchandise  and  fixtures  of  a pharmacy  in 
which  he  is  regularly  and  continuously  en- 
gaged that  such  registered  pharmacist  is  not 
subject  to  dismissal  by  non-pharmacist  part- 
ners and  that  he  shares  in  the  administration 
and  guidance  of  store  policies  and  in  the 
profits  of  the  pharmacy. 

Where  a registered  pharmacist  is  the  owner 
of  more  than  one  pharmacy  in  this  state, 
and/or,  where  such  registered  pharmacist 
owner  is  not  regularly  and  continuously  en- 
gaged in  the  pharmacy  for  which  application 
for  registration  is  made,  then  such  registered 
pharmacist  owner  should  make  application 
JOINTLY  with  the  registered  pharmacist, 
JOINT  MANAGER,  who  will  be  regularly 
and  continuously  employed  in  such  pharmacy. 

Where  two  or  more  registered  pharmacists 
are  joint  owners  of  a pharmacy  in  which  they 
are  regularly  and  continuously  engaged  they 
should  make  application  JOINTLY  for  regis- 
tration of  such  pharmacy. 


EXTENSION  SERVICE  WARNS 
AGAINST  METAL  CONTAINERS 

George  Gilbertson,  Director  of  Extention, 
advised  passing  on  the  following  information 
to  the  druggists  of  South  Dakota. 

“The  information  I am  giving  you  comes 
from  a County  Agent.  He  said  that  while 
visiting  a local  insecticide  dealer’s  place  of 
business,  the  dealer  demonstrated  to  him  the 
inactivity  of  old  Chlordane  and  Toxaphene 
to  go  into  water  emulsion.  These  materials 
were  carried  over  from  last  year  in  a regular 
iron  or  tin  container,  and  seemed  to  have  lost 
their  ability  to  emulsify.  Some  of  this  same 
material  which  was  taken  from  the  metal  con- 
tainers last  Fall  and  stored  in  glass  bottles 
has  retained  its  emulsifying  ability.  One 
brand  of  these  materials  which  was  shipped 
in  a metal  container,  which  had  a paint  lining 
was  in  good  condition  and  formed  a ready 
emulsion.  The  dealer  said  that  some  of  the 
manufacturers  were  acquainted  with  this 
problem  and  are  making  an  effort  to  redeem 
the  merchandise.” 

Druggists  should  check  the  emulsifying 
ability  of  these  materials  that  have  been 
carried  over  in  a metal  container. 
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Modern  Therapeutic  Agents 

G.  C.  Gross,  Associate  Professor  of  Pharmacology 
South  Dakota  State  College 


PROTEIN  HYDROLYSATES: 

Recognition  of  the  need  for  supplying 
dietary  nitrogen  in  a readily  assimilated  form 
in  certain  conditions  associated  with  protein 
insufficiency  has  brought  into  prominence  the 
protein  and  amino  acid  preparations.  The 
Council  on  Pharmacy  and  Chemistry  of  the 
American  Medical  Association  classifies  these 
protein  and  amino  acid  preparations  into  two 
general  groups:  ^ ^ > Mixtures  of  those  amino 
acids  considered  essential  to  human  nutrition 
that  are  used  to  combat  protein  deficiency 
imposed  by  severe  illness  or  starvation;  (2) 
individual  amino  acids  that  may  be  used  for 
specific  therapeutic  purposes.  Hydrolysates 
of  protein  belong  to  the  first  group  and  are 
thus  essentially  amino  acid  mixtures  pro- 
duced by  artificial  hydrolysis  of  the  protein 
molecule.  Their  value  lies  primarily  in  the 
fact  that  they  supply  dietary  nitrogen  in  a 
readily  assimilated  form  and  are  useful  in 
certain  conditions  for  maintaining  nitrogen 
nutrition  at  high  levels. 

Chemistry: 

Protein  molecules  are  large,  molecular 
weights  ranging  from  several  thousand  into 
the  millions.  These  large  molecules  are  com- 
posed of  large  numbers  of  amino  acids  com- 
bined in  complex  patterns.  Hydrolysis  of  a 
protein  ultimately  results  in  its  breakdown 
into  its  constituent  amino  acids.  The  amino 
acids,  of  which  proteins  are  composed,  are 
organic  acids  having  an  amino  (NH2)  or  imino 
(NH)  group  in  place  of  one  of  the  hydrogens 
attached  to  the  alpha  carbon.  They  are 
coupled  in  the  protein  molecule  to  form  pep- 
tides. This  linkage  is  illustrated  as  follows: 


R2 

H2N-CH- 
I 

Ri 

It  is  at  these  linkages  that  hydrolysis  splits 
the  protein  into  its  constituent  amino  acids. 
The  protein  hydrolysates  are  artificial  digests 


C-COOH 


of  proteins  accomplished  by  means  of  acid, 
enzyme  or  other  hydrolysis  in  which  the  large 
protein  molecule  is  broken  down  into  its 
amino  acids. 

Essential  Amino  Acids: 

Certain  amino  acids  are  recognized  as 
‘essential’  to  the  animal  body,  meaning  that 
they  either  cannot  be  made  by  animal  tissues 
or  cannot  be  made  in  sufficient  quantities  to 
support  normal  growth  and  function.  These 
amino  acids  therefore  must  be  present  in  the 
diet.  Ten  are  listed  for  the  rat:  Arginie,  his- 
tidine, isoleucine,  leucine, lysine,  methionine, 
phenylalanine,  threonine,  tryptophan  and 
valine.  Histidine  and  arginine  may  not  be  in- 
dispensable in  man.  The  essential  amino 
acids  are  usually  provided  in  preparations  for 
replacement  therapy.  Protein  hydrolysates 
should  be  nutritionally  adequate  — that  is, 
they  should  contain  adequate  amounts  of  all 
of  the  essential  amino  acids. 

Preparations: 

Hydrolysates  are  prepared  from  pure  pro- 
teins such  as  casein,  lactalbumin  or  fibrin,  or 
from  good  sources  of  protein  such  as  blood, 
liver  or  yeast.  Products  are  available  in  forms 
suitable  for  intravenous  use  as  well  as  for 
oral  administration.  In  some  instances  the 
products  are  modified  after  hydrolysis  by  the 
addition  of  amino  acids,  by  the  addition  of 
carbohydrate  such  as  dextrose,  or  by  the  ad- 
dition of  vitamins  and  minerals. 

In  addition  to  being  nutrionally  adequate, 
hydrolysates  should  have  a low  ash  content, 
particularly  in  sodium.  Parenteral  prepara- 
tions of  course  must  be  sterile  and  pyrogen- 
free  and  must  be  non-antigenic  to  preclude 
the  likelihood  of  an  anaphylactic  reaction 
when  injected.  Palatability  is  important  in 
oral  preparations. 

Uses: 

Protein  hydrolysates  are  useful  in  many 
conditions  associated  with  protein  deficiency. 
Protein  deficiencies  may  be  caused  by  one  or 
more  of  the  following  basic  conditions:  < ^ * 
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insufficient  protein  intake,  <2)  improper 
utilization  and  < 3 > excessive  loss,  excretion, 
or  catabolism. 

Parenteral  preparations  are  useful  for  the 
maintenance  of  positive  nitrogen  balance  in 
conditions  in  which  there  is  interference  with 
the  intake,  digestion,  or  absorption  of  protein 
such  as  in  severe  illness  and  after  surgical 
operations  of  the  alimentary  tract.  A positive 
nitrogen  balance  occurs  when  the  amount  of 
protein  nitrogen  ingested  is  greater  than  the 
amount  lost  from  the  body.  Conversely,  a 
negative  balance  exists  when  the  amount  lost 
is  greater  than  the  amount  ingested. 

Oral  preparations  may  be  useful  in  the 
diets  of  infants  allergic  to  milk,  to  supple- 
ment the  protein  in  diets  when  a high  pro- 
tein intake  is  desired,  and  in  the  treatment 
of  peptic  ulcer  and  ulcerative  colitis.  If  there 
is  adequate  utilization  of  food  proteins,  hy- 
drolysates should  not  be  substituted  for  these 
proteins. 

The  use  of  protein  hydrolyates  or  amino 
acid  preparations  in  peptic  ulcer  has  received 
considerable  attention,  and  beneficial  results 
have  been  obtained  with  this  type  of  therapy. 
It  appears  that  a low  protein  diet  may  be  a 
contributory  factor  in  causing  ulcers  and 
further,  in  protein  depletion,  the  healing  of 
ulcers  is  made  more  difficult.  Persons  with 
gastric  ulcers  are  usually  on  restricted  diets 
and  take  alkalies  to  neutralize  gastric  acidity. 
This  neutralization  of  acidity  interferes  with 
protein  digestion  because  of  the  inactivation 
of  the  proteolytic  enzyme,  pepsin.  It  has  been 
suggested  that  since  amino  acids  are  am- 
pholytes (act  as  acids  or  bases)  they  neutralize 
the  free  acid  in  the  stomach  and,  in  addition, 
supply  dietry  nitrogen  in  a readily  assim- 
ilated form.  Shay,  Gruenstein,  Siplet  and 
Komarov  have  investigated  the  mechanism  of 
protein  hydrolysate  action  experimentally  on 
rats.  They  supplemented  an  already  adequate 
diet  with  protein  hydrolysates  in  amounts 
equivalent  to  25  G of  additional  protein  and 
found  an  increased  resistance  of  the  gastric 
rumen  to  peptic  ulceration  without  significant 
changes  in  the  volume,  acidity,  or  the  peptic 
power  of  the  gastric  contents. 

Injections  of  protein  hydrolysates  may  pro- 
duce untoward  reactions  of  varying  severity, 
and  care  must  be  exercised  in  looking  for 
any  such  reactions.  Intravenous  injection  is 
contraindicated  in  severe  heptic  insufficiency 


and  in  acidosis  until  the  latter  condition  is 
corrected. 
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CANCER  OF  THE  LUNG 

Because  some  of  those  who  come  seeking 
relief  from  a persistent  cough  may  have  can- 
cer of  the  lung,  the  pharmacist’s  part  in  the 
fight  against  this  form  of  cancer  is  an  espec- 
ially important  one.  Traditionally,  lung  can- 
cers are  among  the  most  deadly;  but  surgery 
can  treat  them  with  good  hope  of  success  in 
their  early  stages.  Once  again,  it  is  a question 
of  early  diagnosis.  Perhaps  only  one  out  of 
ten  lung  cancers  is  discovered  in  time. 

Lung  cancer  is  primarily  a disease  of  men, 
who  have  90  per  cent  of  the  cases  reported. 
Possibly  this  is  because  men  are  more  ex- 
posed than  women  to  environmental  factors 
such  as  certain  types  of  dust,  or  radioactive 
substances  in  industry.  The  common  age  for 
lung  cancer  is  40  to  70,  with  the  peak 
estimated  at  53. 

A persistent  cough,  whatever  its  possible 
cause,  does  not  necessarily  mean  cancer  of 
the  lung;  almost  everyone  coughs,  more  or 
less.  What  is  to  be  watched  for  as  a danger 
signal  is  a change  in  coughing  habits.  Just 
as  a change  in  bowel  habits  is  a frequent 
symptom  of  cancer  of  the  stomach,  so  a 
change  in  coughing  habits  is  very  often  a 
warning  of  lung  cancer.  The  change  may 
take  various  turns:  The  chronic  cough  may 
become  spasmodic,  or  productive  of  more 
phlegm.  An  infrequent  cough  may  become 
chronic,  day  and  night.  In  its  early  stages, 
the  cough  of  lung  cancer  does  not  necessarily 
bring  up  much  sputum.  Later,  there  is  apt 
to  be  continuous  streaking  of  the  sputum  with 
blood,  or  actual  hemorrhage.  It  has  been  said 
that  lung  cancer  “may  simulate  almost  any 
disease  of  the  respiratory  tract.”  It  may  seem 
like  tuberculosis,  for  example,  although  there 
is  apparently  no  relation  between  the  two. 

Since  a persistent  cough  may  possibly  be 
an  indication  of  any  of  these  serious  maladies, 
many  pharmacists  recommend  consulting  a 
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physician  when  clients  complain  of  coughs 
that  hang  on. 

In  over  half  the  cases,  a cough  is  the  first 
sympton  of  lung  cancer.  Others  which  are 
sometimes  found  include  loss  of  weight, 
wheezing,  and  pain  — sometimes  a sharp  pain 
after  coughing,  or  a constant  dull  ache  deep  in 
the  chest,  or  only  a vague,  persistent  feeling 
of  discomfort  in  this  region.  The  persistent 
cough  is  the  thing  to  watch  for,  and  especially 
the  cough  that  changes. 

Diagnosis  of  lung  cancer  may  require  some 
weeks  of  examination,  involving  x-ray  and 
other  methods.  The  curve  of  success  in  sur- 
gical treatment  of  lung  cancer  has  been 
rapidly  rising.  The  great  problem  in  this  form 
of  cancer  is  to  get  the  patient  to  the  doctor  in 
time. 

No  drug,  gargle,  spray,  massage,  or  other 
such  treatment  has  any  therapeutic  value  in 
this  disease.  This  information,  important  too 
in  cancer  of  the  larynx  because  coughing  is 
also  a frequent  early  symptom  of  that  disease, 
needs  repeating  with  redoubled  emphasis  in 
regard  to  cancer  of  the  lung. 

Serious  as  it  is,  lung  cancer  offers  a bright 
prospect  of  a lowered  death  rate  in  the  future, 
through  earlier  diagnosis.  Few  professional 
people  have  a greater  opportunity  to  save 
lives  in  this  way  than  the  pharmacist  who 
urges  inquirers  having  suspicious  symptoms 
to  see  a doctor. 

Prepared  and  distributed  by  the  U.  S.  Public 
Health  Service  and  the  American  Pharmaceutical 
Association. 


PRESCRIPTION  BILL  MUST  BE 
SUPPORTED 

Medicinals  dispensed  on  prescription  should 
be  exempt  from  provisions  included  in  Sec- 
tion 502  of  the  Federal  Food,  Drug  and  Cos- 
metic Act  occording  to  John  W.  Dar gavel, 
executive  secretary  of  the  National  Associa- 
tion of  Retail  Druggists  in  his  editorial  mes- 
sage in  the  May  16  issue  of  the  N.  A.  R.  D. 
Journal. 

Mr.  Dargavel  goes  on  to  say; 

“The  statutory  stipulations  and  the  bureau- 
cratic regulations  coupled  to  them  are  un- 
justifiable and  moreover  they  cannot  be  de- 
fended from  the  standpoint  of  the  general 
welfare. 

It  takes  only  casual  study  to  discern  the 
facts  as  follows: 

“(1)  Federal  control  of  prescriptions  de- 


prives the  states  of  rights  identified  with  his- 
torical tradition. 

“(2)  Ethical  concepts  of  pharmacy  are  to  a 
large  extent  nullified  through  Section  502. 

“(3)  The  laws  of  the  states  provide  ample 
protection  to  safeguard  public  health  against 
abuses  that  involve  every  class  of  prescrip- 
tions. 

“(4)  Federal  control  of  prescriptions  has 
created  an  intolerable  situation  through 
arbitrary  administrative  decisions  in  connec- 
tion with  misunderstood  phraseology  of  statu- 
tory provisions. 

“(5)  Section  502  is  responsible  for  con- 
ditions of  confusion  that  are  detrimental  to 
the  general  welfare.  (Bureaucratic  stipula- 
tions for  enforcement  have  run  hogwild  on 
several  occasions  and  quite  often  they  have 
been  based  on  questionable  interpretations 
of  the  intention  of  Congress.) 

“(6)  The  druggists  are  compelled  to  contend 
with  frequent  problems  coupled  to  Section 
502.  (Physicians  often  refuse  to  consider  the 
position  of  the  pharmacist  in  connection  with 
refills  and  telephoned  prescriptions  that  in- 
clude medicinals  under  federal  control.  Also 
there  are  the  alarms  of  patients  over  scare 
labels  that  must  be  used.) 

“The  N.  A.  R.  D.  has  had  a corrective  pro- 
posal introduced  in  Congress  through  Repre- 
sentative Carl  T.  Durham  of  North  Carolina. 
The  bill  has  been  designated  H.R.  4203.  It 
calls  for  exemption  of  prescriptions  from 
Section  502  of  the  Federal  Food,  Drug  and 
Cosmetic  Act. 

“You  druggists  are  urged  to  give  the 
measure  determined  support.  It  is  important 
for  you  to  write  to  the  representative  from 
your  district  to  let  him  know  you  wish  to 
have  the  bill  enacted.  The  corrective  measure 
will  go  nowhere  unless  you  do.  You  asked 
for  the  proposed  amendment.  Now  it  is  up 
to  you  to  five  effective  support  to  H.R.  4203.” 


NEWS  ITEMS  From  the  Secretary's  Office 
Mrs.  Isabelle  Shannon  Aspen  and  her  hus- 
band have  purchased  a cafe  in  Langford, 
South  Dakota  and  have  converted  the  bus- 
iness into  a drug  store.  Langford  has  been 
without  a drug  store  for  two  years  since 
Morris  Gross  closed  out  his  pharmacy  and 
moved  to  Britton.  Pharmacist,  Isabelle  Aspen, 
has  been  recently  associated  with  the  Shan- 
non Drug  in  Columbia,  South  Dakota. 
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The  newly  established  Hill  City  Drug 
Store  at  Hill  City  has  been  completely  re- 
modeled, including  a new  store  front,  accord- 
ing to  information  received  from  the  Board 
inspector.  Pharmacist,  Russell  Foster,  is  the 
manager  of  the  new  drug  store. 

Remodeling  of  the  Corner  Drug  Store  in 
Pierre  has  now  been  completed.  Fred  L. 
Vilas,  proprietor  held  his  formal  opening 
early  this  month.  The  pharmacy  is  now  one 
of  the  finest  in  the  state  and  the  only  Wal- 
green Systemstore  in  South  Dakota  designed 
completely  by  Walgreen  architects. 

Secretary  Wilson  spent  several  days  in 
Aberdeen  last  month  helping  the  Local  Con- 
vention Committee  get  lined  up  for  the  An- 
nual Meeting  of  the  State  Pharmaceutical 
Association. 

Pharmacist  Fred  J.  Sackett  writes  that  he 
is  looking  for  a buyer  for  his  drug  store  at 
McLaughlin,  South  Dakota.  The  city  has  a 
new  20  bed  hospital,  one  M.D.  and  a large 
trading  area.  Any  pharmacist  interested  in 
buying  should  write  him  direct. 

Jack  D.  Einkopf  of  Freewater,  Oregon 
writes  that  he  is  keenly  interested  in  return- 
ing to  South  Dakota  and  that  he  would  like  to 
have  a position  in  a drug  store  in  this  state. 

Pharmacist  L.  C.  Utley  of  Sioux  Falls 
passed  away  on  May  7,  1949.  He  has  been  en- 
gaged in  the  Life  Insurance  business  in  Sioux 
Falls  for  the  past  several  years.  Death  was 
caused  by  a stroke. 

Pharmacist  C.  A.  Locke  is  working  at  the 
Nyal  Pharmacy  in  Spearfish.  He  reports  that 
the  high  altitude  is  not  too  good  for  his  health 
and  that  he  would  like  to  have  a pharmacist 
to  take  his  place  as  soon  as  possible. 


BOARD  OF  PHARMACY  CONDUCTS 
LICENSURE  EXAMINATIONS 

The  South  Dakota  Board  of  Pharmacy  held 
its  regular  annual  examinations  meeting  at 
State  College,  in  Brookings,  on  June  7,  8,  9, 
1949.  Forty-four  graduates  from  the  Division 
of  Pharmacy  at  South  Dakota  State  College, 
two  from  the  University  of  Southern  Cali- 
fornia and  one  each  from  the  University  of 
Wisconsin  and  North  Dakota  State  College, 
took  a part  or  all  of  their  Board  of  Pharmacy 
examinations  for  licensure  at  this  meeting. 

Candidates  having  taken  the  written  sub- 
jects of  their  Board  Examinations  at  a pre- 
vious meeting  and  who  completed  their  prac- 


tical examination  requirements  at  this  meet- 
ing were:  Raymond  A.  Anderson,  Austin, 
Minnesota;  John  W.  Argabrite,  M.D.,  Water- 
town;  Russell  H.  Buhn,  Brookings;  Glen  E. 
Dorn,  Mitchell;  Dick  Dykstra,  Hudson;  Mrs. 
Alice  LaCroft  Mills,  Huron;  Irene  Mogard, 
Watertown;  Milbert  E.  Mueller,  Sioux  Falls; 
Edgar  E.  Parry,  Brookings  and  Clarence  J. 
Zajicek,  Buffalo  Center,  Iowa. 

Candidates  who  took  the  complete  Board  of 
Pharmacy  examinations  at  this  meeting  were: 
Conald  P.  Abler,  Hoven;  James  E.  Anderson, 
Aberdeen;  Garvin  C.  Bertsch,  Ashley,  N. 
Dak.;  Mary  Lou  Boatman,  Columbia;  Joseph 
F.  Cholik,  Lakefield,  Minn.;  Norman  C.  Falde, 
Stillwater,  Minn.;  Charles  F.  Frost,  Mankato, 
Minn.;  Darlene  E.  Hackett,  Miller;  Thomas  B. 
Harris,  Gettysburg;  Beryl  Heideman,  Dell  , 
Rapids;  Rita  A.  Hoch,  Brookings;  Tomoo 
Inouye,  Gary,  Ind.;  Archie  D.  Lane,  Austin,  ■ 
Minn.;  Wallace  LaVine,  Aberdeen;  Harold  K. 
McMahon,  Elkton;  Keith  A.  G.  McKay, 
Sturgis;  Denis  E.  Pieschel,  Springfield,  Minn.; 
Patricia  L.  Procknow,  Madison;  Janice  J. 
Reyer,  Hudson;  Robert  R.  Reyer,  Hudson; 
Mrs.  Marion  Church  Ryan,  Brookings;  Stan- 
ley B.  Swenumson,  Sisseton;  Norbert  A. 
Tompkin,  Redfield;  and  Clifford  A.  Wood- 
erick.  Rapid  City. 

Candidates  who  did  not  have  one  full  year 
of  practical  experience  and  who  were  ex- 
amined only  in  the  written  subjects  of  Phar- 
macy, Materia  Medica,  Chemistry  and  Phar- 
maceutical and  Chemical  Mathematics  were: 
Alvin  G.  Determan,  Brookings;  Raymond  A. 
Engler,  Ipswich;  Mrs.  Yvonne  Sabo  Hutchin- 
son, Arlington;  Albert  Jolink,  Edgerton, 
Minn.;  Robert  F.  Jones,  Brookings;  Roger  L. 
Koenig,  Sioux  Falls;  Lloyd  D.  Knutson,  t 
Hendricks,  Minn.;  Leonard  P.  Martens,  Lake  i 
George,  Minn.;  James  E.  Miller,  Arlington;  \ 
Lueman  B.  Rodman,  Aberdeen;  William  M.  i 
Ryan,  Brookings;  Ernest  A.  Schneider,  Sher-  * 
man;  Gerald  E.  Smith,  White;  and  Earl  L.  1 
Zeal,  Plankinton. 
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Reports  from  the  Washington  Representative  of  N.A.R.  D. 

by 

George  H.  Frates 


I 


WHAT  GOES  ON  HERE  — AT  RANDIM 

CIGARETTE  SALES  TAX  BILL  PASSED 
BY  HOUSE.  Representative  Jenkins  (Ohio) 
was  successful  in  piloting  his  bill,  H.  R.  195, 

I through  the  House  of  Representatives  by  a 
j vote  of  322  to  24  — 85  members  either  did 
j not  vote  or  were  paired  off.  Congressman 

IJankins  spearheaded  the  same  legislation  in 
the  80th  Congress  but  unfortunately  it  was 
not  acted  upon  by  the  Senate.  If  H.  R.  195 
clears  the  Senate  and  is  signed  by  the  Presi- 
dent it  will  put  a stop  to  bootlegging  cigar- 
ettes into  States  having  no  sales  tax  on  these 
commodities  — or,  if  they  do  have  a tax,  and 
another  State  has  a lesser  tax,  H.  R.  195  will 
prevent  chiseling.  Retailers  who  comply  with 
the  law  in  their  respective  States  have  been 
up  against  tough  competition  from  mail-order 
houses,  unscrupulous  dealers,  and  petty 
chiselers  unfairly  dealing  in  cigarettes.  The 
debate  on  the  floor  of  the  House  brought  out 
some  interesting  highlights.  Mr.  Burnside,  of 
West  Virginia,  opposing  H.  R.  195,  said  that 
the  passage  of  this  bill  would  make  it  im- 
possible for  the  workingman  in  tax  States  to 
escape  the  consequences  of  local  high  taxes, 
or  of  local  so-called  Fair  Trade  laws,  which 
make  him  pay  more  for  cigarettes.  “1  am  not 
interested  in  making  price  cutting  more  dif- 
j ficult,”  sayeth  the  gentleman. 

I POST  EXCHANGES.  The  scope  and  dura- 
I tion  of  the  Congressional  investigation  of  the 
j operations  of  military  stores  are  now  being 
I determined.  Since  the  close  of  World  War  II, 
I military  stores  have  continued  to  expand 
their  operations  beyond  the  intent  of  Con- 
gress. Retailers  situated  in  areas  contiguous 
to  military  installations  have  felt  the  increas- 
ing pressure  of  the  unfair  competition  of 
i these  stores.  Members  of  a subcommittee  of 
the  House  Armed  Services  currently  are 
making  their  plans  which  will  determine 
whether  the  probe  is  to  be  effective.  N.A.R. D. 
will  be  represented  and  will  present  a state- 


ment covering  this  unfair  method  of  com- 
petition by  Government. 

ABOUT  15,600,000  working  men  and  wo- 
men belong  to  labor  unions.  They  and  their 
dependents  total  perhaps  50,000,000  — • one  in 
every  three  Americans.  There  relations  with 
management  are  regulated  by  the  controver- 
sial labor  bill.  Their  wages  — both  as  pur- 
chasing power  and  as  a part  of  the  cost  of 
production  — are  a vital  element  in  the  na- 
tional economy.  ***Would  that  equity  pre- 
vailed. Wonder  how  the  Golden  Rule  would 
apply  here  — or  is  that  realistic?*** 

ECONOMY  AND  THE  PUBLIC  DEBT.  “I 
place  economy  among  the  first  and  most  im- 
portant virtues  and  public  debt  as  the  greatest 
of  dangers.  To  preserve  our  independence, 
we  must  not  let  our  rulers  load  us  with  per- 
petual debt.  We  must  make  our  choice  be- 
tween economy  and  liberty,  or  profusion  and 
servitude.  If  we  can  prevent  the  Government 
from  wasting  the  labors  of  the  people  under 
the  pretense  of  caring  for  them,  they  will  be 
happy.  The  same  prudence  which  in  private 
life  would  forbid  our  paying  our  money  for 
unexplained  projects,  forbids  it  in  the  dis- 
position of  public  money.”  Thomas  Jeffer- 
son. ***In  1910,  the  first  time,  the  yearly  ap- 
propriations of  a Congress  exceeded  a billion 
dollars.  Now  the  national  debt  is  a quarter 
of  a trillion  dollars. 

THE  FEDERAL  TRADE  COMMISSION 
will  sponsor  a trade  practice  conference  for 
the  candy  manufacturing  industry  June  9 in 
Chicago  at  the  Hotel  Stevens.  The  conference 
will  be  devoted  to  the  discussion  of  compre- 
hensive rules  designed  to  prevent  unfair  prac- 
tices and  to  maintain  ethical  competitive 
standards  for  the  protection  of  industry, 
trade,  and  the  public. 

TOTAL  RETAIL  DRUG  SALES  for  the 
first  quarter  of  1949  amounted  to  $884  million, 
a decrease  of  $3  million  below  the  all-time 
high  first-quarter  sales  of  1948.  Of  this  total, 
independent  stores  accounted  for  $686  million. 


— 213  — 


SOUTH  DAKOTA 


or  78  per  cent,  and  chain  stores  $198  million, 
or  22  per  cent.  Total  retail  drug  sales  for 
March  1949  were  estimated  at  $303  million,  a 
decrease  of  $2  million  under  March  1948  but  a 
seasonal  increase  of  $19  million  above  Feb- 
ruary of  this  year. 

WHAT  IS  FAIR  TRADE?  When  will  our 
people  ever  come  to  understand  that  the  Fair 
Trade  Acts  are  voluntary  — that  in  order  to 
operate  under  one  of  the  statutes  the  product 
must  be  in  free  and  open  competition.  Do 
not  confuse  Fair  Trade  with  liquor  interests’ 
desire  to  force  price  maintenance.  Voluntary 
action  versus  compulsion  in  the  marketing  of 
merchandise  exhibits  a gap  likened  unto  the 
distance  from  the  North  to  the  South  Pole. 

THE  AIR  CONDITIONING  AND  RE- 
FRIGERATION NEWS  takes  a rap  at  the 
drug  stores  in  an  article  published  in  their 
May  issue.  It  is  entitled  ICE  CREAM:  A 
SICK  INDUSTRY.  It  states  “Prior  to  World 
War  H,  some  90%  of  our  nation’s  ice  cream 
was  sold  through  drug  stores.  And  most  of  it 
was  consumed  by  youngsters,  on  Ihe  premises 
of  these  drug  stores.  The  druggists  figured 
that  catering  to  ‘kids’  was  a good  idea.  Young 
ice-cream  buyers  brought  their  parents  into 
the  store,  and  the  youngsters  themselves  were 
conditioned  to  shop  for  vitamins  and  pills  and 
sundries  in  that  drug  store  when  they  grew 
up.  During  the  war  the  progressive  druggist’s 
attitude  changed.  Ice  cream  was  hard  to  get. 
So  was  restaurant  service.  Soda  fountains 
turned  from  ice  cream  to  sandwiches.  They 
catered  to  harried  adults.  And  that  was  the 
time  when  druggists  decided  that  ‘kids’  were 
a nuisance.  Ice  cream  and  sodas  were  priced 
out  of  reach  of  youngsters.  And  the  latter 
were  herded  out  as  fast  as  they  barged  in  — 
because  they  were  noisy,  messed  up  the 
magazine  rack  while  thumbing  through  comic 
books,  and  just  on  ‘general  principles.’ 
(Apparently  it  hasn’t  occurred  to  drug  store 
proprietors  that  they  should  throw  out  the 
comic  books  instead  of  the  kids.)  End  result 
is  that  ice  cream  consumption  and  distribu- 
tion is  revolutionizing.  From  an  on-the- 
premises  deal,  it’s  converting  into  an  off-the- 
premise  phenomenon.  Instead  of  down  to  the 
corner  drug  store  for  their  ice  cream,  ‘kids’ 
are  being  served  at  home  with  the  dessert  and 
‘snack’  they  love  best.  Home  freezers  and 
larger  freezer-storage  compartments  in 
modern  refrigerators  are  abetting  this  trend. 


So  are  ice  cream  cabinets  in  grocery  stores. 
The  latter  are  selling  more  and  more  of  the 
nation’s  ice  cream.  Druggists  are  losing  out 
because  they  are  neglecting  the  kids  in  par- 
ticular and  the  ice  cream  trade  in  general. 
Manufacturers  and  merchandisers  of  ice 
cream  cabinets  should  join  this  parade  to  the 
food  store  by  designing  their  products  to 
catch  the  eye  of  food  shoppers.  Most  ice 
cream  cabinets  are  hidden.  Why?  Because 
they  aren’t  eye-catchers.  Usually  they  are 
black,  and  nearly  always  they’re  below  eye- 
level.  The  adding  of  a package  or  two  of  ice 
cream  to  food  shoppers’  baskets  can  be  stim- 
ulated by  ice  cream  cabinets  which  have 
colorful,  eye-level  displays.  “Impulse  pur- 
chasing” has  to  be  auto-suggestive  in  self- 
service  stores.”  Comment:  Well,  that’s  what 
they  say.  Ice  cream  is  one  item  that  does  not 
need  eye  appeal  to  remind  you  to  buy  it. 
When  you  want  ice  cream  you  usually  pur- 
chase it  because  of  a desire,  not  just  when  you 
happen  to  see  it. 

IT’S  THE  LAW.  The  Federal  Commission 
has  reaffirmed  its  position  in  regard  to  some 
drug  advertisements.  Advertising  must  go 
all  out  in  telling  about  the  therapeutic  effects 
of  certain  products.  Besides  that  you  are  sup- 
posed to  tell  the  public  what  the  drugs  won’t 
do.  The  stand  taken  by  the  FTC  came  about 
because  Ada  J.  Alberty,  Hollywood,  Cal., 
asked  the  Commissioners  for  a modification 
of  a cease  and  desist  order.  It  appears  that 
the  days  of  the  charlatans,  mountebanks, 
and  quacks  are  over.  You  cannot  make  up  a 
shot-gun  mixture  and  offer  it  for  the  cure  of 
all  human  ills  any  more.  You  “gotta”  tell 
them  what’s  in  it  and  prove  its  efficacy, 
otherwise  you  cannot  gather  in  the  shekels  as 
of  yore. 

FRAUD  FIGHTERS.  On  April  29  in  the 
District  of  Columbia,  Dr.  Paul  B.  Dunbar, 
Food  and  Drug  Administrator,  exhibited  a 
premiere  showing  of  an  interesting  moving 
picture  film  entitled  “Fraud  Fighters.”  The 
theme  is  based  upon  the  fact  that  the  United 
States  has  one  of  the  best  and  safest  Food 
and  Drug  codes  in  the  world.  The  picture  is 
now  being  shown  throughout  the  country. 
“Fraud  Fighters”  illustrates  how  the  FDA 
tracks  down  quacks  and  shady  manufacturers 
who  endanger  the  American  public  with  their 
fake  medicines,  cosmetics,  and  filthy  food. 

“MARATHON”  foot  powder,  put  out  by 
McKesson  and  Robbins,  is  non-taxable. 
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The  Positive  Approach  in  Drug  Therapy 

H.  G.  Skinner,  M.A.,  M.D.,  Director,  Pennington  County,  Health  Department 

Rapid  City,  S.  D. 


Therapy  demands  a positive  approach.  The 
crescendo  of  interest  that  leads  to  a diagnosis 
must  not  halt  if  the  patient  is  to  have  maxi- 
mum benefit  from  the  treatment.  Our  aim 
should  be  to  make  therapy  a part  of  the  cres- 
cendo and  not  a weak  and  broken  after- 
thought. Diagnosis  is  vital  but  it  is  merely  the 
foundation  for  the  therapeutic  battle  which  is 
our  contribution  to  the  patient’s  plea:  “Please 
cure  me.” 

Diagnosis  precede  treatment.  Only  on  rare 
occasions  is  it  legitimate  that  exceptions  be 
made  and  symptomatic  treatment  used.  Never 
allow  the  patient  to  become  so  satisfied  with  a 
soothing  symptomatic  treatment  that  all  the 
important  diagnostic  measure  is  forgotten.  A 
careful  study  of  cases  having  uterine  cancer 
showed  that  if  a pelvic  examination  is  indicat- 
ed it  must  be  done  without  delay,  because  any 
treatment  may  mean  security  to  the  patient. 
The  bleeding  may  stop;  the  discharge  lessen 
but  the  cancer  still  grows.  Never  treat  symp- 
tomatically where  you  should  diagnose  first. 
If  the  excuse  to  delay  examination  is  valid  do 
not  treat  symptomatically. 

Once  a diagnosis  is  made  and  therapy  de- 
cided upon  it  is  time  to  explain  to  the  patient 
what  you  are  doing.  “He  won’t  tell  me  any- 
thing” is  the  pet  way  many  patients  have  of 
referring  to  our  lack  of  explanation  at  this 
stage.  The  difficulty  is  clear.  The  inexper- 
ienced physician  tries  at  first  to  explain  to 
the  patient  as  he  might  to  a medical  ex- 
aminer. It  is  fine  for  a college  examiner  but 
confuses  the  patient.  After  leading  a patient 
into  the  maze  of  knowledge  about  etiology, 
pathology,  diagnostic  signs,  laboratory  and 
x-ray  findings,  the  new  doctor  stops  that  non- 
sense and  he  has  joined  the  “he  won’t  tell  me 
anything”  group. 

There  is  a middle  course  in  this  what-to- 
tell  the  patient  puzzle  which  helps  motivate 
the  patient’s  own  fight  for  health.  Explain 
one  or  two  points  which  can  be  called  “guide 


lights,”  use  the  weight  in  heart  failure,  the 
hemoglobin  in  anemia,  the  number  of  flushes 
per  day  in  the  menopause,  etc.  Now  the 
patient  has  her  guide  light.  She  also  has  a 
talking  point  for  she  will  have  to  face  her 
husband,  her  mother-in-law,  her  critical 
neighbor,  her  bridge  club  and  her  church 
group.  If  you  fail  to  give  her  ammunition  for 
these  situations,  faith  in  you  will  be  shaken. 
It  is  often  shaken  so  severely  that  treatment 
response  is  poor,  sometimes  the  doctor-patient 
relationship  is  broken.  This  is  a danger  point 
in  our  relationship  with  the  patient  which 
cannot  be  protected  by  explanation.  But  re- 
member that  over-explanation  is  as  dangerous 
as  no  explanation. 

This  method  of  “guide  light”  is  most  help- 
ful to  the  average  physician.  There  are  some 
who  tell  nothing  and  still  through  some 
powerful  personality  force  are  worshipped  by 
their  patient.  These  doctors  may  even  be 
rude  and  yet  be  rewarded  with  the  status  of 
God  in  the  patient’s  eye.  There  is  no  known 
formula  for  fashioning  this  type  of  doctor- 
patient  relationship. 

There  are  the  “guide  lights”  for  the  patient 
and  the  “evaluation  points”  for  the  doctor. 
These  facts  vary  from  disease  to  disease  but 
they  cannot  be  ignored  without  resulting 
disaster.  In  heart  failure  note  (a)  the  pulse, 
(b)  respiration,  (2)  rales  at  base  (d)  liver  size, 
(e)  edema  sacral  or  ankles,  (f)  weight.  Write 
the  answers  down  — check  at  each  visit  and 
you  have  the  ideal  record  of  your  therapeutic 
results.  This  is  one  good  answer  to  case  re- 
cording for  the  busy  practitioner.  Note  the 
essential  facts  plus  any  unusual  occurrences 
Therapeutic  results  can  thus  be  followed  with 
efficiency  and  ease. 

The  “evaluation  points”  serve  another  pur- 
pose. Many  patients  refuse  to  trust  their  own 
judgment  so  they  will  not  admit  progress. 
Even  the  most  resistant  or  depressed  will 
break  down  and  admit  that  they  are  improv- 
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ing  when  confronted  with  the  evidence  afford- 
ed by  the  “evaluation  points.”  It  is  well  for 
the  doctor  to  wait  until  questions  and  needed 
examinations  have  given  him  the  facts  before 
pointing  out  progress.  This  is  the  moment  the 
moment  the  patient  dreads  most.  It  is  a crisis 
which  should  be  recognized  and  used  by  the 
doctor  to  get  the  fullest  cooperation  from  the 
patient. 

A regime  is  an  important  way  to  give  hope 
and  a sense  of  rightness  to  the  patient  who 
has  a condition  which  is  beyond  our  thera- 
peutic powers.  Many  have  argued  that  it  is 
dishonest  to  hold  out  hope  where  none  is 
possible.  Perhaps  there  are  arguments  in  that 
direction  but  we  must  not  fail  our  patient.  If 
by  consultation  you  have  assured  yourself 
that  the  patient  suffers  from  an  incurable 
condition,  do  not  desert  him.  We  all  like  to 
be  on  the  winning  team,  yet  it  is  our  duty  to 
suffer  through  the  long  hours  of  the  death 
watch.  A regime  will  keep  both  the  patient 
and  doctor  to  the  hard  task  of  hoping  when 
hope  is  done.  Fix  the  visits,  insist  on  a tonic 
or  vitamin  shot,  be  a friend.  Some  friend  may 
have  to  take  you  down  the  long,  miserable 
road  to  death  and  you  will  find  that  smallest 
glimmer  of  hope  will  loom  large  in  your  eyes, 
for  the  field  of  vision  narrows  as  life  wanes. 

The  prescription  is  the  doctor’s  most  ob- 
vious link  with  the  drug  to  be  used  in  treat- 
ment. It  deserves  care  beyond  the  decision 
as  to  what  drug  to  order.  Pay  deliberate  at- 
tention while  writing,  do  not  cross  out  words 
or  amount;  if  you  change  your  mind  start 
again.  It  is  well  to  keep  a carbon  of  your  pre- 
scription. A copy  affords  a check  on  your- 
self and  the  druggist.  Make  sure  the  patient 
has  not  previously  purchased  the  drug  or 
combination  you  are  prescribing.  When  the 
writing  is  complete  tear  the  prescription  out 
— reread  and  hand  it  to  the  patient  with 
some  indication  of  the  paper’s  importance. 

The  patient  frequently  asks  how  much  the 
prescription  will  cost.  Do  not  estimate.  The 
druggist  will  tell  you  if  you  call  him  by  phone 
but  remember  the  price  may  not  apply  to  the 
next  patient.  You  should  decide  the  medica- 
tion on  its  merits  — price  at  times  can  be  a 
merit,  but  you  are  never  ni  a position  to  tell 
merit,  but  you  are  never  in  a position  to  tell 
the  druggist  what  he  may  charge  — that  is 
his  business  and  none  of  yours. 

The  medication  you  give  to  a patient  must 


have  appeal  and  newness  or  the  patient  may 
feel  he  is  receiving  the  same  as  everyone  else. 
We  know  a patient  may  require  the  same 
drug  as  another  but  he  does  not.  Therefore 
as  a motivating  force  we  dress  up  and  dis- 
guise the  active  ingredients.  Thus  we  give 
the  patient  the  impression  we  are  using  a 
unique  drug  for  his  unique  condition.  This 
attitude  fosters  a myth  and  cultivates  a hu- 
man foible  but  it  is  justifiable. 

The  medication  is  new  if  the  ever  present 
critic-husband  or  neighbor  does  not  recognize 
what  it  is.  It  should  appeal  to  the  sight,  the 
smell,  and  even  the  taste  for  the  patient  in- 
variable looks  at,  smells,  then  hesitatingly 
tastes  the  medicine. 

Drug  companies  use  these  methods  to  sell 
their  products.  It  is  your  right  to  motivate 
the  patient  by  the  newness  and  the  appeal  of 
a medication  but  do  not  be  fooled  by  a new 
dress  for  an  old  drug.  The  active  drug  counts 
so  see  that  it  is  there  in  adequate  amount  and 
that  the  dress  is  not  overly  expensive. 

Remember  to  warn  the  patient  of  possible 
undesirable  or  toxic  effects.  Iron  discolors 
teeth  and  turns  the  feces  black,  stilbesterol 
can  cause  vomiting,  sulfanamides  can  turn 
the  urine  smokey  or  red.  Outline  the  un- 
desirable results  to  the  patient.  Explain  what 
to  worry  about  and  what  to  ignore.  Be  ex- 
plicit as  to  discontinuing  medication  if  cer- 
tain conditions  occur.  Do  not  breed  fear  but 
rather  build  cooperation  and  self  reliance. 

You  have  failed  the  patient  if  you  choose 
the  right  drug  but  do  not  pursue  the  battle 
to  its  conclusion.  No  dose  is  final,  no  drug 
has  failed  until  it  has  been  used  in  the  max- 
imum dosage.  The  maximum  dosage  varies 
with  the  patient  for  it  is  the  dose  of  the  drug 
that  it  just  under  the  toxic  dose.  Good  ther-  ; 
apy  demands  boldness  as  well  as  careful 
planning. 

This  principle  has  been  well  demonstrated  ; 
by  Dr.  Gold^  of  Cornell  in  his  regime  for  the  , 
treatment  of  cardiac  failure.  He  makes  early  ■ 
and  full  use  of  diuretics.  He  has  found  that  j 
daily  doses  of  Mercuprin  are  essential  and  I 
has  given  as  much  as  6 c.c.  although  2 or  3 
c.c.  intramuscularly  usually  suffices. 

A frequent  detriment  to  therapy  is  that  i 
patients  often  misunderstand  instructions,  i 
They  appear  so  intent,  they  nod  violently  in 
agreement  when  we  explain  to  them  yet  they 
do  the  wrong  things.  Why?  They  are  so  busy  : 
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trying  to  impress  us  that  they  do  not  listen. 
There  are  two  points  that  are  important. 
First,  make  the  instructions  simple  and  re- 
peat at  least  three  times.  Secondly,  ask  the 
patient  to  repeat  the  instructions.  Few  can 
so  you  will  repeat  and  your  therapy  will  im- 
prove. 

In  summary  it  can  be  stated  that  therapy 
demands  a special  approach.  We  must 
motivate  the  patient  so  that  he  will  stick  to 
the  regime  or  medicine  until  it  has  its  full 
effect.  We  must  avoid  falling  into  error  by 
careful  examinations,  clear  instructions,  and 
a sensible  approach  to  treatment.  The  positive 
therapeutic  approach  does  much  to  increase 
treatment  results  and  will  give  you  greater 
satisfaction. 
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GULLIBLE'S  TRAVELS 

May  20,  starts  convention  time,  and  I,  with 
two  secretaries  and  Mr.  Whitcomb  rolled  into 
Yankton  to  set  up  the  auditorium  and  to  start 
the  wheels  rolling.  Saturday,  May  21,  saw  us 
put  the  finishing  touches  on  all  the  plans  and 
then  get  into  the  business  of  the  Association 
with  the  first  Council  meeting. 

Sunday,  Monday  and  Tuesday  brought 
about  a most  successful  meeting.  Much  credit 
is  due  the  officers  of  the  Association  and  the 
doctors  in  the  Yankton  District.  Special  nods 
are  due  Drs.  F.  J.  Abts  and  C.  B.  McVay  on 
local  arrangements.  There  is  also  a rumor 
afoot  that  the  stag  engineered  by  Dr.  V.  1. 
Lacey  and  his  committee  was  the  best  yet. 

Back  in  the  office  long  enough  May  25th 
and  26th  to  confuse  everyone  on  compilation 
of  the  Annual  Meeting  proceedings  and  then 
picked  up  where  I had  left  off  on  my  speak- 
ing engagements.  Talked  to  the  Exchange 
Club  in  Sioux  Falls  Friday  noon,  then  drove 
to  Webster  where  Dr.  Wm.  Duncan  had 
arranged  for  a presentation  of  our  story  to 
the  Day  County  Farmers  Union.  I might  in- 
sert here  something  that  we  have  suspected 
for  a long  time.  The  majority  of  the  Farm 
Union  membership  favored  our  side  of  the 
story,  only  a few  believed  in  the  Union’s  stand 
in  favor  of  Compulsory  Health  Insurance. 
And  — all  of  the  arguments  were  made  by 
one  woman. 

Left  after  the  return  from  Webster  on  a 
leisurely  trip  to  Atlantic  City  to  attend  the 
AMA  meetings.  Arrived  Sunday  June  5th  in 


time  to  catch  the  closing  portions  of  the  Con- 
ference of  Presidents  at  the  Traymore  Hotel. 
On  the  6th  attended  the  opening  sessions  of 
the  House  of  Delegates  and  renewed  acquain- 
tances with  friends  from  all  parts  of  the 
country. 

That  night  I attended  a reunion  of  Percy 
Jones  Hospital  officers  at  Haddon  Hall  and 
saw  many  of  my  old  friends  from  Army  days. 
Only  one  other  former  Medical  Administra- 
tive Officer  was  there,  the  rest  being  doctors 
or  nurses.  Former  Army  Surgeon  General 
Norman  Kirk,  first  C.  O.  of  Percy  Jones  was 
present  along  with  fifty  others  who  had  made 
Battle  Creek  their  wartime  home. 

Tuesday  June  7th,  attended  meetings  of  the 
Council  on  Medical  Service  discussing  Co- 
operatives. Met  our  delegate.  Dr.  H.  Russell 
Brown  and  discussed  the  House  activities. 
Spent  the  rest  of  the  day  in  bed  with  a severe 
attack  of  stomach  flu. 

June  8th  — Attended  the  meeting  of  Med- 
ical Society  Executives  at  Haddon  Hall  and 
then  with  my  wife  sat  in  on  an  excellent 
dinner  party  for  executives  and  guests. 

Left  late  the  afternoon  of  the  ninth  for  the 
return  trip  by  way  of  Dover,  Delaware, 
Detroit,  and  Northern  Michican. 

From  then  to  the  18th  the  office  has  been 
in  turmoil  getting  out  the  work  given  it  by 
the  Council  and  House  of  Delegates  at  the 
Yankton  meeting.  Fortunately,  Patty  Butler, 
the  girl  who  really  runs  the  office,  had  ar- 
ranged the  transactions  so  they  are  now  prac- 
tically ready  for  publication.  Patty  tells  me 
she  wants  to  leave  on  the  first  of  August  to 
start  some  real  housekeeping  for  her  hus- 
band. If  the  office  doesn’t  function  quite  as 
smoothly  for  a period  after  the  first,  you 
know  the  reason. 


INSURANCE  PAYMENTS 

PAYMENT  OF  A $2,800,000,000  special 
National  Service  Life  Insurance  dividend  on 
approximately  20,000,000  policies  has  been 
authorized  by  Carl  R.  Gray,  Jr.,  Administra- 
tor of  Veterans  Affairs.  About  16,000,000 
veterans  who  took  out  insurance  during 
World  War  II  will  be  eligible  to  receive  the 
dividend.  Amounts  individual  veterans  will 
receive  are  not  yet  known,  as  individual  cal- 
culations have  not  been  completed.  It  is 
hoped  that  distribution  of  the  checks  will  be 
started  some  time  in  January  1950  and  com- 
pleted during  the  first  half  of  1950. 
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Cytologic  Diagnosis  of  Cancer 
from  Body  Secretions  and  Fluids* 

John  R.  McDonald,  M.D.,  and  Lewis  B.  Woolner,  M.D., 
Division  of  Surgical  Pathology,  Mayo  Clinic,  Rochester,  Minnesota 


The  diagnosis  of  cancer  by  cytologic 
methods  has  evoked  widespread  interest  dur- 
ing the  past  few  years.  Although  isolated 
instances  of  cytologic  examination  of  sputum 
were  reported  as  early  as  1887  by  Hampelni, 
it  was  not  until  the  original  work  of  Papani- 
colaou2  in  1928  on  the  diagnosis  of  uterine 
cancer  that  the  practicability  of  the  method 
was  demonstrated. 

The  rationale  of  the  procedure  is  based  on 
the  desquamation  of  cancer  cells  from  all 
malignant  humors  having  a free  surface. 
These  exfoliated  cancer  cells,  in  whatever 
medium  they  lie  — sputum,  vaginal  secre- 
tions or  urine  — may  be  collected  and  stained 
by  appropriate  methods^.  It  has  been  shown 
that  cancer  cells  possess  certain  atypical 
characteristics  on  which  a diagnosis  of  malig- 
nancy may  be  based.  These  include  chiefly, 
large  size,  variation  in  size  and  shape  of  the 
cells  and  especially  of  the  nucleus,  the  nu- 
clear-cytoplasmic ratio,  hyperchromatism  of 
the  nucleus  and  the  presence  of  large  nucleoli. 
In  general  it  may  be  said  that  all  the  charac- 
teristic features  of  malignant  cells  seen  in 
tissue  sections,  with  the  exception  of  invasion, 
can  be  applied  to  isolated  cells,  singly  and  in 
clumps,  occurring  in  the  various  body  secre- 
tions and  fluids. 

The  examination  of  pleural  and  ascitic 
fluids  for  malignant  cells  has  been  a standard 
laboratory  procedure  for  many  years.  In  ad- 
dition, the  diagnosis  of  neoplasms  by  smears 
made  by  aspiration  technics  has  been  used 
successfully  for  many  years,  particularly  by 
the  Memorial  Hospital  Group.  In  view  of  the 
successful  application  of  cytologic  diagnosis 
in  these  procedures  it  is  surprising  that 
greater  advantage  has  not  been  taken  of  the 
diagnostic  possibilities  of  cytologic  examina- 
tion of  other  body  fluids.  At  present,  exten- 
sive work  is  being  carried  out  on  vaginal 
smears,  sputum  and  bronchial  secretions.  In 
addition,  considerable  investigative  work  is 
being  done  on  gastric  aspirates,  esophageal 


smears,  urinary  sediments  and  prostatic 
fluid  in  an  attempt  to  arrive  at  an  earlier 
diagnosis  of  carcinoma  in  these  regions.  The 
present  status  of  the  application  of  cytologic 
technic  of  these  various  sites  will  be  discussed 
separately. 

Cancer  of  the  Uterus 

Following  the  original  work  of  Papani- 
colaou2  in  1928  and  later^  in  1941  numerous 
investigators  have  demonstrated  the  useful- 
ness and  reliability  of  the  vaginal  smear  in 
the  diagnosis  of  uterine  cancer.  In  their  ex- 
cellently illustrated  monograph  published  in 
1943,  Papanicolaou  and  Traut^  outlined  the 
findings  in  193  cases  of  carcinoma  of  the  lower 
part  of  the  genital  tract.  In  127  patients  who 
had  cancer  of  the  cervix,  vaginal  smears 
failed  to  detect  malignant  cells  only  four 
times,  a percentage  error  of  3.2.  In  53  patients 
with  primary  carcinoma  of  the  fundus  the 
percentage  of  failure  was  9.3. 

Fremont-Smith,  Graham  and  Meigs®,  in  a 
five-year  period  at  the  Vincent  Memorial 
Laboratory,  have  studied  3,710  cases  by  this 
method  with  a total  diagnostic  error  of  2.8 
per  cent.  Of  3,327  cases  without  cancer,  a 
false  positive  diagnosis  was  made  in  55,  repre- 
senting an  error  of  only  1.6  per  cent.  Calcu- 
lated on  the  basis  of  the  number  of  cases  in 
which  a cytologic  diagnosis  of  cancer  had 
been  made,  the  false  positive  error  is  slightly 
more  than  12  per  cent.  In  general,  the  vaginal 
smear  is  most  accurate  in  cervical  and  less 
accurate  in  the  diagnosis  of  fundal  carcinoma. 
Of  285  cases  of  cervical  cancer  in  this  series, 
31  were  missed  by  smear  while  in  98  cases  of 
endometrial  cancer  the  smears  were  negative 
in  20. 

In  a large  series  of  cases  all  controlled  by 
tissue  section,  Isbell  and  associates'^  obtained 
positive  smears  in  39  of  40  cases  of  carcinoma 

* Read  at  the  meeting  of  the  South  Dakota  Di- 
vision of  the  American  Cancer  Society,  Sioux 

Falls,  South  Dakota,  October  11  to  13,  1948. 
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of  the  cervix  and  in  15  of  18  malignant  lesions 
of  the  uterine  fundus.  In  940  additional  cases 
with  negative  tissue  sections,  11  false  positive 
reports  were  given  on  the  basis  of  vaginal 
smears,  a percentage  error  of  1.17.  The  total 
combined  error  of  false  positive  and  false 
negative  smears  in  this  series  was  1.5  per 
cent. 


F.g.  1.  Carcinoma  cells  in  sputum  and  bronchial 
1 secretions,  a.  Sputum  small  cell  type.  Note  varia- 
tion in  size  of  nuclei,  absence  of  cytoplasm  (hema- 
toxylin and  eosion  x720).  b.  Bronchial  secretions 
1 showing  carcinoma  cells,  polymorphs  and  erythro- 
: cytes  (hematoxylin  and  eosin  x750). 

I Essentially  similar  findings  with  the  smear 
technic  have  been  reported  by  Ayre®  and  by 
Jones,  Neustaedter  and  Mackenzie®.  Gates 
and  Warren  lo  have  prepared  a useful  and 
excellently  illustrated  handbook  for  the 
diagnosis  of  cancer  of  the  uterus  by  the  use 
of  vaginal  smears.  An  impartial  discussion 
of  the  advantages  and  disadvantages  of  the 
method  is  provided  in  this  manual.  The  ap- 
plications of  the  vaginal  smear  method  are 
listed  by  these  authors  as  follows:  (1)  for  the 
study  of  obscure  or  doubtful  conditions  be- 
cause of  the  possibility  of  multiple  examina- 


tions without  inconvenience  to  the  patient, 
(2)  as  a supplement  to  biopsy  in  cases  with 
vague  or  few  symptoms  in  which  the  cervix 
is  grossly  not  suggestive  of  cancer,  (3)  as  a 
guide  to  the  effectiveness  of  radiation 
therapy,  (4)  as  a part  of  the  periodic  routine 
physical  examination  and  (5)  as  an  adjunct  to 
biopsy  for  all  gynecologic  cases.  The  two 
main  difficulties  inherent  in  the  method  are 
(1)  the  occasional  unrepresentative  nature  of 
the  smear  and  (2)  the  experience  and  time  in- 
volved in  diagnosis  by  this  method. 

Carcinoma  in  Situ. — Several  recent  reports 
deal  with  the  diagnosis  of  preinvasive  car- 
cinoma by  vaginal  smears.  Fremont-Smith 
and  associates®  have  reported  17  cases  of  pre- 
invasive carcinoma  of  the  cervix,  in  which 
vaginal  smears  were  positive  in  15.  Of 
biopsies  taken  from  these  17  patients,  his- 
tologic diagnosis  on  the  initial  biopsy  spec- 
imen was  positive  in  only  5.  Four  of  these 
patients  had  no  symptoms,  the  lesions  being 
discovered  only  by  routine  vaginal  smears. 
It  is  pointed  out  by  these  authors  that  non- 
infiltrating carcinomas  are  frequently  very 
limited  in  extent  and,  unless  multiple  cer- 
vical specimens  for  biopsy  are  obtained,  the 
lesions  may  frequently  be  missed  by  ordin- 
ary procedures.  For  this  reason  it  is  probable 
that,  for  the  detection  of  very  early  car- 
cinomas or  carcinoma  in  situ  of  the  cervix, 
the  vaginal  smear  is  more  accurate  than  the 
biopsy. 

Foote  and  Li^  i studied  18  cases  of  car- 
cinoma in  situ,  comparing  the  results  of 
smears  made  by  direct  swabbing  on  the  cer- 
vix and  smears  of  secretion  from  the  vaginal 
vault.  In  14  of  the  18  cases  smears  taken  di- 
rectly from  the  cervix  were  positive  for  car- 
cinoma cells.  In  9 of  the  18  cases,  smears  of 
secretion  from  the  vaginal  vault  were  posi- 
tive. It  is  suggested  that  positive  results 
might  be  increased  in  very  early  cases  by  ex- 
amination of  direct  smears  from  the  cervix 
and  vault  as  well  as  smears  from  the  en- 
docervical  canal.  In  all  of  these  cases  car- 
cinoma was  proved  by  biopsy  and  in  15  of  the 
18  cases,  the  entire  cervix  was  embedded  and 
multiple  sections  were  made.  In  none  of 
these  so  studied  was  there  any  evidence  of 
infiltration.  It  is  interesting  to  note  that  12 
of  the  18  patients  were  entirely  free  of  gyne- 
cologic symptoms.  In  a large  number  of  cases, 
the  cervix  was  described  by  the  clinician  as 
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being  essentially  normal  or  showing  very 
slight  erosion. 

Gates  and  Warren  1°  mentioned  2 cases  of 
carcinoma  in  situ  and  2 cases  of  carcinoma  in 
situ  with  early  invasive  growth  discovered 
by  vaginal  smears.  One  with  carcinoma  in 
situ  with  early  invasive  growth  did  not  pre- 
sent any  symptoms,  and  the  cervix  was 
grossly  normal.  The  other  3 had  had  symp- 
toms for  three  or  four  months,  but  the  gross 
appearance  of  the  cervix  was  not  suggestive 
of  cancer  on  examination  by  experienced 
gynecologists.  In  the  series  of  cases  of  Isbell 
and  associates'^  referred  to  previously,  8 posi- 
tive and  5 negative  smears  were  encountered 
in  13  carcinomas  in  situ  of  the  cervix.  In  2 
cases  the  original  biopsies  showed  carcinoma 
in  situ,  and  vaginal  smears  immediately  pre- 
ceding were  positive.  All  subsequent  biopsies 
and  smears  were  negative,  thus  raising  the 
question  of  complete  removal  of  all  malignant 
tissue  by  biopsy. 

The  incidence  of  preinvasive  carcinoma 
was  found  by  Fund  and  Auerbach  12  to  be 
3.9  per  cent  in  a series  of  1,200  cervices  re- 
moved by  hysterectomy  for  conditions  other 
than  cancer.  In  addition  several  cases  of  un- 
suspected invasive  cancer  were  found.  Taylor 
and  Guyeri3,  Stevenson  and  Scipiades^ and 
Smith  and  Pemberton  have  reported  cases 
of  clinical  invasive  carcinoma  developing 
three  to  eight  years  after  biopsy  had  revealed 
carcinoma  in  situ  of  the  cervix. 

If  it  is  shown  that  such  a period  of  latency 
exists  for  clinical  carcinoma  and  since  gross 
examination  of  the  cervix  in  such  early  cases 
is  frequently  essentially  negative,  it  is  ob- 
vious that  the  recognition  of  carcinoma  at 
this  early  stage  must  depend,  not  on  clinical 
examinations,  but  on  the  widespread  applica- 
tion of  cytologic  and  biopsy  methods.  Cur- 
rent emphasis  on  cancer  detection  raises  the 
question  of  the  practicability  of  the  method 
as  a screening  test  to  pick  up  early  symptom- 
less cancer.  Fremont-Smith  and  his  as- 
sociatesreported  the  detection  of  6 positive 
vaginal  smears  in  screening  300  unselected 
office  patients  for  uterine  cancer.  In  4 of 
these  a diagnosis  of  carcinoma  in  situ  was 
established  and  in  1 an  adenocarcinoma  of 
the  uterus.  In  1 case  the  presence  of  cancer 
was  not  proved. 

Some  practical  objections  to  a universal 
screening  program  have  been  pointed  out  by 


Foote  and  Li.i  1 Assuming  that  carcinoma  of 
the  cervix  occurs  in  1 case  per  1,500  women 
more  than  35  years  of  age  and  that  two  slides 
per  case  are  examined,  3,000  smears  must  be 
examined  in  order  to  detect  a single  case  of 
carcinoma.  This  represents  at  least  500  hours 
of  microscopic  work  by  a pathologist  or  ap- 
proximately 20  per  cent  of  a normal  working 
year  of  300  eight-hour  working  days.  It  is  ob- 
vious that  for  many  pathologists  the  expen- 
diture of  such  a large  amount  of  time  on 
negative  material  is  impossible.  It  has  been 
shown,  however,  that  adequately  trained 
technicians  can  screen  negative  slides  in  a 
reliable  manner,  and  the  solution  of  the 
problem  may  rest  in  the  training  of  a suf- 
ficiently large  number  of  skilled  personnel. 


Fig.  2a.  Hypernephroma  (3  cm.  in  diameter) 
diagnosed  by  cytologic  examination  of  urinary 
sediment,  b.  Hypernephroma  cells  in  sedimerit. 
Note  voluminous  cytoplasm  (hematoxylin  and  eosin 
x700). 

Cancer  of  the  Lungs 

The  cytologic  examination  of  sputum  and 
bronchial  secretions  has  proved  to  be  a highly 
successful  adjunct  in  the  diagnosis  of  primary 
bronchogenic  carcinoma.  The  practical  appli- 
cation of  the  method  was  first  demonstrated 
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in  1935  by  Dudgeon  and  Wrigley^"^,  of  Lon- 
don, who  found  cancer  cells  in  the  sputum  in 
68  per  cent  of  58  cases  of  proved  carcinoma 
of  the  lungs  or  respiratory  tract.  Subsequent 
reports  by  Barrett’s,  Gowar’s  and  especially 
the  extensive  study  of  the  subject  by  Wan- 
dall^o^  of  Copenhagen,  have  shown  that  ap- 
proximately 80  per  cent  of  cases  of  carcinoma 
of  the  bronchus  can  be  detected  by  cytologic 
examination  of  sputum.  Herbut  and  Clerf^i 
have  reported  82  per  cent  of  positive  findings 
by  examination  of  bronchoscopically  removed 
secretions  instead  of  sputum  in  suspected 
pulmonary  neoplasms.  Papanicolaou22^  Mc- 
Kay and  associates23^  and  Liebow,  Lindskog 
and  Bloomer 2 4 have  all  reported  successful 
results  in  diagnosis  of  bronchogenic  car- 
cinoma by  means  of  sputum  smears. 


Fig.  3.  Clumps  of  carcinoma  cells  found  in  gas- 
tric washings.  Note  variation  in  size  of  nuclei  and 
prominent  nucleoli  (hematoxylin  and  eosin  x700). 


In  our  laboratory  300  cases  of  bronchogenic 
carcinoma  have  been  diagnosed  by  cytologic 
examination  of  sputum  or  bronchial  secre- 
tions. The  technic  employed  has  been  out- 
lined in  previous  papers  by  us.^S'  26  Briefly, 
thin  smears  of  fresh  sputum  or  sputum  col- 
lected in  alcohol  are  spread  on  glass  slides, 
fixed  while  wet  in  equal  parts  of  absolute 
alcohol  and  ether  and  stained  with  hema- 
toxylin, dilute  eosin  being  used  as  a counter- 
stain. Very  clear  cell  detail  can  be  obtained 
in  this  way  (fig.  1).  Five  slides  are  prepared 
from  each  specimen  and  at  least  three  spec- 
imens are  examined  before  considering  a case 
negative. 

In  a study  of  our  first  200  positive  cases,  the 
accuracy  of  diagnosis  by  this  method  was  as 
follows.  In  121  of  the  200  cases  a final  diag- 


nosis of  bronchogenic  carcinoma  was  estab- 
lished by  tissue  section.  In  69  cases  a final 
diagnosis  of  bronchogenic  carcinoma  or 
metatatic  carcinoma  was  made.  This  was 
based  on  clinical  evidence,  roentgenographic 
findings,  metastasis  and  so  forth.  All  these 
cases  were  considered  inoperable  on  surgical 
consultation.  In  4 cases  a carcinoma  was 
demonstrated  in  larynx,  trachea  or  esophagus. 
In  4 cases  in  which  the  lesion  was  sub- 
sequently proved  not  to  be  carcinoma  a false 
positive  report  was  given.  In  2 additional 
cases  the  final  diagnosis  — whether  inflam- 
matory or  neuplastic — remained  doubtful. 

The  routine  use  of  cytologic  examination  of 
sputum  and  bronchial  secretions  in  our  Di- 
vision has  resulted  in  a striking  increase  in 
the  preoperative  diagnosis  of  pulmonary 
neoplasms.  In  this  series,  in  74  cases  of  sus- 
pected bronchogenic  carcinoma  surgical  ex- 
ploration was  performed.  In  29  of  these  cases 
(39  per  cent  of  the  total)  the  diagnosis  of 
bronchogenic  carcinoma  was  based  on  ex- 
foliated carcinoma  cells  in  the  sputum  or 
bronchial  secretions.  In  all  29  cases  bron- 
choscopy was  performed,  and  a biopsy 
specimen  was  either  unobtainable  or  non- 
neoplastic. 

In  29  of  the  74  cases  in  which  exploration 
was  performed,  the  lesion  proved  resectable. 
In  13  of  these  29  cases,  carcinoma  cells  in 
sputum  or  bronchial  secretions  provided  the 
only  preoperative  microscopic  evidence  of 
cancer.  In  one  of  these  cases,  roentgeno- 
graphic examination  revealed  a small  shadow 
in  the  left  apex  considered  probable  tuber- 
culosis. No  evidence  of  tumor  was  seen  at 
bronchoscopy,  but  the  sputum  contained 
large  numbers  of  cancer  cells.  Pneumonec- 
tomy revealed  a small  bronchogenic  car- 
cinoma 2 cm.  in  diameter  in  the  left  apex.  In 
a second  case  routine  roentgenograms  re- 
vealed only  a marked  torsion  of  the  aorta. 
Sputum  studies  were  positive  for  carcinoma 
cells.  The  results  of  bronchoscopic  examina- 
tion were  negative.  On  the  basis  of  the  posi- 
tive sputum  findings,  tomographic  studies 
were  carried  out.  These  revealed  an  irregu- 
larity of  the  bronchus  of  the  upper  lobe, 
probably  bronchogenic  carcinoma.  Surgical 
removal  of  the  lung  showed  a small  bron- 
chogenic carcinoma  2 cm.  in  diameter. 

Cytologic  studies  on  sputum  or  bronchial 
secretions  are  especially  useful  in  lesions  of 
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the  upper  lobe  out  of  reach  of  bronchoscopic 
biopsy  and  peripherally  placed  neoplasms  of 
the  lung.  It  is  interesting  to  note  that  sputum 
may  be  positive  for  carcinoma  cells  even  in 
such  inaccessible  neoplasms  as  superior 
sulcus  tumors.  In  our  series,  6 cases  of  Pan- 
coast’s tumor  were  diagnosed  by  the  position 
of  the  roentgenographic  shadow  and  the 
presence  of  carcinoma  cells  in  sputum  or 
bronchial  secretions.  In  2 cases  the  lung  was 
removable  surgically;  in  the  remaining  4, 
metastasis  or  erosion  of  adjacent  ribs  or 
vertebrae  rendered  the  lesion  inoperable. 

In  4 cases  sputum  studies  revealed  car- 
cinoma cells  in  cases  in  which  the  lesions 
were  believed  to  be  alveolar-cell  tumors.  Two 
of  these  were  proved  by  tissue  section.  In  the 
remaining  2 cases  the  roentgenographic  ap- 
pearances in  the  lung  field  were  consistent 
with  the  multiple  nodular  type  of  alveolar- 
cell tumor. 

By  use  of  the  smear  technic  a positive 
microscopic  diagnosis  of  carcinoma  may  be 
made  in  many  cases  in  which  a bronchoscopic 
examination  is  not  indicated.  In  43  cases  in 
this  series  no  bronchoscopic  examination  was 
carried  out.  The  demonstration  of  carcinoma 
cells  in  the  sputum  in  these  cases  provided  a 
valuable  confirmation  of  the  clinical  and 
roentgenographic  evidence  of  bronchogenic 
carcinoma. 

Sputum  and  bronchial  secretions  have  been 
consistently  negative  in  adenomas  and  cylin- 
dromas of  the  bronchus.  These  tumors,  how- 
ever, regularly  occur  in  the  larger  bronchi, 
so  that  bronchoscopic  biopsy  is  readily  ob- 
tained in  most  cases. 

Cancer  of  Ihe  Urinary  Traci 

Carcinoma  of  the  urinary  tract  may  be 
diagnosed  by  cytologic  examination  of  smears 
of  urinary  sediment  or  of  prostatic  secretions. 
In  our  experience,  carcinomas  of  the  urinary 
bladder,  with  the  exception  of  papillary 
tumors,  grade  1 (Broders’  method),  (papil- 
lomas), are  readily  detected  by  means  of  the 
smear  technic.  With  regard  to  renal  tumors 
our  experience  has  been  somewhat  dis- 
appointing. The  percentage  of  renal  car- 
cinomas diagnosed  by  cytologic  studies  has 
been  small,  and  in  addition  we  have  had  a 
fairly  high  incidence  of  false  positive  results. 
One  of  our  cases  in  which  a very  small  hy- 
pernephroma of  the  kidney  was  detected  by 
examination  of  urinary  sediment  may  be 
cited. 


A man,  aged  48  years,  complained  of  inter- 
mittent gross  hematuria  with  associated 
colicky  pain  of  four  months’  duration.  Ex- 
cretory urograms  revealed  a nonfunctioning 
right  kidney.  A right  retrograde  pyelogram 
revealed  an  indeterminate  lesion  of  the  upper 
pole  of  the  kidney.  The  results  of  examina- 
tion of  prostate  and  bladder  were  essentially 
negative.  A centrifuged  specimen  of  urine 
revealed  carcinoma  cells.  Right  nephrectomy 
was  carried  out,  and  pathologic  examination 
of  the  kidney  revealed  a hypernephroma  (3 
cm.  in  diameter)  ulcerating  a calyx  at  the 
upper  pole  (fig.  2). 

Because  of  the  larger  number  of  false  posi- 
tive results  in  our  study  of  urinary  sediments, 
we  do  not  feel  that  major  surgical  procedures 
on  the  upper  part  of  the  urinary  tract  should 
be  undertaken  on  the  basis  of  smears  alone. 

Examination  of  prostatic  secretions  for 
malignant  cells  in  a relatively  small  series  of 
cases  has,  in  our  experience,  yielded  positive 
results  in  all  but  well-differentiated  (grade  1) 
adenocarcinoma.  In  this  type  the  exfoliated 
cancer  cells  resemble  normal  epithelium 
closely,  and  differentiation  by  means  of 
smears  may  be  extremely  difficult,  if  not  im- 
possible. 

Cancer  of  the  Stomach 

A few  reports  of  cytologic  examination  of 
gastric  secretions  for  malignant  ceils  have  ap- 
peared in  the  literature.  Papanicoloau22j  in 
1946,  mentioned  9 patients  in  whom  gastric 
secretions  obtained  by  aspiration  were 
studied.  Two  of  these  had  gastric  carcinoma, 
and  cancer  cells  were  found  in  the  smears. 
The  remainder  were  correctly  diagnosed  as 
negative  for  carcinoma.  Graham  and  as- 
sociates^^^  in  1948,  reported  their  findings  in  a 
study  of  gastric  aspirates  from  50  patients 
suspected  of  having  cancer  of  the  stomach. 
Twenty-four  of  these  were  proved  to  have 
carcinoma,  and  cancer  cells  were  seen  in  the 
gastric  fluid  of  15.  In  26  cases  no  carcinoma 
was  present.  One  false  positive  report  was 
rendered  in  a case  in  which  the  lesion  was 
later  proved  to  be  a benign  gastric  ulcer.  The 
material  used  for  study  in  these  cases  was  a 
fasting  specimen  of  gastric  secretion  obtained 
by  aspiration.  No  gastric  washings  were  at- 
tempted. The  specimen  was  centrifuged, 
immediately  spread  on  glass  slides  and  fixed 
in  equal  parts  of  ether  and  alcohol. 

In  a second  report  in  1947,  Papicolaou  and 
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his  associates^s  reported  their  findings  in  137 
cases  studied,  in  27  of  which  gastric  carcinoma 
was  present.  Of  these  27,  10  were  reported 
negative,  7 suspicious  and  10  positive.  In  the 
110  cases  in  which  cancer  was  not  present,  no 
false  positive  reports  were  given. 

Hunter  and  Richardson^s  prefer  to  fix  the 
gastric  washings  in  formahn  to  which  picric 
acid  is  added,  then  filter,  embed  the  precipi- 
tate in  paraffin  and  section. 

In  our  laboratory,  gastric  washings  from  28 
cases  of  proved  carcinoma  of  the  stomach 
have  been  studied,  with  positive  findings  in 
16.  Figure  3 shows  the  carcinoma  cells  found 
in  one  of  these  cases. 

The  following  case  illustrates  the  value  of 
cytologic  study  in  the  diagnosis  of  carcinoma 
of  the  stomach.  A woman,  aged  66  years, 
complained  of  epigastric  pain  extending  to 
the  back,  loss  of  weight  and  fatigue.  The  re- 
sults of  physical  examination  were  essentially 
negative.  Roentgenograms  of  stomach  and 
duodenum  revealed  a duodenal  ulcer.  On  the 
strength  of  finding  malignant  cells  in  the 
gastric  washings,  exploration  was  performed, 
and  an  adenocarcinoma,  grade  2,  of  the 
greater  curvature  with  extension  to  the  pan- 
creas was  found. 

Cancer  of  the  Lower  Part  of  the  Esophagus 
and  the  Cardia 

We  have  found  cytologic  technic  of  con- 
siderable aid  in  diagnosis  of  lesions  of  the 
lower  part  of  the  esophagus  and  the  cardia 
(fig.  4).  Smears  are  made  directly  from  the 
esophageal  dilator,  or  from  direct  swabbing 
of  the  lesion.  A total  of  50  cases  have  been  so 
diagnosed;  some  have  been  primary  car- 
cinomas of  the  lower  part  of  the  esophagus 
and  others  have  been  adenocarcinomas  of  the 
cardia  of  the  stomach.  No  false  positive  re- 
ports have  been  given  in  this  study. 

Abdominal  and  Pleural  Fluids 

The  examination  of  pleural  and  peritoneal 
effusions  has  been  the  subject  of  many  papers 
in  the  last  fifty  years.  These  effusions  have 
been  studied  longer  than  any  of  the  other 
fluids  and  secretions  from  the  body.  In  our 
opinion  one  must  be  very  conservative  in 
evaluation  of  the  cells  in  such  fluids,  for  it  is 
a known  fact  that  the  lining  peritoneal  and 
pleural  cells  will  swell  up  and  become  very 
large  in  certain  nonneoplastic  conditions, 
particularly  tuberculosis,  cirrhosis  of  the  liver 
and  pneumonia.  We  have  handled  such 


pleural  and  abdominal  fluids  very  similarly 
to  secretions;  namely  by  smearing  the  cen- 
trifugate, fixing  in  ether-alcohol  and  staining 
with  hematoxylin  and  eosin.  The  criteria  for 
malignant  cells  are  similar  to  those  which 
have  been  discussed  in  secretions.  It  is  pos- 
sible to  make  the  diagnosis  of  malignancy  in 
only  a small  percentage  of  abdominal  and 
pleural  fluids  in  which  the  effusion  is  due  to  a 
carcinoma.  Part  of  the  reason  for  this  is  the 
fact  that  in  many  instances  the  fluid  is  pro- 
duced by  deep-seated  vascular  occlusions  and 
one  should  expect  malignant  cells  in  the  fluid 
only  when  there  is  actual  implantation  of  the 
cancer  on  the  serous  surface.  If  one  remains 
conservative  the  method,  however,  is  very 
useful  in  certain  cases  and  the  number  of 
false  positive  results  should  be  kept  at  a 
minimum. 


Fig.  4 Carcinoma  cells  from  an  adenocarcinoma 
of  the  cardia.  Cells  obtained  by  direct  smear 
through  esophagoscope  (hematoxylin  and  eosin 
x730). 

Summary 

The  detection  of  carcinoma  by  cytologic 
methods  provides  a useful  adjunct  to  biopsy 
and  other  well-established  diagnostic  pro- 
cedures. Up  to  the  present,  it  has  been  most 
widely  used  in  the  diagnosis  of  cancer  of  the 
uterus  and  lungs. 

Cytologic  examination  of  vaginal  secretions 
has  proved  highly  successful  in  skilled  hands 
in  the  detection  of  carcinoma  of  the  cervix 
and,  to  a lesser  extent,  of  the  uterine  fundus. 
By  its  use  as  a screening  device  it  is  possible 
to  detect  symptomless  early  infiltrating  car- 
cinoma and  carcinoma  in  situ  of  the  cervix. 
Its  widespread  use  in  a screening  program 
will  depend  on  the  accuracy  of  the  method 
balanced  against  the  cost. 

Cytologic  technics  are  especially  helpful  in 
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the  detection  of  pulmonary  neoplasms,  since 
many  of  these  are  inaccessible  to  broncho- 
scopic  biopsy.  Routine  use  of  cytologic  ex- 
amination of  sputum  and  bronchial  secretions 
will  result  in  a greatly  increased  rate  of  posi- 
tive preoperative  diagnoses  of  bronchogenic 
carcinoma.  Because  of  its  tremendous  value 
as  an  aid  in  diagnosis,  it  is  felt  that  in  all 
cases  of  indeterminate  pulmonary  lesions  a 
careful  and  intensive  cytologic  study  of 
sputum  and  bronchial  secretions  should  be 
performed.  In  the  case  of  sputum,  repeated 
specimens  should  be  examined. 

Interpretation  of  smears  requires  exten- 
sive training  and  experience  if  false  positive 
reports  are  to  be  avoided.  It  is  important  that 
adequate  training  be  required  before  attempt- 
ing diagnoses  by  this  method.  Inaccurate 
diagnoses  by  persons  lacking  the  necessary 
experience  may  do  much  to  discredit  the 
method. 

Carcinoma  of  the  lower  part  of  the  eso- 
phagus, the  cardia  ’and  the  stomach  may  be 
diagnosed  by  smear  technics,  but  applica- 
tion of  the  method  in  these  areas  is  still  un- 
dergoing investigation.  Carcinomas  of  the 
bladder  may  be  detected  by  examination  of 
urinary  sediment,  but  our  experience  with 
cytologic  studies  on  the  upper  part  of  the 
urinary  tract  has  been  somewhat  disappoint- 
ing. 
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THE  GROUP  INSURANCE  PLAN  OF 
THE  S.  D.  STATE  MEDICAL  ASS'N. 

Not  enough  physicians  have  taken  advan- 
tage of  the  Disability  Insurance  Plan  for 
members  of  the  South  Dakota  State  Medical 
Association,  which  became  operative  on  De- 
cember 1,  1948.  This  group  insurance  was  not 
’ approved  by  the  Council  without  long  study 
and  thorough  consideration. 

About  five  years  ago  there  was  presented 
to  our  Association  a special  plan  of  disability 
insurance  underwritten  by  the  Commercial 
Casualty  Company,  whereby,  through  group 
buying  power,  there  were  offered  benefits  far 
broader  than  were  possible  under  individual 
policies.  Special  committees  were  appointed 
to  investigate  the  plan  from  various  angles 
and  final  approval  given  by  the  Council  in 
September,  1948. 

Literature  was  sent  to  all  members  by  the 
j Company’s  agent  office  and  the  plan  became 
j operative  on  December  1st.  Advertisements 
I and  announcements  regarding  it  have  been 
printed  in  our  Journal.  However,  only  ap- 
proximately 40%  of  the  eligible  membership 
have  enrolled. 

The  vital  test  of  any  plan  of  insurance  is 
the  way  in  which  claims  are  paid.  Several 
prominent  South  Dakota  physicians,  some  of 
them  officers  of  our  Association,  can  vouch 
for  the  most  excellent  service  rendered  by 
the  Company  and  their  agency  office  in  the 
prompt  and  satisfactory  handling  of  claims. 
The  Company  makes  the  claim  that  in  nine- 
teen years  of  nation  wide  operation  of  this 
plan  with  over  nine  hundred  professional  or- 
ganizations insured,  there  has  never  been  a 
law  suit  filed  in  the  settlement  of  a claim. 
Certainly  a company  which  handles  claims  in 
such  a manner  is  deserving  of  consideration 
when  you  select  disability  insurance. 

Detailed  information  regarding  types  of 
coverage,  benefits  paid,  costs,  age  limits,  and 
numerous  other  advantages  can  be  obtained 
by  writing  the  company’s  agency  which  han- 
dles both  South  Dakota  and  Nebraska,  Har- 


old Diers  & Co.,  423  Electric  Bldg.,  Omaha, 
Nebr.  If  you  are  a member  of  the  South  Da- 
kota State  Medical  Association  and  have  not 
yet  enrolled  in  this  plan  it  might  pay  you  to 
investigate.  Physicians  often  become  patients 
unexpectedly  and  disability  insurance  can 
tide  them  over  during  their  period  of  inactiv- 
ity and  protect  their  income  somewhat 
against  loss. 

R.  G.  Mayer,  M.  D. 


A.M.A.  CONVENTION 

The  AMA’s  Annual  convention  in  Atlantic 
City  in  June  is  now  history  but  the  repercus- 
sions will  be  heard  for  some  time  to  come. 
The  biggest  news  story  of  the  affair  was  the 
“muzzling”  of  Editor  Morris  Fishbein. 

Although  the  action,  introduced  by  the 
Board  of  Trustees,  did  not  bring  about  a 
ringing  battle  on  the  floor  of  the  House,  the 
debate  was  there  in  the  minds  of  those  pres- 
ent. 

The  public  press,  in  reporting  the  incident, 
ranged  from  all-out  condemnation  of  the 
AMA  for  betraying  its  spokesman  to  a pat  on 
the  back  for  dropping  ultra-conservative 
leadership. 

Many  AMA  members  feel  the  way  an  edit- 
or of  Time  Magazine  expressed  it.  “Nobody 
was  fooled — least  of  all  the  liberals  who  lean 
toward  just  a little  harmless  bit  of  ‘socializa- 
tion’ in  medicine — into  thinking  that  Fish- 
bein’s  firing  meant  a change  in  fundamental 
AMA  attitude.” 

Others  feel  that  the  AMA  will  now  become 
regarded  as  an  Association  rather  than  a one 
man  show.  These  individuals,  in  the  main, 
give  Dr.  Fishbein  credit  for  being  a top-flight 
organizer,  a talented  writer  and  speaker,  a 
brilliant  leader,  and  an  excellent  politician, 
but  at  the  same  time  they  feel  that  no  one 
man  should  be  confused  with  the  whole  Asso- 
ciation. Whether  or  not  this  change  of  public 
regard  will  come  about  is  a moot  question. 
Perhaps  there  is  another  “strong  man”  in  the 
offing  who  will  become  known  as  AMA 
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spokesman. 

Whatever  the  outcome  of  the  action  may- 
be, -which  only  time  will  tell,  it  is  obvious 
that  a great  personality  has  been  “bumped”. 

The  AMA  can  lead  the  way  to  a better  un- 
derstanding of  fundamental  democratic  prin- 
ciples or  it  can  flounder  for  lack  of  positive 
leadership. 


SENATOR  GURNEY  REPLIES 
ON  RESOLUTIONS 

The  following  is  a letter  received  by  Dr. 
John  Calene,  immediate  past  president  of 
the  South  Dakota  State  Medical  Association, 
from  Senator  Chan  Gurney,  regarding  the 
recent  resolutions  adopted  by  the  South 
Dakota  Medical  Association: 

Dear  Dr.  Calene: 

Thank  you  for  sending  me  a copy  of  the 
resolution  adopted  by  the  South  Dakota  State 
Medical  Association  protesting  the  establish- 
ment of  a program  of  compulsory  health  in- 
surance. 

I certainly  share  the  apprehension  of  your 
members  over  this  legislation,  because  I 
think  it  would  inevitably  lead  to  a deteriora- 
tion of  medical  standards  in  this  country. 
Furthermore,  I question  the  wisdom  of  in- 
augurating any  program  that  is  as  costly  as 
compulsory  health  insurance  appears  to  be. 

You  can  count  on  me  to  oppose  any  pro- 
gram of  compulsory  health  insurance.  I 
would  appreciate  it  if  you  would  acquaint 
the  members  of  your  Association  with  the 
contents  of  this  letter. 

Sincerely  yours, 

Chan  Gurney 


EXECUTIVE  SECRETARIES  MEET 
IN  ATLANTIC  CITY 

The  third  annual  meeting  of  the  Medical 
Society  Executives  Conference  was  held  June 
8,  in  the  Haddon  Hall  Hotel  in  Atlantic  City, 
New  Jersey,  during  the  meeting  of  the  Amer- 
ican Medical  Association. 

The  program  for  the  meeting  consisted  of 
discussions  of  the  status  of  the  AMA  Educa- 
tion Campaign  by  directors  Clem  Whitaker 
and  Leone  Baxter;  a discussion  of  coordina- 
tion of  the  work  of  State  and  County  societies 
by  Hugh  Brenneman,  Michigan  State  Medical 
Society;  a discussion  of  the  operation  and  or- 
ganization of  speakers  bureaus  by  Harvey 
Sethman  of  Colorado  and  Vincent  Gorman  of 


Monmouth  County,  New  Jersey;  and  then  a 
discussion  of  the  techniques  in  securing  en- 
dorsements from  lay  organizations  by  John 
Hunton,  California,  and  Frederick  Fagler  of 
Allegheney  County,  Pennsylvania. 

The  meeting  was  closed  with  the  third 
annual  dinner  which  featured  Professor 
Richard  C.  Reager  of  Rutgers  University 
speaking  on  “Let’s  Tell  Our  Story  Well.” 

John  C.  Foster  represented  the  South 
Dakota  State  Medical  Association  at  the 
meeting. 


GEIGY  COMPANY 
APPOINTS  FROHLICH 

Geigy  Company,  Inc.,  New  York,  has  ap- 
pointed L.  W.  Frohlich  and  Company,  Inc.  as 
advertising  agency  for  their  pharmaceutical 
products  currently  under  clinical  investiga- 
tion. A substantial  promotional  program  has 
been  planned  to  be  put  into  effect  as  soon  as 
the  marketing  dates  have  been  determined. 

The  world-wide  Geigy  Organization,  estab- 
lished in  1764,  has  a long  history  in  the  pro- 
duction of  synthetic  organic  compounds, 
which  have  found  wide  acceptance  as 
dyestuffs  and  pharmaceuticals  of  highest 
quality.  They  are  also  the  originators  of  DDT 
insecticides.  In  1948,  Dr.  Paul  Mueller  of 
Geigy  was  awarded  the  Nobel  Prize  in  Med- 
icine and  Physiology. 


NEWS  FLASHES 

THE  ARMY,  NAVY  AND  AIR  FORCE 
have  ordered  military  Post  Exchanges  to  stop 
selling  luxury  goods  and  to  start  collecting 
the  federal  excise  taxes  on  toiletries. 
N.A.R.D.  has  been  fighting  this  one  for  a long 
time.  A more  detailed  report  will  be  given  in 
“At  The  Nation’s  Capital”  column,  July  4 
issue,  N.A.R.D.  Journal. 

CENSUS  REACHES  PEAK.  Despite  weeks 
of  delay  in  obtaining  congressional  approval 
of  funds,  the  Census  of  Business  is  proceeding 
on  schedule.  Enumeration  of  the  nation’s  re- 
tail, wholesale  and  service  establishments  is 
now  at  its  peak  with  an  army  of  4,500 
enumerators  engaged  in  308  census  districts. 
The  peak  of  receipt  of  completed  forms  will 
hit  Washington  in  about  30  days,  and  first 
publication  of  census  data  for  small  counties 
is  scheduled  for  late  fall. 
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BROOKINGS  GIRL  AAPS  ESSAY  WINNER 


Miss  Dolores  Rykhus 


Delores  Rykhus,  17 
year  old  graduate  of 
Brookings  High 
School,  was  named 
first  place  winner  in 
the  national  Essay  con- 
|t  test  sponsored  by  the 
I American  Association 
I of  Physicians  and  Sur- 
j geons.  First  place  se- 
lection awarded  her  a 
$100.00  prize. 

The  essay  was  entitl- 
ed “Why  the  Private 
Practice  of  Medicine 
Furnishes  us  With  the 
Finest  Possible  Medi- 
■ Care”  and  appeared  in 
the  June  issue  of  the 
South  Dakota  Journal  of 
Medicine  and  Pharmacy. 
This  essay  also  won  first 
place  in  the  Third  District 
Medical  Society’s  Contest. 

Miss  Rykhus  was  an  honor 
student  at  Brookings,  a top- 
flight high  school  debater,  a 
member  of  various  musical 
groups,  and  a leader  in  other 
extra-curricular  activities. 
She  plans  to  enter  George 
Washington  University  this 
fall. 


CONFERENCE  OF 
PRESIDENTS 

Dr.  Clarence  E.  Northcutt, 
past  president  of  the  Oklaho- 
ma State  Medical  Associa- 
tion, and  one  time  mayor  of 
Ponca  City  in  that  State,  was 
elected  president  of  the  Con- 
ference of  Presidents  and 
Other  Officers  of  State  Medi- 
cal Associations  at  the  5th 
annual  session  of  that  group. 
Dr.  Julian  Price,  of  Florence, 
South  Carolina,  secretary  of 
the  medical  society  in  that 
state,  was  named  as  presi- 


dent-elect, and  John  E.  Far- 
rell, of  Providence,  Rhode 
Island  Medical  Society,  was 
re-elected  secretary-treasur- 
er. 

Elected  as  new  members 
of  the  Executive  Committee 
were  the  retiring  president. 
Dr.  Joseph  H.  Howard  of 
Bridgeport,  Connecticut,  Dr. 
Andrew  Brunk  of  Detroit, 
Michigan,  and  Dr.  Ross  T. 
Wright  of  Tacoma,  Washing- 
ton. 


SEVENTH  DISTRICT 
HOLDS  MEETING 

The  Seventh  District  Med- 
ical Society  met  at  the  Cot- 
tage in  Sioux  Falls  Tuesday 
evening,  June  21st. 

Dr.  Donald  Breit  showed  a 
colored  film  on  the  “Early 
Diagnosis  of  Cancer”  and  Dr. 
T.  J.  Billion  Jr.  and  Dr.  H.  B. 
Shreves  spoke  on  the  AMA 
meeting  and  the  educational 
program  respectfully. 

Dr.  F.  H.  Borst  closed  out 
the  program  with  a paper 
entitled,  “The  Dentists  Re- 
sponsibility to  the  Physician 
who  has  referred  a Patient 
to  Him.” 


AMERICAN  FOUNDATION 
FOR  HIGH  BLOOD  PRES- 
SURE TO  MERGE  WITH 
HEART  ASSOCIATION 

Preliminary  steps  for  mer- 
ging the  American  Founda- 
tion for  High  Blood  Pressure 
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with  the  American  Heart  As- 
sociation have  been  approv- 
ed by  the  boards  of  both 
groups,  it  was  announced  by 
A.  W.  Robertson,  Chairman 
of  the  Board  of  the  American 
Heart  Association. 

The  high  blood  pressure 
group  will  thus  become  a 
Section  of  the  American 
Heart  Association’s  Scienti- 
fic Council  and  will  be  known 
as  the  Council  for  High 
Blood  Pressure  Research. 
Other  Sections  within  the 
Association’s  Scientific 
Council  now  include  the 
Section  on  Circulation  and 
the  American  Council  on 
Rheumatic  Fever. 

Under  a preliminary 
agreement  approved  by  the 
Board  of  Directors  of  the 
American  Heart  Association 
and  the  Board  of  Trustees  of 
the  American  Foundation 
for  High  Blood  Pressure,  the 
staffs  of  both  groups  will  un- 
dertake a joint  study  to  rec- 
ommend methods  of  inte- 
grating personnel  and  opera- 
tions of  the  two  present  or- 
ganizations. When  such  ar- 
rangements have  been  mu- 
tually approved  the  Founda- 
tion will  dissolve. 

Alva  Bradley,  of  Cleve- 
land, Ohio,  President  of  the 
American  Foundation  for 
High  Blood  Pressure,  was 
elected  to  the  Board  of  Dir- 
ectors of  the  American  Heart 
Association  and  its  Execu- 
tive Committee  at  a meeting 
held  on  June  5 in  Atlantic 
City. 

Creation  of  a Council  for 
High  Blood  Pressure  Re- 
search within  the  American 
Heart  Association  will  serve 
to  combine  medical  and 
scientific  resources  in  the 
search  for  causes  of  hyper- 


tension and  the  development 
of  new  methods  of  therapy, 
Mr.  Robertson  explained  in 
making  the  announcement  of 
the  proposed  merger.  High 
blood  pressure  is  the  cause 
of  hypertensive  heart  dis- 
ease, one  of  the  three  lead- 
ing forms  of  heart  disease. 


WATCH 
FOR  THE 
AUGUST  ISSUE 


DR.  MEYER  RE-ELECTED 

Dr.  William  L.  Meyer  of 
Sanator,  South  Dakota,  was 
re-elected  as  Governor  of  the 
American  College  of  Chest 
Physicians  for  the  State  of 
South  Dakota,  at  the  Fif- 
teenth Annual  Meeting  held 
in  Atlantic  City,  New  Jersey, 
June  2-5,  1949.  Dr.  Meyer’s 
term  will  extend  for  a period 
of  three  years. 


FORMER  U.S.D.  A.S.T.P. 
MAN  ENTERS  ARMY 

Dr.  Jack  Myers,  former 
A.  S.  T.  P.  man  who  received 
a part  of  his  medical  train- 
ing at  the  University  of 
South  Dakota  has  accepted  a 
commission  as  a First  Lieu- 
tenant in  the  Army  Medical 
Corps. 

Dr.  Myers  will  enter  the 
University  Hospital  at  the 
University  of  Arkansas  at 
Little  Rock  where  he  will 
spend  a year  of  Assistant  res- 
idency, a year  of  residency 
in  Medicine  and  then  serve  2 
years  of  active  duty  in  the 
Army. 

Dr.  C.  E.  Robbins  stayed 
with  Dr.  Myers  parents’ 
while  he  was  resting  after 


his  illness  in  February  and 
March. 


S.  D.  HAS  NEW 
HEALTH  COUNCIL 

Gov.  George  T.  Mickelson 
has  created  a public  health 
advisory  council  to  replace 
the  former  state  board  of 
health.  He  also  appointed 
Dr.  G.  J.  Van  Heuvelen, 
Pierre,  as  state  health  officer 
for  a five-year  term. 

Membership  on  the  advis- 
ory council  established  by  the 
1949  Legislature  includes  lay- 
men as  well  as  representa- 
tives of  all  the  basic  science 
professions.  The  new  group 
does  not  have  licensing  pow- 
ers. That  is  still  retained  by 
the  basic  science  board. 

Three  of  the  terms  expire 
on  January  1,  1953.  They  are 
those  of  Dr.  R.  J.  Quinn, 
Burke,  and  Dr.  Lyle  Hare, 
Spearfish,  both  physicians, 
and  Dr.  G.  C.  Redfield,  Rapid 
City,  who  represents  the  ote- 
opaths.  All  three  were  mem- 
bers of  the  abolished  state 
board  of  health. 

The  board  includes  Dr. 
Wendell  Borst,  Sioux  Falls 
dentist,  Warren  Darling, 
manager  of  the  Huron  clinic, 
and  Dr.  R.  P.  Janssen,  Win- 
ner, chiropractic  member. 
Their  terms  expire  January 

I,  1952. 

Also  on  the  board  are  the 
Rev.  E.  C.  Antrim,  Pierre;  O. 

J.  Tommeraason,  Madison 
druggist,  and  R.  E.  Bragstad, 
Sioux  Falls  city  engineer.  An- 
trim has  been  interested  in 
mental  health  programs. 
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ABERDEEN  CONVENTION 

Attendance  at  the  Aberdeen  Convention  of 
the  S.  D.  Ph.  A.  was  the  largest  on  record  for 
: several  years.  Nearly  three  hundred  persons 
attended  the  banquet  on  Monday  evening, 
j ■ Registration  records  show  that  a large  major- 
I ity  of  the  drug  stores  in  the  northern  half  of 
1 the  state  were  represented  at  this  meeting. 

The  pharmacists  of  Aberdeen  and  the  Allied 
■ Drug  Travelers  provided  for  a program  and 
entertainment  that  will  be  long  remembered 
by  those  who  attended. 

In  the  sporting  event  on  Sunday  afternoon, 
' Norman  R.  Glarum,  pharmacist  owner  of  the 
' K.  & S.  Drug  Store,  Frederick,  won  the  golf 
trophy  and  August  H.  Hoffman,  pharmacist 
with  the  Anderson-Lacey  Drug  Co.,  Aber- 
deen, won  first  prize  in  the  trap-shooting 
contest.  In  the  evening,  pharmacists  and 
their  wives  enjoyed  a thrilling  baseball  game 
which  Aberdeen  won  four  to  three.  The  Al- 
lied Travelers’  Mixer  Party  after  the  ball 
game  provided  entertainment  until  the  wee 
hours. 

Monday  evening’s  banquet  was  the  time 
for  the  drawing  of  the  $600  Grand  Award. 
Everyone  present  voted  that  the  first  ticket 
out  of  the  barrel  should  be  declared  the  win- 
ner. Mrs.  Roger  Eastman(  wife  of  the  presi- 
dent, drew  out  ticket  number  1276  with  the 
name  of  George  J.  Bruehler.  Mr.  Bruehler 
was  not  present  to  claim  his  prize  but  when 
he  was  informed  that  he  had  won  the  candy 
regrigerator  plus  $200  in  merchandise,  he  was 
glad  to  pay  transportation  to  Beresford.  He 
promised  to  be  in  Sioux  Fall  next  year  to 
take  his  prizes  home  with  him.  Sioux  Falls 
was  chosen  as  our  convention  city  in  1950. 

John  H.  Sidle  of  Alexandria  was  elected 
president,  Russell  M.  Parks,  Menno,  first  vice- 
president,  L.  J.  Mowell,  Murdo,  second  vice- 
president,  A.  O.  Bittner,  Aberdeen,  third  vice- 
president,  J.  Chandler  Shirley,  Brookings, 
fourth  vice-president  and  F.  S.  Bockoven, 
Clark,  treasurer. 

Copies  of  addresses  delivered  before  the 


Aberdeen  convention  will  be  published  in 
this  journal  during  the  next  few  issues. 


S.  D.  Ph.  A.  TAKES  STAND  AGAINST 
PHYSICIAN-OWNED  PHARMACIES 

In  his  presidential  address  before  the  1949 
convention  of  the  American  Pharmaceutical 
Association,  Dr.  Ernest  Little  called  attention 
to  the  increasing  number  of  physician-owned 
pharmacies  as  a source  of  real  concern  to  all 
who  are  interested  in  the  highest  possible 
quality  of  pharmaceutical  practice.  “The 
most  serious  aspect  of  such  a development  is 
not  that  the  physician  receives  a financial 
profit  to  which  he  is  not  entitled,  at  the  ex- 
pense of  the  pharmacist,”  Dr.  Little  pointed 
out,  but,  “Regrettable  and  unfair  as  such  a 
condition  may  be,  even  more  serious  conse- 
quences are  (1)  the  almost  certain  deteriora- 
tion of  pharmaceutical  service,  (2)  the  devel- 
opment of  a practice  which  might  very  prop- 
erly be  referred  to  as  monopolistic,  (3)  deny- 
ing the  patient  a free  choice  of  pharmacist 
and  (4)  the  worsening  of  the  relationship  ex- 
isting between  the  professions  of  medicine 
and  pharmacy.” 

It  is  the  physician’s  right  to  diagnose  and 
prescribe  medication.  It  is  the  pharmacist’s 
right  to  retail,  compound  and  dispense  medi- 
cines but  not  to  attempt  to  diagnose  disesase. 
The  pharmacist  recognizes  the  physician’s 
right  to  personally  supply  to  his  patients  such 
articles  as  may  seen  to  him  proper  and  when 
the  medicine  is  dispensed  by  the  physician 
himself  the  patient  is  not  in  danger  of  receiv- 
ing the  wrong  medicine.  The  right  of  a physi- 
cian to  retail  or  compound  medicines  or  to 
delegate  the  performance  of  any  pharmacy 
service  to  a person  other  than  a registered 
pharmacist  is  questionable.  The  right  of  a 
pharmacist  to  recommend  the  use  of  any 
medicine  by  a customer  who  describes  his 
own  ailments  even  though  it  may  be  a patent 
remedy  recommended  by  the  manufacturer 
for  such  ailment  is  questionable.  Both  of 
these  questionable  practices  are  detrimental 
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to  good  will  between  the  professions  and 
subsequently  detrimental  to  providing  the 
best  medical  care  to  the  patient. 

South  Dakota  is  the  forefront  in  developing 
cooperation  between  the  professions  of  medi- 
cine and  pharmacy.  We  have  joined  in  the 
publication  of  this  first  inter-professional 
journal  so  that  we  may  have  a better  under- 
standing of  our  mutual  problems  in  serving 
public  health  needs.  South  Dakota  can  be  a 
leader  in  helping  to  discourage  the  evils  of 
self-medication,  if  every  pharmacist  will  co- 
operate with  his  physician  by  refusing  to 
counter-prescribe  in  all  cases  when  he  is  re- 
quested to  do  so  and  refer  the  customer  to 
his  physician  for  diagnosis  and  treatment, 
and,  if  every  physician  will  cooperate  with 
his  pharmacist  by  writing  prescriptions  and 
giving  the  patient  a free  choice  as  to  where 
he  may  purchase  the  required  medication. 

To  the  end  that  it  may  promote  better  har- 
mony and  cooperation  between  physicians 
and  pharmacists  throughout  our  state,  the 
South  Dakota  Pharmaceutical  Association 
adopted  the  following  resolution  at  their  an- 
nual convention  in  Aberdeen  on  June  21, 
1949: 

RESOLUTION 

WHEREAS:  An  effort  is  now  being  made  to 
enact  a Compulsory  Health  Program 
upon  the  Physicians,  Pharmacists,  Nur- 
ses and  allied  health  professions;  and 
WHEREAS:  It  is  imperative  that  the  allied 
health  professions  exert  every  effort 
to  cooperate  in  preventing  such  a pro- 
gram from  becoming  an  actuality;  and 
WHEREAS:  It  is  necessary  that  complete 
harmony  exist  between  the  various 
professions;  and 

WHEREAS:  Some  physicians  practicing 
medicine  as  groups  are  employing  per- 
sons both  pharmacists  and  non-phar- 
macists to  do  the  work  of  a Registered 
Pharmacist  to  the  detriment  of  the 
professions  of  Pharmacy  and  Medicine; 
and 

WHEREAS:  Many  pharmacists  are  engag- 
ing in  the  act  of  counter-prescribing 
and  furthering  the  sale  of  patent  reme- 
dies and  cure-alls;  and 

WHEREAS:  The  above  two  named  prac- 
tices are  detrimental  to  good  will 
among  the  professions,  and  subse- 


quently detrimental  to  providing  good 
medical  care  to  the  patient: 

BE  IT  RESOLVED:  That  our  Secretary  be 
instructed  to  send  out  a bulletin  to  all 
pharmacists  requesting  that  they  cease 
recommending  patent  medicines  and 
advertising  their  virtues,  and  discon- 
tinue the  practice  of  counter-prescrib- 
ing; 

BE  IT  FURTHER  RESOLVED:  That  the 
State  Medical  Association  be  contacted 
and  urged  to  contact  all  their  members 
with  the  view  in  mind  of  discontinuing 
the  practice  of  dispensing  any  medi- 
cines unless  dispensed  by  the  physician 
himself,  and  that  physicians  be  urged 
not  to  employ  persons  to  practice  the 
art  of  pharmacy; 

BE  IT  FURTHER  RESOLVED:  That  our 
Secretary  and  officers  be  instructed  to 
cooperate  to  their  utmost  with  the 
State  Medical  Association  to  eliminate 
the  above  practices  which  we  deem 
highly  unethical; 

BE  IT  FURTHER  RESOLVED:  That  our 
Secretary  and  officers  cooperate  with 
the  State  Medical  Association  to  stop 
enactment  of  the  National  Compulsory 
Health  Program. 


ASSOCIATION  OFFICER  SUCCUMBS  TO 
LONG  ILLNESS 

Word  has  just  reached  the  Secretary’s  of- 
fice that,  Russell  M.  Parks,  First  Vice-Presi- 
dent of  the  South  Dakota  Pharmaceutical  As- 
sociation passed  away  at  the  Sacred  Heart 
Hospital  in  Yankton  at  11:00  A.  M.  on  July 
1,  1949.  Mr.  Parks  was  elected  to  office  in  the 
Pharmaceutical  Association  at  the  Yankton 
convention  in  1946.  He  was  owner  of  the 
Parks  Drug  Store  in  Menno  at  that  time  but 
due  to  serious  illness  he  was  obliged  to  sell 
his  business  and  retire.  Hope  for  complete 
recovery  was  anticipated  during  the  last  year 
when  he  was  able  to  work  for  a few  hours 
each  day  at  the  Yankton  Drug  Company.  His 
condition  became  serious  late  this  spring  and 
finally  resulted  in  death.  The  officers  and 
members  of  the  association  mourn  the  pass- 
ing of  this  young  pharmacist  who  was  loyal 
to  association  work  to  the  very  last.  Funeral 
arrangements  had  not  been  announced  at 
this  writing. 
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Progress  in  the  Antibiotics 

Guilford  C.  Gross 
Brookings,  So.  Dak. 


“Antibiosis”  refers  to  an  association  be- 
tween organisms  which  is  detrimental  to  one 
of  them.  The  term  “antibiotic”  as  defined  by 
Dr.  Waksman,  the  discoverer  of  streptomy- 
cin, denotes  “those  chemical  substances,  pro- 
duced by  microorganisms,  which  have  the 
ability  either  to  inhibit  or  destroy  other  mi- 
croorganisms.” 

We  often  think  of  penicillin  as  being  the 
first  of  these  antibiotic  agents  to  be  intro- 
duced. Actually,  that  is  not  the  case,  nor  is 
the  idea  of  using  one  bacterium  to  combat 
another  as  new  as  we  might  suppose.  As 
early  as  1876,  Tyndall  described  the  struggle 
between  bacteria  and  molds  and  noted  that 
sometimes  one  triumphed  and  sometimes  the 
other.  Pasteur,  in  1877,  in  his  experiments  on 
anthrax,  observed  an  antagonistic  action  be- 
tween B.  anthacis  and  other  bacteria.  His 
work  stimulated  others  to  search  for  anti- 
bacterial agents.  The  first  antibiotic  to  be 
recognized  and  given  preliminary  trial  was 
pyocyanase,  obtained  by  Emmerich  and  Low 
in  1899  from  cultures  of  certain  strains  of 
Pseudomonas  aeruginosa.  The  results  ob- 
tained from  the  use  of  pyocyanase  were  in- 
consistent and  finally  it  fell  into  disuse. 

The  discovery  of  penicillin  in  1929  was  an 
accident  but  the  antibiotics  that  have  been 
introduced  since  penicillin  have  been  the  re- 
sult of  careful  painstaking  research.  An  im- 
mense amount  of  work  has  been  done  in  this 
field  in  recent  years,  yet  the  number  of  anti- 
biotics that  have  shown  definite  promise  and 
have  been  made  commercially  available  is 
relatively  small. 

The  recent  war  was,  in  large  measure,  re- 
sponsible for  the  rapid  strides  that  have  been 
made  in  antibiotic  therapy,  particularly  in 
the  case  of  penicillin.  The  demand  for  anti- 
bacterial agents,  by  the  allied  forces,  was 
great  and  the  rapid  progress  that  was  made 
in  the  large-scale  production  of  penicillin  was 
a result  of  this  demand.  Today,  the  annual 
production  of  penicillin  and  streptomycin 
can  be  measured  in  tons,  and  the  costs  of 
these  important  antibiotics  has  gone  down 
proportionately. 


Penicillin: 

All  of  us  are  familiar  with  the  popularity 
that  penicillin  has  obtained  since  it  became 
commercially  available  and  we  have  ob- 
served the  pronounced  effect  that  this  on 
medicine  and  the  drug  industry.  We  have 
noted  too,  the  multitude  of  penicilhn  prod- 
ucts that  have  come  on  the  market — each 
with  its  particular  claims  and  adherents.  I 
do  not  think  it  necessary  here  to  go  into  all 
of  the  applications  of  penicillin,  but  I would 
like  to  reflect  on  some  of  the  important  de- 
velopments that  have  been  made. 

As  stated  before.  Dr.  Alexander  Fleming 
of  St.  Mary’s  Hospital,  London,  was  studying 
staphylococcus  colonies  and  in  the  course  of 
his  studies,  he  observed  that  one  of  his  cul- 
ture plates  had  become  contaminated  by  an 
air-borne  mold.  He  noted  that  around  the 
mold  there  was  a clear  zone — a zone  in  which 
the  staphylococci  failed  to  grow.  Pursuing 
the  subject  further,  he  identified  the  mold  as 
penicillin  notatum  and  he  called  the  active 
antibacterial  substance  produced  by  the 
mold,  penicillin.  His  observations  were  pub- 
lisehd  in  1929,  and  thus  began  the  story  of 
penicillin.  It  is  interesting  to  note  here  that 
Fleming’s  observations  were  published  sev- 
eral years  before  Domagk  demonstrated  that 
certain  azo  compounds  of  the  sulfonamide 
group  would  protect  mice  inocculated  with 
hemolytic  streptococci.  Domagk,  working 
with  “prontosil” — the  parent  sulfonamide, 
made  his  observations  in  1932,  but  did  not 
publish  his  results  until  1935 — six  years  after 
Fleming’s  report  on  penicillin. 

The  introduction  of  the  sulfonamides  mon- 
opolized the  attention  of  investigators  and 
for  a time,  interest  in  penicillin  and  the  po- 
tentialities of  antibiotics  lagged.  In  1936, 
Chain  and  Florey,  and  associates  of  Oxford 
University  began  the  intensive  study  of  pen- 
icillin. They  succeeded  in  isolating  penicillin 
in  a partially  pure  form  and  demonstrated 
its  effectiveness  in  certain  experimental  in- 
fections. These  results  were  published  in 
1940. 
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The  isolation  of  crystalline  penicillin  was 
accomplished  in  the  United  States  in  1943. 
Shortly  after  this,  crystalline  penicillin  was 
obtained  in  England,  but  a comparison  of  the 
two  substances  revealed  that  they  were  not 
identical  in  properties,  and  thus  came  to  light 
the  fact  that  penicillin  is  not  a single  chemi- 
cal substance.  Subsequently,  other  penicil- 
lins were  identified.  Among  these,  are  recog- 
nized penicillins — F,  G,  X and  K which  have 
undergone  considerable  study.  The  basic 
chemical  structure  of  the  several  penicillins 
is  the  same,  the  differences  occurring  in  side 
chains.  This  basic  structure  has  been  estab- 
lished and  the  side  chains  that  distinguish 
penicillins  F,  G,  X and  K have  been  identi- 
fied as  follows: 

F — 2 pentenyl  group 

G — benzyl  group 

X — p-hydroxybenzyl  group 

K — n-heptyl  group 

Impure  penicillin  preparations  contain 
mixtures  of  the  above  penicillins,  and  the 
conditions  under  which  the  mold  is  grown 
has  an  important  bearing  on  the  relative 
quantities  of  the  several  penicillins  that  are 
produced.  This  would  be  relatively  unim- 
portant if  these  penicillins  had  the  same 
therapeutic  effect,  but  the  fact  is  that  they 
vary  considerably  in  potency.  This  may  ac- 
count for  the  fact  that  the  effectiveness  of 
earlier  commercial  penicillins  has  varied. 
Thus,  some  commercial  preparations  of  peni- 
cillin, used  in  treating  syphilis,  were  less  ef- 
fective in  1945  and  early  1946  than  those 
preparations  furnished  at  an  earlier  date. 
The  relative  potency  of  the  several  penicillins 
against  all  penicillin-sensitive  organisms  is 
not  as  yet  definitely  established,  but  penicil- 
lin G is  generally  considered  the  most  effec- 
tive type,  although  penicillin  X seems  to  be 
more  potent  against  bacteria  including  gono- 
coccus and  pneumococcus.  The  penicillin  of 
commerce  is  largely  crystalline  G.  Penicil- 
lins F and  K are  unstable,  being  destroyed 
in  the  animal  body  more  rapidly  than  G.  In 
general,  they  seem  to  be  less  potent  than 
penicillin  G.  Penicillin  mixtures  for  parent- 
eral use  or  oral  use  are  limited  by  the  Food 
and  Drug  Administration  to  a content  of  not 
more  than  thirty  percent  of  penicillin  K. 
There  is  no  restriction  on  topical  forms. 

The  sodium  salt  of  crystalline  penicillin  G 


is  used  as  the  international  standard  for  com- 
parison, the  international  unit  representing 
the  activity  of  0.6  micrograms  of  pure  crys- 
talline pennicillin  G.  One  mg.  of  the  pure 
substance  has  an  assigned  potency  of  1667 
units. 

The  statement  has  been  made  that  the  ideal 
dosage  schedule  in  using  penicillin  is  the  one 
that  will  produce  the  largest  number  of  cures 
in  the  shortest  period  of  time,  and  with  the 
smallest  number  of  injections.  It  is  unfortu- 
nate that  absorption  of  penicillin  is  incom- 
plete after  oral  administration,  making  it 
necessary  to  give  three  to  five  times  as  much 
penicillin  by  this  route  in  order  to  obtain 
blood  levels  comparable  to  those  obtained  by 
injection.  Intramuscular  injection  still  seems 
to  be  the  preferred  route  in  treating  systemic 
infections,  subcutaneous  administration  caus- 
ing considerable  irritation.  Of  course,  for  lo- 
cal therapy  other  forms  of  penicillin  are  em- 
ployed such  as  the  troches,  aerosols,  oint- 
ments, etc. 

There  seems  to  be  considerable  difference 
of  opinion  concerning  the  use  of  penicillin 
for  the  achievement  of  maximum  benefit,  and 
two  approaches  to  penicillin  therapy  have 
evolved.  Some  deem  it  advisable  to  secure 
high  initial  concentrations  (bacteriocidal  con- 
centrations) of  penicillin  and  to  maintain 
these  for  relatively  short  periods,  as  to  those 
who  favor  lower  concentrations  (bacterio- 
static concentrations)  maintained  for  pro- 
longed periods.  The  first  approach  seems  ad- 
visable for  the  treatment  of  infections  that 
are  relatively  resistant  to  penicillin,  whereas 
the  second  is  adequate  for  most  of  the  com- 
monly occurring  infections.  In  the  course  of 
this  discussion,  I shall  mention  some  of  the 
methods  and  preparations  that  have  been 
and  are  being  used  to  achieve  these  aims. 

Penicillin  sodium  in  aqueous  media  is  rap- 
idly absorbed  after  intramuscular  injection 
and  also  rapidly  excreted.  Maximum  blood 
levels  are  obtained  in  fifteen  to  thirty  min- 
utes and  within  two  or  three  hours  most  of 
the  penicillin  has  disappeared  from  the  blood 
stream.  This,  of  course,  necessitated  frequent 
injections  of  penicillin  if  maximum  therapeu- 
tic benefit  was  to  be  achieved.  The  rapidity 
with  which  the  penicillin  is  excreted  makes 
difficult  the  maintenance  of  high  concentra- 
tions of  the  drug.  Since  penicillin  is  excreted 
largely  by  the  tubules  of  the  kidneys,  one  of 
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the  approaches  to  the  problem  of  maintain- 
ing high  levels  of  penicillin  has  been  to  in- 
hibit the  tubular  excretion  of  the  antibiotic. 
A number  of  substances  have  been  tried  in- 
cluding lodopyracet  Injection  U.S.P.  and 
para-aminohippuric  acid,  and,  more  recently, 
carinamide.  This  last  compound  is  one  of  the 
most  successful  of  the  excretion-inhibitors. 
It  can  be  given  orally  and  is  effective  in  in- 
hibiting the  excretion  of  penicillin  and  thus 
the  plasma  concentrations  of  the  antibiotic 
may  be  considerably  elevated.  The  effective- 
ness of  the  carinamide  depends  on  attaining 
optimal  concentrations  in  the  plasma  (20  to 
40  mg.  per  100  cc.).  The  daily  dosage  required 
to  attain  these  concentrations  depends  upon 
the  amount  of  drug  given  and  also  upon  the 
rate  at  which  the  drug  is  excreted.  Thus,  in 
patients  showing  some  renal  impairment,  ef- 
fective concentrations  of  carinamide  may  be 
obtained  with  smaller  doses  than  would  be 
required  if  no  impairment  exists.  Doses 
range  from  1.5  to  4.0  Gm.  every  three  hours. 
Plasma  concentrations  of  penicillin  may  be 
enhanced  several  times  with  the  concomitant 
administration  of  carinamide.  The  use  of 
carinamide  is  suggested  only  for  those  cases 
in  which  the  daily  requirement  of  penicillin 
is  large.  It  is  not  recommended  for  routine 
use.  Toxicity  of  the  drug  seems  to  be  low  al- 
though nausea  and  vomiting  are  frequently 
encountered. 

Prolonging  the  effect  of  penicillin  by  in- 
hibiting the  absorption , of  the  drug  has  re- 
ceived a great  deal  of  attention  and  a great 
many  methods  and  products  designed  to  se- 
cure this  effect  have  been  tried.  One  of  the 
earliest  and  most  successful  of  these  methods 
involved  suspension  of  the  calcium  salt  in  a 
mixture  of  peanut  oil  and  beeswax — com- 
monly referred  to  as  the  Romansky  formula. 
The  beeswax  served  to  enhance  the  delayed 
absorption  brought  about  by  the  peanut  oil. 
Increasing  the  quantity  of  beeswax  produced 
a proportionate  prolongation  of  blood  levels. 
However,  the  optimum  concentration  seemed 
to  be  about  4.8  percent  when  the  calcium 
penicillin  concentration  was  300,000  units  per 
cc.,  since  larger  amounts  of  penicillin  or  bees- 
wax produce  a mixture  which  is  too  stiff  and 
viscous  for  practical  use.  Appreciable  blood 
levels  could  be  maintained  for  ten  to  twelve 
hours  and  even  considerably  longer  with  a 
single  injection  of  300,000  units.  However, 


there  were  some  disadvantages  of  the  meth- 
od, chiefly  due  to  the  unabsorbable  beeswax 
the  mixture  contained.  Unfavorable  local  re- 
actions were  reported,  including  pain  at  the 
site  of  injection,  indurations,  and  even  sterile 
abscess  formations.  This  preparation  was 
also  sometimes  difficult  to  use  in  that  it  often 
clogged  the  needle  and  frequently  had  to  be 
warmed  before  use. 

One  of  the  most  recent  developments  in 
penicillin  therapy  has  been  the  introduction 
of  procaine  penicillin,  and,  in  the  various 
vehicles  in  which  it  is  employed,  it  has  be- 
come one  of  the  most  popular  salts.  Procaine 
penicillin  is  prepared  by  precipitating  a solu- 
tion of  sodium  penicillin  by  a solution  of  pro- 
caine hydrochloride.  The  precipitate  is  al- 
most white  and  is  but  sparingly  soluble  in  the 
ordinary  vehicles  in  which  it  is  employed. 
This  low  solubility  is  in  itself  an  absorption- 
delaying property.  Also,  there  seems  to  be  a 
relationship  between  the  particle-size  of  the 
penicillin  and  absorption-delaying  properties 
and  it  is  now  thought  that  the  larger  particles 
are  more  slowly  absorbed  than  the  small  par- 
ticles and  will  maintain  blood  levels  for  a 
longer  time.  However,  if  the  particles  are  too 
large  they  tend  to  settle  out  and  are  apt  to 
cause  jamming  of  the  syringe.  To  insure 
satisfactory  results  it  is  required  that  all 
batches  be  tested  clinically  before  they  can 
be  released  on  the  market. 

One  of  the  first  of  the  procaine  penicillin 
preparations  was  a suspension  of  procaine 
penicillin  in  refined  sesame  oil  (300,000  units 
per  cc.)  and  clinical  results  showed  that  with 
such  a preparation,  effective  blood  levels 
could  be  maintained  for  twenty-four  hours 
with  a single  intramusclar  injection.  In  a 
more  recent  preparation,  two  percent  of 
aluminum  monstearate  has  been  added  to  a 
suspension  of  procaine  pencillin  in  peanut 
oil.  This  preparation  seems  to  maintain 
penicillin  levels  for  the  longest  period  of  time 
— in  one  report,  measurable  amounts  were 
obtained  for  from  four  to  six  days.  The  alum- 
inum monosterate  and  peanut  oil  form  what 
is  known  as  a thixotropic  mixture  — that  is,  a 
mixture  that  is  fluid  upon  being  agitated,  but 
subsequently  sets  to  a semi-solid  jelly. 

Aqueous  suspensions  of  procaine  penicillin 
are  also  available  and  represent  preparations 
having  a long  action.  These  products  have 
the  advantage  of  not  requiring  a dry  needle 
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and  syringe. 

Recent  additions  to  the  list  of  penicillin 
products  are  preparations  which  combine  the 
advantages  of  the  rapidly  absorbed  crystalline 
penicillin  with  the  slowly  absorbed  procaine 
penicillin.  These  preparations  are  designed 
to  produce  high  initial  blood  concentrations 
(due  to  the  crystalline  penicillin)  and  the 
blood  levels  are  maintained  for  prolonged 
periods  as  a result  of  the  slowly  absorbed  pro- 
caine penicillin. 

Before  leaving  this  discussion  of  penicillin, 
I should  like  to  mention  briefly  one  of  the 
therapeutic  applications  of  the  drug  that  has 
been  and  is  receiving  considerable  attention 
— namely  the  use  of  penicillin  in  the  treat- 
ment of  syphilis.  Up  to  the  advent  of  penicil- 
lin, the  therapy  of  syphilis  was  largely 
limited  to  the  use  of  organic  arsenicals  such 
as  Arsphenamine,  Neorsphenamine,  Oxo- 
phenarsine,  etc.,  alternated  with  heavy  metal 
therapy  — bismuth  or  mercury  compounds. 
Penicillin  has  now  been  added  to  this  group 
of  drugs,  and  while  its  position  has  not  been 
completely  determined,  it  does  appear  to  be  a 
valuable  addition  to  the  list  of  antisyphilitic 
drugs.  Early  syphilis  seems  to  respond  well 
to  intensive  penicillin  therapy  and  even  in 
late  syphilis,  penicillin  has  been  beneficial. 
Doses  are  large.  For  aqueous  preparations  of 
the  sodium,  calcium  or  potassium  salts,  it  is 
recommended  that  in  seronegative  primary 
syphilis  60,000  units  be  given  every  three  or 
four  hours  for  a total  of  at  least  3,600,000  units 
and  for  seropositive  primary  and  early 
secondary  syphilis,  90  doses  of  60,000  units 
every  three  or  four  hours  for  a total  of  5,400,- 
000  units.  In  relapses,  penicillin  and  arsenical 
therapy  are  often  combined  and  alternated 
with  bismuth  therapy. 

Streptomycin: 

The  second  antibiotic  to  receive  wide 
acclaim  was  streptomycin.  This  antibiotic 
was  discovered  in  the  soil  organism  Act- 
inomyces Griseus  by  Dr.  Selman  A.  Waks- 
man  of  Rutgers  University.  Streptomycin  is 
not  a competitor  of  penicillin  since  it  acts 
primarily  against  gram-negative  organisms 
rather  than  gram-positive  ones.  It  is  effec- 
tive in  tularemia,  E.  Coli  infections,  H.  in- 
fluenzae meningitis,  pneumonia,  B.  Proteus, 
Ps.  aeruginosae,  A.  aerogenes,  K.  pneumoniae, 
S.  dysentery,  and  meningitis  due  to  gram- 
negative bacilli. 


Streptomycin  has  been  used  extensively 
in  the  treatment  of  tuberculosis,  but  its  use- 
fulness depends  upon  the  location  of  the  in- 
fection. The  types  most  amenable  to  therapy 
are  tuberculosis  of  the  larynx,  bronchi, 
meninges,  lymph  glands,  sinuses,  fistulas  and 
miliary  tuberculosis.  In  tuberculosis  of  the 
lungs,  streptomycin  is  seldom  curative  and  it 
is  not  indicated  in  patients  who  are  respond- 
ing to  conventional  treatment.  In  many  cases 
streptomycin  reverses  the  trend  of  infection 
and  the  patient  improves  more  rapidly  to  the 
point  where  collapse  procedures  may  be  em- 
ployed. 

Streptomycin  should  be  regarded  as  a use- 
ful adjuvant  to  established  methods  of  tuber- 
culosis therapy  and  certainly  it  does  not  pre- 
clude the  use  of  these  established  methods. 
It  should  be  mentioned  here  that  drug-fast- 
ness is  a common  occurence  in  tuberculosis 
therapy.  However,  the  incidence  of  drug- 
fastness  seems  to  be  reduced  by  giving 
smaller  and  less  frequent  doses  of  strepto- 
mycin. 

Streptomycin  is  not  effective  when  given 
orally  and  the  drug  is  given  by  intramuscular 
or  subcutaneous  injection.  It  is  more  toxic 
than  penicillin  and  large  doses  or  the  adminis- 
tration for  long  periods  of  time  not  infre- 
quently leads  to  toxic  reactions  of  varying 
severity.  The  most . frequent  serious  toxic 
reaction  is  impairment  of  function  of  the 
vestibular  portion  of  the  8th  cranial  nerve, 
i.e.,  vertigo,  tinnitus,  deafness.  Other  reac- 
tions have  been  recorded  including  pain  at 
the  site  of  injection,  headache,  fever,  skin 
eruptions  etc. 

One  of  the  most  important  developments 
since  the  discovery  of  streptomycin  has  been 
the  production  of  an  hydrogenated  deriva- 
tive, dihydrostreptomycin.  This  substance, 
which  is  now  available  as  the  hydrochloride, 
has  the  same  antibacterial  spectrum  as  strep- 
tomycin. The  important  difference  is  in 
toxicity.  I have  mentioned  the  toxic  effect 
of  streptomycin  on  the  nervous  system  re- 
sulting in  dizziness  and  sometimes  temporary 
deafness.  Dihydrostreptomycin  may  produce 
the  same  toxic  reactions,  but  it  appears  that 
patients  will  tolerate  it  for  a longer  period 
before  signs  of  toxicity  are  apparent.  Also, 
dihydrostreptomycin  may  be  useful  in 
patients  that  are  senitive  to  the  parent  drug. 
Because  of  its  lower  neurotoxic  effects,  it  can 
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be  given  to  patients  who  are  in  need  of  large 
: doses  or  require  therapy  for  long  periods  of 
I time. 

[ Tyrothricin  and  Gramicidin: 

Tyrothricin  was  isolated  from  the  soil 
I organism  Bacillus  brevis  in  1939  by  Dr.  Rene 
j DuBos  of  the  Rockefeller  Institute.  Actually 
} it  is  a mixture  of  two  antibiotics,  gramicidin 
' and  tyrocidine.  Tyrothricin  contains  about 
fifteen  percent  gramicidin  and  eighty-five 
I percent  tyrocidine.  Gramicidin  is  the  more 
potent  fraction  of  tyrothricin  (25  to  50  times 
greater  than  tyrocidine)  and  it  has  an  effect 
on  gram-positive  organisms  such  as  pneu- 
mococci, streptococci  and  staphylococci, 
whereas  tyrocidine  acts  on  both  gram  positive 
. and  gram  negative  organisms.  The  clinical 
use  of  tyrothricin  must  be  limited  to  topical 
application  because  when  this  drug  is  in- 
jected it  hemolyzes  erythrocytes.  It  does  not 
seem  to  be  injurious  to  tissues  however.  Its 
principal  applications  are  general  surgery, 
abscesses,  boils,  impetigo,  sinusitis;  and  for 
the  irrigation  of  infected  cavities.  Solutions 
containing  0.1  to  0.5  mg.  of  tyrothricin  per  cc. 
are  usually  used. 

Gramicidin  has  recently  become  commer- 
cially available  in  several  forms  — Troches, 
for  throat  irritations  and  infections;  a nasal 
decongestant;  and  an  ointment  for  the  treat- 
ment of  skin  infections  due  to  gram  f or  gram 
positive  organisms. 

Polymyxin: 

Polymyxin  is  derived  from  a soil  organism. 
Bacillus  polymyxa.  The  antibiotic  activity 
of  this  organism  was  first  observed  in  1947  by 
1 Dr.  Philip  G.  Stansly.  It  is  effective  against 
certain  gramnegative  organisms  and  is 
capable  of  destroying  microorganisms  that 
have  become  resistant  to  streptomycin.  It  has 
been  used  successfully  in  treating  patients 
ill  with  infections  due  to  Ps.  aeruginosa,  K. 
pneumoniae,  H.  pertussis  and  Brucella 
abortus.  It  is  given  by  injection,  the  oral  dose 
of  polymyxin  required  being  sixty-four  times 
the  subcutaneous  or  intravenous  dose.  Its 
toxic  effect  may  limit  its  usefulness. 

Shortly  after  the  announcement  of  the  dis- 
covery of  polymyxin,  another  antibiotic  was 
reported  which  was  derived  from  a similar 
organism,  and  which  had  an  antibacterial 
spectrum  similar  to  that  of  polymyxin.  This 
antibolic,  known  as  aerosporin  or  bacillos- 
porin,  was  thought  by  some  to  be  identical 


with  polymyxin  but  others  held  that  they 
differed  chemically,  and  that  there  was  a 
difference  in  the  relative  potency  of  the  two. 
Now  it  is  recognized  that  these  are  products 
of  distinctive  strains  of  B.  polymyxa,  and 
while  similar,  they  differ  chemically  and 
pharmacologically.  The  generic  name  poly- 
myxin has  been  given  to  this  group,  and  in- 
dividual members  are  referred  to  by  the  let- 
ter designations  A,  B,  C,  D,  etc.  Aerosporin 
is  polymyxin  A.  Polymyxins  B,  C,  D and  E 
have  been  obtained. 

Bacitracin: 

Bacitracin  was  isolated  in  1945  by  Dr.  Frank 
L.  Meleney  and  associates  of  Columbia  Uni- 
versity from  a mixed  culture  of  an  infected 
compound  fracture  from  a girl  named  Mar- 
garet Tracy.  The  organism  producing  the 
antibiotic  is  Bacillus  subtilis  and  the  strain 
was  called  Tracy  I from  the  girl’s  name. 

This  antibiotic  is  similar  in  its  activity  to 
penicillin,  although  some  penicillin-resistant 
organisms  are  bacitracin-sensitive.  It  is  even 
active  against  the  spirochete  of  syphilis,  also 
active  against  Cl.  welchii.  It  has  been  used 
effectively  in  the  treatment  of  furuncles,  car- 
buncles, and  abscesses;  infected  operative 
wounds,  burns,  sebaceous  cysts,  and  ulcers  of 
the  skin.  It  may  be  of  value  in  the  treatment 
of  amebic  dysentery.  Parenteral  forms  of 
bacitracin  have  not  as  yet  appeared,  but  pre- 
parations for  topical  application  are  available. 
Bacitracin  ointments,  ophthalmic  ointments, 
and  powder  are  available. 

Bacitracin  is  only  slightly  absorbed  when 
given  orally  and  thus  is  ineffective.  Given 
intramuscularly,  it  readily  enters  the  circula- 
tion, but  is  more  slowly  excreted  than  peni- 
cillin. The  clinical  use  has  been  limited  be- 
cause in  many  patients  it  causes  albuminaria 
and  other  evidences  of  renal  damage. 
Chloromycetin: 

Chloromycetin,  the  most  recent  addition  to 
the  list  of  commercially  available  antibiotics, 
was  obtained  from  Streptomyces  Venezuela, 
an  organism  found  in  the  soil  near  Caracas, 
Venezuela.  Chloromycetin  is  the  trade- 
marked  name  for  Chloramphenicol.  It  is 
active  against  gram-positive  and  gram-nega- 
tive organisms  and  also  against  rickettsial 
diseases.  It  was  used  with  considerable  suc- 
cess during  a recent  scrub  typhus  outbreak  in 
the  orient,  the  drug  being  given  orally.  It  can 
also  be  given  parenterally  and  the  intra- 
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venous  route  was  used  in  treating  patients  in 
a typhus  epidemic  in  Bolivia.  Toxicity  of  the 
drug  appears  to  be  very  low. 

The  structural  formula  for  this  antibiotic 
has  been  established  and  it  has  been  syn- 
thesized. Two  isomeric  forms  exist,  one  of 
which  is  identical  in  all  physical,  chemical, 
and  biological  properties  with  Chloromycetin 
produced  by  fermentation.  It  is  the  first  anti- 
biotic to  be  synthesized  on  a commercial  scale. 
It  is  interesting  to  note  here  that  while  peni- 
cillin G (benzyl  penicillin)  has  been  prepared 
synthetically,  this  method  of  production  is 
not,  as  yet,  practicable  on  a commercial  scale. 
The  production  by  fermentation  remains  as 
the  commercial  source.  It  seems  probable 
that  synthetic  c hloromycetin  will  become 
much  cheaper  than  that  made  by  fermenta- 
tion. 

Aureomycin: 

Aureomycin  is  a new  antibiotic  that  has  re- 
cently been  made  commercially  available  in 
the  form  of  capsules  for  oral  administration 
and  for  making  solutions  for  ophthalmic  use. 
It  is  marketed  as  Aureomycin  hydrochloride. 
Aureomycin  is  obtained  from  the  mold  Strep- 
tomyces  aureofaciens  and  was  isolated  by  Dr. 
B.  M.  Duggar  of  Lederle  Laboratories.  The 
mold  has  a golden-hue  which  explains  the 
name.  This  new  antibiotic  is  effective  against 
many  organisms  affected  by  penicillin  and 
streptomycin,  and  it  is  used  in  combating  in- 
fections which  have  become  resistant  to  those 
antibiotics.  In  addition  to  these  applications, 
aureomycin  is  reported  to  be  effective  in 
rickettsial  diseases,  including  Rocky  Moun- 
tain Spotted  Fever,  “Q”  Fever,  Typhus,  and 
in  certain  virus  diseases  as  primary  atypical 
pneumonia  and  granuloma  inguinale.  It  also 
appears  to  be  effective  in  Brucellosis. 

Aureomycin  is  readily  absorbed  from  the 
gastro  intestinal  tract  when  given  orally,  and 
this  is  the  preferred  route  in  systemic  in- 
fections. The  daily  dosage  in  severe  infection 
(including  rickettsial  infections)  is  50  to  100 
mg.  Kg.  per  day  in  divided  doses,  but  larger 
doses  have  been  used.  In  other  infections,  the 
dose  is  25  to  50  mg.  per  Kg.  per  day.  The 
period  of  treatment  is  usually  five  to  fourteen 
days,  depending  on  the  clinical  response.  The 
drug  should  be  administered  every  four  hours 
for  the  first  twenty-four,  and  then  every  six 
hours. 


In  ophthalmic  infections  such  as  staphylo- 
coccus, pneumococcus,  and  influenzal  con- 
junct! vities  aureomycin  has  been  used  effec- 
tively in  a 0.5  percent  solution  as  aureomycin 
borate.  This  solution  is  non-irritating  to  the 
inflamed  conjunctive  and  only  irritating  to 
the  non-inflamed  conjunctive. 

Aureomycin  and  Chloromycetin  have 
similar  properties.  It  remains  to  be  seen 
whether  these  two  antibiotics  will  become 
competitive  or  will  supplement  each  other. 


PIONEER  PHARMACIST  DIES 

William  Kearville,  87,  pharmacist  manager 
at  the  Ronan  Drug  Store  in  Fort  Pierre,  was 
found  dead  in  his  room  at  the  Huston  House 
in  Fort  Pierre  about  4:30  P.M.  on  June  28th. 
Officials  said  death  was  believed  to  have 
been  caused  by  a heart  attack. 

Mr.  Kearville  had  been  employed  at  the 
Roman  Drug  for  about  two  years.  He  came  to 
Fort  Pierre  from  Burke,  South  Dakota  where 
he  had  operated  a drug  store  of  his  own  for 
nearly  twenty  years.  He  had  owned  and  op- 
erated drug  stores  in  five  or  six  other  states 
before  coming  to  South  Dakota  according  to 
our  conversation  with  him  early  in  June.  He 
told  us  that  he  had  spent  about  sixty-five 
years  in  the  drug  business  during  his  long 
career.  His  only  known  survivor  is  a sister, 
Mrs.  Elizabeth  Moore  of  Minneapolis.  His 
body  was  sent  to  Minneapolis  for  burial. 


PHARMACIST  APPOINTED  ON  PUBLIC 
HEALTH  ADVISORY  COUNCIL 

Governor  George  T.  Mickelson  made  an- 
nouncement on  July  1st  of  appointment  of 
members  to  the  South  Dakota  Public  Health 
Advisory  Council  which  replaces  the  State 
Board  of  Health.  Otto  J.  Tommeraason,  phar- 
macist-owner of  the  Madison  Drug  and  Jew- 
elry Company  was  appointed  as  a member  of 
this  Council.  He  was  in  Pierre  on  July  1st  to 
attend  the  organization  meeting.  Mr.  Tom- 
meraason is  well  qualified  to  serve  in  his  new 
official  position  in  the  public  health  field.  He 
served  two  years  in  the  South  Dakota  Legis- 
lature as  Senator  from  Lake  and  Moody 
Counties.  He  has  been  Mayor  of  the  City  of 
Madison  and  is  a past  president  of  the  South 
Dakota  Pharmaceutical  Association. 
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NEWS  ITEMS 

FROM  THE  SECRETARY'S  OFFICE 

Pharmacist  Frank  L.  Base  has  purchased 
an  interest  in  the  Eureka  Rexall  Drug  from 
Richard  H.  Isaac.  Mr.  Base  was  registered  in 
June,  1948,  after  which  he  worked  with  Neil 
Fuller  at  Chamberlain  and  later  was  sales 
representative  with  Eli  Lilly  & Company  in 
this  state. 

Donley  Max  has  repurchased  the  drug  store 
at  Scotland  from  R.  H.  Torgenrude.  He  took 
possession  on  July  1st.  Mr.  Torgenrude  will 
take  a short  vacation  after  which  he  may  be 
available  for  work  as  a relief  pharmacist. 
Mr.  Max  has  been  living  at  Freeport,  Illinois 
since  he  and  his  father  sold  the  same  business 
to  Mr.  Torgenrude  a few  years  ago. 

Pharmacist  Willis  R.  Brewer  has  notified 
the  Secretary’s  office  that  his  new  address 
will  be  % Pharmacy  College,  University  of 
Arizona,  Tucson,  Arizona.  Dr.  Brewer  was 
recently  on  the  Pharmacy  College  faculty  at 
the  University  of  Utah. 

Martin  T.  Wilkins  of  Clark,  has  resigned 
his  position  with  the  Independent  Drug  Com- 
pany in  Sioux  Falls.  He  writes  that  he  is 
going  to  take  a vacation  for  about  two 
months.  He  would  then  like  to  buy  a good 
drug  store  in  any  town  with  a population  of 
1,500  to  2,000.  Keep  him  in  mind  if  you  have 
a good  drug  store  for  sale. 

Milford  L.  Schwartz  has  notified  the  Board 
of  Pharmacy  that  he  has  completed  the  pur- 
chase of  the  Chancellor-Schwartz  Pharmacy 
in  Huron.  The  business  will  be  conducted 
under  the  new  name  of  Schwartz  Pharmacy. 

Faye  H.  Loupe  is  the  new  pharmacist  man- 
ager at  the  Independent  Drug  Company  in 
Sioux  Falls.  Mr.  Loupe  was  recently  with 
the  Dow  Drug  Co.  on  South  Minnesota 
Avenue. 


IMPROVED  METHODS  OF  TABLET 
COATING 

WASHINGTON,  D.  C.— “The  need  for 
further  study  on  tablet  coating  has  been 
shown  by  the  numerous  and  various  methods 
now  employed  and  by  the  lack  of  adequate 
information  reported  in  the  literature  regard- 
ing a standard  procedure,”  Joseph  A.  Koren 
and  Byrl  E.  Benton  point  out  in  a paper, 
“Improved  Methods  of  Tablet  Coating,”  pub- 
lished in  the  current  issue  of  the  Scientific 
Edition  of  the  Journal  of  the  American  Phar- 


maceutical Association. 

The  paper  describes  an  attempt  to  develop 
a standardized  method  of  tablet  coating;  i.e., 
the  application  by  well-defined  procedures 
of  precise  quantities  of  liquids  and  solids  to  a 
definite  weight  and  volume  of  tablets.  The 
authors  state  that  “it  is  especially  important 
that  the  liquids  and  solids  be  combined  in  a 
definite  ratio,  thereby  eliminating  the  guess- 
work in  the  most  variable  operation  of  tablet 
coating.” 

Experiments  conducted  by  Mr.  Koren  and 
Dr.  Benton  lead  to  the  following  conclusions: 

1.  An  undercoat  of  shellac  is  desirable  as  a 
foundation  for  subsequent  coatings  to  pro- 
duce smooth  tablets. 

2.  A priming  coat  consisting  of  insoluble 
powders  suspended  in  syrup  solution  aids  in 
producing  a smooth  tablet. 

3.  The  incorporation  of  insoluble  powders 
in  the  subcoating  solution  facilitates  their  ap- 
plication to  the  tablet  and  at  the  same  time 
produces  a smoother  subcoat. 

4.  The  amounts  of  syrup  mixture,  syrup 
solution,  and  finishing  solution  have  been 
standardized  for  a given  weight  of  tablets. 


WILLIAM  SCALLIN 

Funeral  services  were  conducted  at  Mit- 
chell at  10:00  A.  M.  on  Monday  June  27th  for 
William  Scallin,  veteran  pharmacist,  who 
died  at  his  home  in  Mitchell  on  June  24th.  He 
arose  at  his  usual  time  on  Friday  morning 
but  returned  to  bed  because  he  was  not  feel- 
ing well  and  asked  that  he  not  be  disturbed. 
He  was  found  dead,  on  the  bed  a short  time 
later. 

William  Scallin  was  born  September  21, 
1871.  He  was  registered  as  a pharmacist  by 
examination  on  July  6,  1892  and  practiced  his 
profession  in  the  same  store  for  forty-seven 
years  until  the  time  of  his  death.  While  his 
health  was  not  good  for  the  past  few  years  he 
usually  came  to  the  store  a few  hours  each 
day  to  attend  to  administrative  matters.  He 
was  president  of  the  Scallin  Drug  Company, 
Inc.,  being  associated  with  his  son  Fred  and 
John  Burke. 

Mr.  Scallin  was  one  of  the  outstanding 
pharmacists  of  South  Dakota.  He  seldom 
missed  an  annual  convention  until  the  last 
few  years.  Everyone  who  knew  him  regarded 
him  as  a true  friend,  a loyal  citizen,  true  to 
the  ethics  of  his  chosen  profession. 

He  is  survived  by  his  son  Fred  R.  Scallin. 
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Reports  from  the  Washington  Representative  of  N.A.R.  D. 

by 

George  H.  Frates 


WHAT  GOES  ON  HERE  — AT  RANDOM 

TAXES  ON  FOOT  POWDERS.  The  rule, 
in  general,  is:  The  Bureau  holds  that  toilet 
powders  and  similar  substances  used  or  ap- 
plied or  intended  to  be  used  or  applied  for 
toilet  purposes,  including  the  foot  powders  to 
be  sifted  into  the  shoes  or  stockings  or  ap- 
plied directly  to  the  feet  to  overcome  ex- 
cessive perspiration  and  feet  odors  are  tax- 
able toilet  preparations  within  the  meaning 
of  section  2402  of  the  Internal  Revenue  Code, 
and  subject  to  tax  when  sold  at  retail.  The 
fact  that  such  a powder  may  be  recommended 
for  its  medicinal,  remedial  or  curative  value 
does  not  exempt  it  from  the  tax  if  it  is  used 
or  held  out  for  use  as  a toilet  powder  or  for 
toilet  purposes. 

CIGARETTE  TAX.  The  Senate  Committee 
on  Finance  has  concluded  hearings  on  H.  R. 
195  which,  if  enacted,  will  assist  states  in 
collecting  sales  and  use  taxes  on  cigarettes. 

THE  FEDERAL  TRADE  COMMISSION 
has  issued  an  order  prohibiting  Tru-Health 
Garments  Corporation,  New  York,  from  ad- 
vertising that  Tru-Health  belts  and  shoulder 
braces  will  prevent  or  correct  malformations 
and  malpositions  of  the  body. 

INTERNSHIPS  FOR  MEDICAL  GRAD- 
UATES. The  Veterans’  Administration  will 
offer  259  internships  to  qualified  graduates  of 
recognized  medical  schools  in  13  of  its  hos- 
pitals beginning  July  1950.  Please  call  this  to 
the  attention  of  your  young  medical  friends. 

A MOVIE  to  show  women  the  basic  facts 
about  breast  cancer,  including  a simple  tech- 
nique for  periodic  self-inspection  of  the 
breasts,  will  be  produced  with  a National 
Cancer  Institute  grant  to  the  American  Can- 
cer Society,  National  Cancer  Institute  Direc-* 
tor  J.  R.  Heller  has  announced.  Breast  cancer 
mortality,  now  about  17,000  a year,  could  be 
cut  in  half  if  women  were  alert  to  the  early 
signs  and  symptoms  and  sought  prompt  med- 
ical attention  for  breast  tumors,  according  to 
Dr.  Austin  V.  Deibert,  Chief  of  the  National 


Cancer  Institute  Control  Branch. 

COSTLY  BUSINESS.  More  than  half  of 
the  purchases  made  by  federal  government 
are  of  items  costing  less  than  $10;  yet  it  costs 
the  taxpayer  $11.28  to  process  each  purchase 
order. 

SOCIALIZED  MEDICINE  BILL  S.  5 has 
been  shelved.  The  controversial  S.M.B.  is 
now  S.  1679. 

MISREPRESENTATION  of  the  thera- 
peutic properties  of  a medicinal  product 
designated  “A.R.F.  501”  is  charged  in  a Fed- 
eral Trade  Commission  complaint  against  At- 
lantic Research  Foundation,  Inc.,  Atlantic 
City,  N.  J.  Advertisements  in  circular  letters 
allegedly  represented  that  the  preparation 
is  a competent  and  effective  treatment  for 
arthritis,  sciatica  and  neuritis  and  will  cure 
or  arrest  the  progress  of  such  conditions. 
According  to  the  complaint,  it  will  not  accom- 
plish the  results  claimed  and  its  effect  is 
limited  to  a temporary  reduction  of  the  pain 
immediately  surrounding  the  area  into  which 
it  is  injected. 

THE  UNITED  STATES  is  in  about  the 
same  position  in  dealing  with  environmental 
health  problems  as  we  were  in  1900  in  the 
control  of  communicable  diseases.  This  state- 
ment was  made  to  the  Conference  of  State 
Sanitary  Engineers  in  a meeting  in  Washing- 
ton a fortnight  ago.  Lack  of  research  and 
scarcity  of  trained  personnel  has  handicapped 
this  progress.  In  an  effort  to  speed  the  pro- 
gram, the  Public  Health  Service’s  Environ- 
mental Health  Center  at  Cincinnati  will  be 
expanded  to  include  research  in  all  phases  of 
the  environmental  health  problem.  It  was 
pointed  out  that  the  expansion  will  serve  as 
a guide  to  States  in  stepping  up  their  own 
sanitation  research  programs. 

EVANSTON  LABORATORIES,  Inc., 
Evanston,  111.,  have  been  ordered  by  the  Fed- 
eral Trade  Commission  to  discontinue  false 
advertising  of  the  therapeutic  properties  of 
Red  Cell  Caps,  a medicinal  preparation  con- 
taining dehydrated,  citrated  bovine  blood.- 
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Transactions  of  the  South  Dakota 
State  Medical  Association 

Sixty-Eighth  Annual  Session 
Yankton,  South  Dakota 
May  21-24,  1949 


OFFICERS,  1949-50 
President 

W.  H.  Saxton,  M.D. ..  Huron 

President-Elect 

C.  E.  Robbins,  M.D. Pierre 

Vice-President 

L.  J.  Pankow,  M.D.  Sioux  Falls 

Secretary-Treasurer 

R.  G.  Mayer,  M.D.  Aberdeen 

Executive  Secretary 

John  C.  Foster  Sioux  Falls 

A.  M.  A Delegate  & Speaker,  House 

H.  Russell  Brown,  M.D.  Watertown 

Alternate  Delegate  to  A.  M.  A. 

William  Duncan,  M.D.  Webster 

Chairman  of  Council 

D.  A.  Gregory,  M.D.  Milbank 

COUNCILORS 
First  District  (Aberdeen) 

J.  D.  Alway,  M.D.  (1950) Aberdeen 

Second  District  (Watertown) 

Rodney  Stoltz,  M.D.  (1950) Watertown 

Third  District  (Madison) 

G.  E.  Whitson,  M.D.  (1951)  Madison 

Fourth  District  (Pierre) 

M.  M.  Morrissey,  M.D.  (1950) Pierre 

Fifth  District  (Huron) 

B.  T.  Lenz,  M.D.  (1951) Huron 

Sixth  District  (Mitchell) 

F.  D.  Gillis,  M.D.  (1951) Mitchell 

Seventh  District  (Sioux  Falls) 

R.  E.  Van  Demark,  M.D.  (1951)  _ Sioux  Falls 
Eighth  District  (Yankton) 

E.  M.  Stansbury,  M.D.  (1950)  Vermillion 

Ninth  District  (Black  Hills) 

R.  E.  Jernstrom,  M.D.  (1952)  Rapid  City 

Tenth  District  (Rosebud) 

R.  J.  Qunn,  M.D.  (1952) Burke 

Eleventh  District  (Northwest) 

A.  W.  Spiry,  M.D.  (1952) Mobridge 

Twelfth  District  (Whetstone  Valley) 

D.  A.  Gregory,  M.D.  (1952)  Milbank 

Councilor  at  Large 

J.  L.  Calene,  M.D.  (1950)  . Aberdeen 

Delegate  to  A.  M.  A. 

H.  Russell  Brown,  M.D. Watertown 


STANDING  COMMITTEES  — 1949-50 
Scientific  Work 

W.  H.  Saxton,  M.  D. Huron,  Chr. 

C.  E.  Robbins,  M.  D. Pierre 

R.  G.  Mayer,  M.  D. Aberdeen 

Public  Policy  & Legislation 
W.  H.  Saxton,  M.  D. Huron,  Chr. 

C.  E.  Robbins,  M.  D Pierre 

The  Council 

Publications 

R.  G.  Mayer,  M.  D.  Aberdeen,  Chr. 

D.  H.  Manning,  M.  D.  Sioux  Falls 

D.  Slaughter,  M.  D.  Vermillion 

Medical  Defense 

G.  W.  Mills,  M.  D.  (1950)  Wall,  Chr. 

F.  D.  Gillis,  M.  D.  (1951)  Mitchell 

M.  W.  Pangburn,  M.  D.  (1952)  Miller 

Medical  Education  & Hospitals 

F.  S.  Howe,  M.  D.  (1950)  Deadwood,  Chr. 

W.  H.  Saxton,  M.  D.  (1951)  - Huron 

R.  A.  Buchanan,  M.  D.  (1952) Huron 

Medical  Economics 

W.  A.  Dawley,  M.  D.  (1950)  Rapid  City,  Chr. 

C.  R.  Stoltz,  M.  D.  (1951)  Watertown 

M.  C.  Tank,  M.  D.  (1952)  Brookings 

Necrology 

J.  A.  Nelson,  M.  D.  (1950)  Sioux  Falls 

G.  E.  Whitson,  M.  D.  (1951)  Madison 

R.  A.  Weber,  M.  D.  (1952)  Madison 

Public  Health 

G.  J.  Van  Heuvelen,  M.  D Pierre 

The  Council 

Subcommittee  on  Cancer 

P.  V.  McCarthy,  M.  D.  (1950)  — _ Aberdeen,  Chr. 

D.  H.  Breit,  M.  D.  (1951)  Sioux  Falls 

Hans  Jacoby,  M.  D.  (1952)  Huron 

Subcommittee  on  Tuberculosis 

W.  L.  Meyer,  M.  D.  (1951)  Sanator,  Chr. 

A.  W.  Spiry,  M.  D.  (1951)  Mobridge 

D.  S.  Baughman,  M.  D.  (1952)  - Madison 

Subcommittee  on  Maternal  & Child  Welfare 

Goldie  E.  Zimmerman,  M.  D. Sioux  Falls 

Mary  Schmidt,  M.  D. Watertown 

J.  M.  Butler,  M.  D.  Hot  Springs 

R.  E.  VanDemark,  M.  D. Sioux  Falls 

Diabetes 

C.  F.  Morsman,  M.  D.  (1950)  Hot  Springs 

B.  T.  Lenz,  M.  D.  (1951)  Huron 

T.  J.  Billion,  Jr.,  M.  D.  (1952)  Sioux  Falls 

Mental  Health 

E.  M.  Stansbury,  M.  D.  (1950)  Vermillion 

F.  D.  Gillis,  M.  D.  (1951)  Mitchell 

R.  J.  Quinn,  M.  D.  (1952) Burke 

V.  V.  Volin,  M.  D.  (1953)  _ Sioux  Falls 

Rheumatic  Fever  & Heart  Disease 

J.  L.  Calene,  M.  D.  (1950)  Aberdeen,  Chr. 

T.  H.  Sattler,  M.  D.  (1951)  Yankton 

M.  P.  Merryman,  M.  D.  (1952)  Rapid  City 

Medical  Benevolence 

C.  E.  Sherwood,  M.  D.  (1950)  Madison 

J.  C.  Hagin,  M.  D.  (1951)  . Miller 

Wm.  Donahoe,  M.  D.  (1952)  Sioux  Falls 

SPECIAL  COMMITTEES  — 1949-50 
Radio  Broadcast 

L.  J.  Pankow,  M.  D.  Sioux  Falls,  Chr. 

J.  C.  Rodine,  M.  D.  . Aberdeen 

M.  C.  Jorgenson,  M.  D.  Watertown 
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Charle.s  Gutch,  M.  D. 

Pierre 

R.  A.  Buchanan,  M.  D.  

Huron 

Howard  Lewis,  M.  D.  

Mitchell 

Paul  Reagan,  M.  D. 

_ Sioux  Falls 

V.  I.  Lacey,  M.  D. 

Yankton 

A.  A.  Lamport,  M.  D. 

Rapid  Gity 

Editorial 

R.  G.  Mayer,  M.  D.  

.....  Sioux  Falls 

Donald  Slaughter,  M.  D.  

Vermillion 

H.  R.  T.pwis,  M.  D. 

Mitchell 

C.  B.  McVay,  M.  D 

Yankton 

G.  .1.  Van  Heuvelen,  M.  D. 

Pierre 

D.  A.  Gregory,  M.  D. 

Milbank 

H.  Rusself  Brown,  M.  D. 

Watertown 

H.  P.  Adams,  M.  D. 

..  Huron 

C.  F.  Morsman,  M.  D. 

....  Hot  Springs 

M.  P.  Merryman,  M.  D 

Rapid  City 

D.  H.  Manning,  M.  D.  

Sioux  Falls 

Medical  Licensure 

Lyle  Hare,  M.  D.  

Spearfish 

J .D.  Alway,  M.  D.  

Aberdeen 

F.  F.  Pfister.  M.  D. 

Webster 

Veterans  Administration  and  Military  Service 

L.  C.  Askwie.  M.  D.  Pierre 

M.  R.  Gelber,  M.  D 

Aberdeen 

T J Billion,  Jr.,  M .D. 

Sioux  Falls 

F F Pfi.ster.  M.  D.  

Webster 

Spafford  Memorial  Fund 

.1.  G.  Ohlmacher.  M.  D.  Vermillion 

Prepayment  and  Insurance 

H.  Russell  Brown.  M.  D. 

Plans 

Watertown 

C.  E.  Robbins,  M.  D.  .... 

R.  E.  Jernstrom,  M.  D. 

R.  G.  Mayer,  M.D. 

C.  E.  Sherwood,  M.  D. 
Wm.  Duncan,  M.  D.  .... 

T.  W.  Reul,  M.  D. 


Pierre 

Rapid  City 

Aberdeen 

Madison 

Webster 

— Watertown 

National  Legislation 

W.  H.  Saxton,  M.  D Huron 

H.  Russell  Brown,  M.  D. Watertown 

C.  E.  Robbins,  M.  D.  — ..  Pierre 

R .G.  Mayer,  M.  D.  Aberdeen 

L.  J.  Pankow,  M.  D.  ...  Sioux  Falls 

Rural  Medical  Service 

A.  P.  Peeke,  M.D.  Volga 

M.  M.  Morrissey,  M.  D.  Pierre 

G.  J.  Bloemendaal,  M.  D Ipswich 

Medical  School  Affairs 

Donald  Slaughter,  M.  D.  Vermillion 

L.  J.  Pankow,  M.  D Sioux  Falls 

Wm.  Saxton,  M.  D.  Huron 

F.  R.  Williams,  M.  D.  Rapid  City 

H.  Russell  Brown,  M.  D Watertown 

C.  B.  McVay,  M.  D.  Yankton 

Nursing  Training 

D.  A.  Gregory,  M.  D.  Milbank 

J.  A.  Eckrich,  M.  D.  Aberdeen 

R.  E.  Lemley,  M.  D.  Rapid  City 

Workman's  Compensation 

L.  J.  Pankow,  M.  D Sioux  Falls 

H.  B.  Shreves,  M.  D.  Sioux  Falls 

W.  A.  Arneson,  M.  D. . ..  Sioux  Falls 

ANNUAL  MEETING  OF  THE  COUNCIL 
OF  THE  SOUTH  DAKOTA  STATE 
MEDICAL  ASSOCIATION 


First  Session,  Saturday,  May  21,  1949 
The  first  meeting  of  the  Council  was  called 
to  order  at  7:45  P.  M.  by  the  Chairman,  Dr. 
C.  E.  Robbins,  of  Pierre.  On  Roll-call  the  fol- 
lowing were  present:  President  J.  L.  Calene, 
Aberdeen;  President-Elect  W.  H.  Saxton, 
Huron;  Vice-President  C.  E.  Robbins,  Pierre; 
Secretary-Treasurer  R.  G.  Mayer,  Aberdeen; 
Executive  Secretary  John  C.  Foster,  Sioux 
Falls;  Councilors  J.  D.  Alway,  Aberdeen; 


Rodney  Stolz,  Watertown;  G.  E.  Whitson, 
Madison;  M.  M.  Morrissey,  Pierre;  F.  D.  Gillis, 
Mitchell;  L.  J.  Pankow,  Sioux  Falls;  E.  M. 
Stansbury,  Vermillion;  R.  E.  Jernstrom, 
Rapid  City;  D.  A.  Gregory,  Milbank;  H.  Rus- 
sel Brown,  Watertown. 

Dr.  Gillis  moved  to  dispense  with  the  read- 
ing of  the  minutes  of  the  previous  meeting 
because  they  had  been  published  in  the 
Feburuary  issue  of  the  S.  D.  Journal  of  Med- 
icine, seconded  by  Dr.  Gregory,  and  carried. 

Dr.  Mayer  read  the  Report  of  the  Council 
to  the  House  of  Delegates.  Dr.  Stansbury 
moved  the  report  be  adopted,  seconded  by 
Gregory,  and  carried.  Dr.  Pankow  moved 
that  an  amendment  be  made  to  the  report 
which  would  show  that  the  Council  approved 
the  State  Nurses’  Association’s  practical  nurs- 
ing bill  with  some  opposition,  seconded  by 
Stansbury,  carried  and  added  to  the  report. 

A verbal  report  of  the  Committee  on  Public 
Policy  and  Legislation  was  made  by  Dr. 
Calene  who  moved  adoption,  seconded  by 
Stansbury,  carried.  The  report  of  the  Pub- 
lications committee  was  read  by  Dr.  Mayer, 
Dr.  Mayer  then  read  the  Secretary-Treas- 
urer’s Report.  Mr.  Foster  read  the  report  of 
the  Executive  Secretary.  Dr.  Whitson  moved 
the  adoption  of  the  reports,  seconded  by 
Stansbury,  carried.  A brief  discussion  was 
held  on  the  50-year  club  awards.  Dr.  Brown 
read  the  report  of  the  Committee  on  Auditing 
and  Appropriations,  and  moved  its  adoption, 
seconded  by  Dr.  Morrissey,  carried. 

Dr.  Mayer  read  a communication  from  the 
Arkansas  State  Medical  Association  concern- 
ing national  legislation.  No  action  was  taken. 
A discussion  was  held  on  resolutions  opposing 
socialized  medicine.  A discussion  was  held  on 
the  Constitution  and  By-laws  and  possible 
amendments.  Dr.  Alway  discussed  the  pos- 
sibilities of  meeting  with  the  pharmacists  at 
their  annual  meeting  to  propose  an  increase 
in  the  subscription  price  of  the  Journal.  Dr. 
Gillis  moved  that  the  Chairman  of  the  Coun- 
cil appoint  a committee  to  meet  with  the 
pharmacists  with  the  authorization  to  take 
such  action,  seconded  by  Dr.  Stansbury,  and 
passed.  Dr.  Robbins  appointed  a three  man 
committee  consisting  of  Drs.  Calene,  Mayer, 
and  Alway. 

A lengthy  discussion  was  held  on  the  re- 
port of  the  Military  Affairs  Committee  which 
was  held  over  for  action  by  the  Reference 
Committee  of  the  House  of  Delegates. 
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Dr.  Robbins  read  a letter  concerning  tech- 
nicians in  the  State  Department  of  Health 
performing  the  work  of  a pathologist.  The 
letter  was  referred  to  the  chairman  of  Public 
Health  Committee,  Dr.  G.  J.  Van  Heuvelen. 

Dr.  Pankow  brought  up  the  subject  of 
mental  health  and  the  activities  of  the  Mental 
Health  Association,  and  the  subject  was  dis- 
cussed by  Dr.  Haas,  Dr.  Stansbury,  and  Mr. 
Foster.  The  matter  was  referred  to  the  House 
of  Delegates. 

Dr.  Alway  moved  for  adjournment, 
seconded  by  Gregory,  and  the  meeting  ad- 
journed at  10.T5  P.  M. 

R.  G.  Mayer,  secretary 

Second  Session,  May  23,  1949 

The  second  meeting-  of  the  Council  was 
called  to  order  by  Dr.  C.  E.  Robbins,  Chair- 
man, at  10:00  P.  M.  Present  were  J.  L.  Calene, 
Aberdeen;  W.  H.  Saxton,  Huron;  R.  G.  Mayer, 
Aberdeen,  C.  R.  Stoltz,  Watertown;  G.  E. 
Whitson,  Madison;  M.  M.  Morrissey,  Pierre; 
F.  D.  Gillis,  Mitchell;  B.  T.  Lenz,  Huron; 

L.  J.  Pankow,  Sioux  Falls;  E.  M.  Stansbury, 

M. D.,  Vermillion;  R.  E.  Jermstrom,  Rapid 
City;  R.  J.  Quinn,  Burke;  A.  W.  Spiry,  Mo- 
bridge;  H.  Russell  Brown,  Watertown;  R.  E. 
Van  Demark,  Sioux  Falls,  and  John  Foster. 

Dr.  Gillis  moved  that  the  reading  of  the 
minutes  of  the  last  meeting  be  dispensed 
with.  Dr.  Stansbury  seconded  the  motion  and 
it  was  carried. 

Dr.  Robbins  then  called  for  nominations 
from  the  floor  for  the  office  of  Chairman  of 
the  Council.  Dr.  Calene  nominated  Dr. 
Gregory  of  Milbank.  Dr.  Pankow  moved  that 
nominations  be  closed  and  that  the  Secretary 
be  instructed  to  cast  a unanimous  ballot  for 
Dr.  Gregory.  Dr.  Morrissey  seconded  the 
motion  and  it  was  carried. 

Dr.  Robbins  then  called  for  nominations  for 
the  office  of  Secretary-Treasurer.  Dr.  Saxton 
nominated  Dr.  Mayer.  Dr.  Pankow  moved 
that  Dr.  Mayer  be  elected  by  acclamation, 
seconded  by  Dr.  Stansbury,  and  carried.  Dr. 
Whitson  moved  that  Dr.  Mayer  be  nominated 
as  editor  of  the  Journal  for  one  year.  Dr.  Jern- 
strom  seconded  the  motion  and  it  was  carried. 
A discussion  was  held  on  the  appointment  of 
members  of  the  Editorial  Committee  and  the 
Associate  Editors. 

Dr.  Whitson  moved  that  Dr.  Gillis  and 
Mr.  Foster  be  authorized  to  make  tentative 
plans  and  dates  for  the  next  annual  meeting 


which  will  be  held  in  Mitchell.  Dr.  Quinn 
seconded  the  motion  and  it  was  carried. 

The  Council  authorized  Mr.  Foster  to  get 
bids  from  three  printing  firms  on  publishing 
the  new  Constitution  and  by-laws.  He  shall 
submit  these  bids  to  the  Council  at  the  fall 
meeting.  It  was  decided  that  the  next  meet- 
ing should  be  in  the  fall,  preferably  Septem- 
ber. A short  discussion  was  held  on  the 
activities  of  the  Radio  Committee. 

Dr.  Mayer  then  brought  up  the  matter  of  de- 
linquent members.  A discussion  was  held  on 
this  problem  and  it  was  decided  that  the 
Executive  Secretary’s  office  will  make  up 
bills  for  the  district  secretaries  to  use  to  col- 
lect dues,  if  the  service  is  desired  and  re- 
quested. 

Mr.  Foster  was  instructed  to  notify  the 
American  Medical  Association  that  Dr.  C.  E. 
Robbins  will  replace  Dr.  William  Duncan  on 
the  AMA’s  Committee  of  53  in  connection 
with  their  National  Education  Campaign. 

Dr.  Mayer  brought  up  the  question  of  the 
Pound  Law  in  South  Dakota  and  suggested  a 
committee  be  appointed  to  work  on  the  law 
with  the  attorney  to  have  ready  for  the  next 
legislature.  He  will  contact  Mr.  Goldsmith 
on  the  matter.  A short  discussion  was  held 
on  the  practice  of  pathologists  in  the  State. 

Mr.  Foster  brought  up  a letter  he  had  re- 
ceived from  Mr.  Joe  Dowling  suggesting  a 
fee  schedule  be  set  for  paying  doctors  in  polio 
cases.  Dr.  Calene  moved  that  the  request  be 
turned  over  to  the  Councilor  from  Sioux  Falls 
for  study  and  his  advice  on  the  matter,  and 
that  a letter  be  sent  to  Mr.  Dowling  advising 
him  of  this  action.  Dr.  Gillis  seconded  the 
motion  and  it  was  carried. 

Mr.  Foster  then  called  attention  to  a letter 
he  had  received  from  the  World  Medical  As- 
sociation. After  a short  discussion  he  was  in- 
structed to  answer  the  letter  and  state  that 
the  Council  considered  the  matter  and  took 
no  action  at  this  time. 

A letter  received  from  the  National  Sales 
Foundation  was  read  in  which  they  asked  the 
endorsement  of  the  Medical  Association  for  a 
series  of  advertisements  to  be  run  in  the 
newspapers,  and  paid  for  by  the  pharmacists. 
Dr.  Saxton  moved  that  approval  be  received 
from  the  American  Medical  Association  and 
the  pharmacists  in  the  state  before  any  action 
is  taken,  seconded  by  Dr.  Morrissey,  and 
passed. 
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A letter  from  the  Florida  Medical  Associa- 
tion asking  endorsement  of  their  Blue  Cross 
plan  was  read  and  discussed.  Mr.  Foster  was 
instructed  to  inform  them  that  the  Council 
considered  the  matter  but  that  no  action  was 
taken. 

The  matter  of  a uniform  letter  head  for  the 
Executive  Office,  Officers,  and  Councilors 
was  discussed  and  a sample  decided  upon. 

After  a lengthy  discussion  Dr.  Pankow 
moved  that  the  Council  of  the  South  Dakota 
State  Medical  Association,  duly  assembled, 
go  on  record  as  urging  all  physicians  in  our 
state  who  have  received  any  part  of  their 
medical  education  under  the  ASTP  or  V-12 
programs,  or  who  were  deferred  from  mili- 
tary service  for  the  purpose  of  finishing  their 
medical  education,  and  have  not  served  up  to 
this  time,  to  volunteer  for  commissions  in  the 
military  service  to  fill  the  South  Dakota 
quota.  Dr.  Stansbury  seconded  the  motion 
and  it  was  carried.  Mr.  Foster  was  instructed 
to  send  a copy  of  this  motion  to  the  Secretary 
of  Defense  and  also  copies  to  the  committee 
on  Veterans  Affairs  and  Military  Service 
stating  that  this  action  of  the  Council  was  not 
based  on  their  report,  but  that  the  Councilors 
merely  took  this  action  on  the  whole  matter 
at  the  present  time  and  that  they  will  con- 
sider their  report  when  it  is  presented  at  a 
later  date. 

The  meeting  adjourned  at  11:25  P.  M. 

R.  G.  Mayer,  Secretary 

PROCEEDINGS  OF  THE  68th  ANNUAL 
MEETING  OF  THE  HOUSE  OF  ‘ 
DELEGATES 

SOUTH  DAKOTA  STATE  MEDICAL 
ASSOCIATION 
First  Session,  Sunday,  May  22 

The  first  meeting  of  the  House  of  Delegates 
was  called  to  order  at  2:15  P.  M.  in  the  Hotel 
Charles  Gurney,  Sunday,  May  22,  Dr.  J.  L. 
Calene,  President  of  the  Association  pre- 
siding. 

Present  were  officers  J.  L.  Calene,  W.  H. 
Saxton,  C.  E.  Robbins,  R.  G.  Mayer,  and  John 
Foster.  Councilors  present  were  J.  D.  Alway, 
Aberdeen;  C.  R.  Stoltz,  Watertown;  G.  E. 
Whitson,  Madison;  M.  M.  Morrissey,  Pierre; 

B.  T.  Lenz,  Huron;  F.  D.  Gillis,  Mitchell;  L.  J. 
Pankow,  Sioux  Falls;  E.  M.  Stansbury,  Ver- 
million; R.  E.  Jernstrom,  Rapid  City;  R.  J. 
Quinn,  Burke;  D.  A.  Gregory,  Milbank,  and 
H.  Russell  Brown,  Watertown.  Delegates 


present  were  P.  V.  McCarthy  and  M.  R.  Gel- 
ber,  Aberdeen  District;  H.  T.  Kenney,  Water- 
town  District;  E.  A.  Hofer,  Howard;  and  C.  E. 
Sherwood,  Madison,  Madison-Brookings  Dis- 
trict; L.  C.  Askwig,  Pierre  District;  Theo. 
Hohm,  Huron  District;  C.  F.  Binder,  Mitchell 
District;  G.  A.  Stevens,  D.  H.  Manning,  J.  A. 
Nelson,  F.  C.  Kohlmeyer,  Sioux  Falls  District; 

C.  B.  McVay,  F.  W.  Haas,  Yankton  District; 

F.  S.  Howe,  W.  L.  Meyer,  Wayne  Geib,  Rapid 
City  District,  D.  Lie,  Whetstone  Valley  Dis- 
trict. 

The  reading  of  the  minutes  of  the  1948 
meeting  were  dispensed  with  due  to  the  fact 
that  they  had  been  published  in  the  Journal. 

G.  A.  Stevens  moved  they  be  not  read,  B.  A. 
Gregory  seconded  the  motion  and  it  was 
carried. 

President  John  L.  Calene  then  read  his 
Presidential  Address. 

Dr.  Calene  then  presented  the  50-year  club  ' 
pin  to  Dr.  William  F.  Freyberg  of  Mitchell 
who  has  completed  54  pears  of  practice.  He 
then  appointed  the  Reference  Committees  as 
follows:  Committee  on  Nominations  — P.  V. 
McCarthy,  Aberdeen;  Dagfinn  Lie,  Webster; 

H.  T.  Kenney,  Watertown;  C.  E.  Sherwood, 
Madison;  L.  C.  Askwig,  Pierre;  R.  A. 
Buchanan,  Huron;  F.  D.  Gillis,  Mitchell;  D.  H. 
Manning,  Sioux  Falls;  F.  J.  Abts,  Yankton; 
Wayne  Geib,  Rapid  City,  L.  D.  Harris,  Mo- 
bridge;  and  R.  J.  Quinn,  Burke. 

Committee  on  Resolutions  and  Memorials — 

D.  H.  Manning,  Sioux  Falls,  and  F.  J.  Abts 
of  Yankton. 

Committee  on  Credentials  — W.  L.  Meyer, 
Sanator;  M.  R.  Gelber,  Aberdeen;  and  E.  A. 
Hofer,  Howard. 

Committee  on  Special  Committees:  L.  J. 
Pankow,  Sioux  Falls,  C.  B.  McVay,  Yankton, 
and  C.  F.  Binder,  Mitchell. 

Committee  on  Standing  Committees:  G.  E. 
Whitson,  Madison,  T.  A.  Hohm,  Huron,  and 
F.  C.  Kohlmeyer,  Sioux  Falls. 

Committee  on  Reports  of  Officers:  G.  A.  I 
Stevens,  Sioux  Falls,  M.  M.  Morrissey,  Pierre, 
and  R.  E.  Jernstrom,  Rapid  City.  \ 

Committee  on  Constitution  and  By-laws  — ■! 
R.  J.  Quinn,  Burke.  E.  M.  Stansbury,  Ver- 
million, and  F.  D.  Gillis,  Mitchell. 

The  report  of  the  President,  John  L.  Calene,  i 
has  been  pubhshed  in  the  April  issue  of  the  i 
Journal  and  was  not  read.  Dr.  Saxton  gave 
an  oral  report  of  the  activities  of  the  Presi-  i 
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dent-Elect.  In  the  report  of  the  Vice-Presi- 
dent, Dr.  Robbins  stated  that  he  had  per- 
formed the  duties  of  his  office  faithfully  and 
conscienciously  during  the  past  year.  Dr. 
Mayer  read  his  report  as  Secretary-Treasurer 
and  Mr.  Foster  read  his  report  as  Executive 
Secretary.  Dr.  Robbins  read  the  report  of  the 
Council  to  the  House  of  Delegates.  The  re- 
port of  the  delegate  to  the  American  Medical 
Association  had  been  published  in  January 
and  was  not  read.  The  reports  of  the  Coun- 
cilors of  the  districts  had  all  been  published 
in  the  May  and  April  issues  of  the  Journal 
and  were  not  read. 

The  reports  of  the  following  Standing  Com- 
mittees were  not  read  because  they  had  been 
mimeographed  in  advance  for  the  delegates: 
Committee  on  Scientific  Work,  Committee  on 
Public  Policy  and  Legislation,  Committee  on 
Medical  Defense,  Committee  on  Medical  Edu- 
cation and  Hospitals,  Committee  on  Public 
Health,  Sub-committee  on  Cancer,  Sub-com- 
mittee on  Child  Welfare  and  Mental  Health, 
Sub-committee  on  Tuberculosis,  Sub-com- 
mittee on  Syphilis  Control  and  U.  S.  P.  H.  S. 

Dr.  Mayer  read  the  report  of  the  Committee 
on  Publications.  The  Committee  on  Medical 
Economics  made  no  report.  Dr.  Nelson  read 
the  report  of  the  Committee  on  Necrology. 
Dr.  Sherwood  read  the  report  of  the  Benevo- 
lent Fund  Committee.  He  followed  his  report 
with  a discussion  of  the  conflicting  recom- 
mendations on  the  use  of  this  fund  made  the 
previous  year  by  the  Auxiliary  and  the  As- 
sociation. 

The  reports  of  the  following  Special  Com- 
mittees were  not  read  because  they  had  been 
mimeographed  in  advance  for  the  delegates: 
Committee  on  Medical  Licensure,  Committee 
on  Veterans  Affairs  and  Military  Service, 
Committee  on  National  Legislation,  Com- 
mittee on  Rural  Health,  Committee  on  Med- 
ical School  Affairs,  Advisory  to  State  Board 
of  health  — Orthopedics,  Otolaryngology, 
Child  Welfare,  Committee  on  Nursing  Train- 
ing. 

Dr.  Pankow  gave  his  report  of  the  Radio 
Committee,  and  Dr.  Mayer  read  the  report  of 
the  Editorial  Committee.  There  was  no  re- 
port from  the  Committee  on  Allied  Group. 
Dr.  Ohlmacher  read  the  report  of  the  Spaf- 
ford  Memorial  Fund.  Dr.  Brown  read  the 
report  of  the  Prepayment  and  Insurance 


Plans  Committee.  Mr.  Foster  gave  the  report 
of  the  Committee  on  State  Legislation.  Dr. 
Brown  read  the  report  of  the  committee  on 
Auditing  and  Appropriations  and  moved  its 
adoption.  Dr.  Alway  seconded  the  motion, 
and  it  was  carried. 

Old  business.  First  on  the  agenda  was  the 
adoption  of  the  Constitution  and  By-laws. 
Dr.  Pankow  moved  that  an  amendment  to 
Article  6,  Title  Council,  2nd  paragraph,  that 
the  delegate  to  the  American  Medical  As- 
sociation be  a member  of  the  Council.  Dr. 
Whitson  seconded  the  motion  and  it  was 
carried.  Dr.  Pankow  then  moved  that  on 
page  4,  Offcers  of  the  Association,  that  the 
words  “who  shall  be”  shall  be  inserted  be- 
tween the  phrase  “a  Councilor-at-large”  and 
“the  immediate  past  president.”  Dr.  Robbins 
seconded  the  motion  and  it  was  carried.  Dr. 
Gregory  moved  the  adoption  of  the  Constitu- 
tion, seconded  by  Dr.  Howe  and  carried.  Dr. 
Calene  then  declared  that  the  new  Constitu- 
tion was  then  in  force.  Dr.  Whitson  then 
moved  the  adoption  of  the  By-laws,  seconded 
by  Dr.  Pankow  and  carried.  Dr.  Calene  de- 
clared the  By-laws  were  then  in  force. 

Dr.  Wayne  Geib  moved  that  we  have  a sub- 
committee on  Clinical  Laboratories  under 
the  Public  Health  Committee.  This  subcom- 
mittee would  consist  of  two  pathologists,  one 
radiologist,  and  one  general  practitioner. 
Dr.  Robbins  seconded  the  motion,  it  was 
passed  and  referred  to  the  committee  on  By- 
laws. 

Dr.  Pankow  moved  that  additional  com- 
mittees be  named  as  follows:  Committee  on 
Mental  Health,  Committee  on  Rheumatic 
Fever  and  Heart  Disease,  and  Committee  on 
Diabetes.  These  committees  are  meant  to  be 
Special  Committees  and  not  part  of  the  Public 
Health  Committee,  and  that,  if  passed,  the 
commttee  on  Constitution  and  By-laws  be 
asked  to  draw  up  the  necessary  data  for  ad- 
ditional sections  following  section  9 on  com- 
mittees in  our  by-laws.  Chapter  7;  to  outline 
their  duties,  which  are  obvious,  but  should 
be  mentioned.  Dr.  Stansbury  seconded  the 
motion  and  it  was  carried. 

Dr.  Calene  called  for  new  business,  but 
none  was  introduced. 

Dr.  Calene  made  an  announcement  con- 
cerning the  program.  He  stated  that  Dr.  F.  E. 
Clough,  formerly  of  Lead,  would  be  the 
speaker  at  the  general  session,  Monday  after- 
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noon  at  2:00  P.  M.  He  will  speak  on  “Frac- 
tures of  the  Ankle.” 

Dr.  Slaughter  brought  up  the  problem  of 
securing  dogs  for  experimental  purposes  and 
research  at  the  medical  school.  A lengthy  dis- 
cussion on  the  problem  then  followed. 

Mr.  Foster  made  an  announcement  con- 
cerning the  door  prize  at  the  general  sessions 
to  be  given  at  the  end  of  the  session  Tuesday 
afternoon.  He  urged  all  doctors  to  remain  for 
the  two  full  days. 

Dr.  Slaughter  brought  up  the  question  of 
doing  cancer  smears  and  running  tissue  tests 
for  osteopaths.  Dr.  Geib  stated  that  he  felt 
it  was  unethical  for  a pathologist  to  do  such 
examinations  for  other  than  doctors  of  med- 
icine. A discussion  was  held  on  this  question 
and  whether  or  not  the  State  Board  of  Health 
should  make  such  tests  for  osteopaths.  Dr. 
Van  Heuvelen  made  several  statements  on 
this  question  and  on  the  activities  of  the  state 
government. 

Dr.  Robbins  then  asked  Dr.  F.  E.  Clough  to 
make  a few  remarks  on  the  medical-political 
situation  in  California.  The  Watertown  Dis- 
trict submitted  a recommendation  on  the 
Workman’s  Compensation  Minimum  Fee 
Schedule.  This  was  referred  to  the  Reference 
Committee  on  Special  Committees. 

On  motion,  the  meeting  adjourned  at  4:45 
P.M. 

R.  G.  Mayer,  Secretary 

HOUSE  OF  DELEGATES 
Second  Session 

The  second  session  of  the  House  of  Dele- 
gates was  called  to  order  by  President  Calene 
at  5:00  P.  M.,  Monday  May  23.  Dr.  Mayer 
called  the  roll.  Present  were  officers  J.  L. 
Calene,  President;  W.  H.  Saxton,  Presdent- 
Elect;  C.  E.  Robbins,  Vice-President;  R.  G. 
Mayer,  Secretary;  and  John  C.  Foster,  Execu- 
tive Secretary.  Councilors  C.  R.  Stoltz,  Water- 
town;  G.  E.  Whitson,  Madison;  M.  M.  Morris- 
sey, Pierre;  B.  T.  Lenz,  Huron;  F.  D.  Gillis, 
Mitchell;  L.  J.  Pankow,  Sioux  Falls;  E.  M. 
Stansbury,  Vermillion;  R.  E.  Jernstrom, 
Rapid  City,  R.  J.  Quinn,  Burke;  A.  W.  Spiry, 
Mobridge;  and  H.  Russell  Brown,  Watertown. 
Delegates  P.  V.  McCarthy,  M.  R.  Gelber, 
Aberdeen  District;  H.  T.  Kenney,  Watertown 
District;  E.  A.  Hofer,  C.  E.  Sherwood,  Mad- 
ison-Brookings  District;  L.  C.  Askwig,  Pierre 
District;  T.  A.  Hohm,  Huron  District;  George 
Stevens,  D.  H.  Manning,  J.  A.  Nelson,  F.  C. 


Kohlmeyer,  Sioux  Falls  District;  C.  B.  McVay, 
Yankton  District;  F.  S.  Howe,  W.  L.  Meyer, 
Wayne  Geib,  Rapid  City  District;  Dagfinn 
Lie,  Whetstone  District. 

Dr.  Howe  moved  that  the  reading  of  the 
minutes  of  the  previous  meeting  be  dispensed 
with.  Dr.  McCarthy  seconded  the  motion 
and  it  was  passed.  Dr.  Saxton  then  made  his 
president-elect  address.  He  urged  that  all 
committees  during  the  coming  year  make 
their  reports  early  so  that  they  may  be 
printed  in  advance  for  the  delegates.  He 
asked  for  the  cooperation  of  all  members 
during  the  coming  year  and  especially  asked 
that  the  younger  members  become  active  in 
Association  affairs. 

Dr.  Calene  then  presented  the  50-year  club 
pin  to  Dr.  William  D.  Farrell  of  Aberdeen. 
He  briefly  reviewed  the  doctor’s  life  during 
his  50  years  of  practice. 

The  reports  of  the  Reference  Committees 
by  their  respective  chairmen  followed:  Dr. 
Meyer  read  the  report  of  the  Committee  on 
Credentials.  Dr.  Manning  read  the  report  of 
the  Committee  on  Resolutions  and  Memorials 
and  moved  its  adoption,  seconded  by  Dr.  Nel- 
son and  passed.  Dr.  Stevens  read  the  report 
of  the  Reference  Committee  on  Reports  of 
Officers  and  moved  its  adoption,  seconded  by 
Dr.  Morrissey  and  passed.  Dr.  McCarthy 
read  the  report  of  the  Committee  on  Nomina- 
tions which  was  as  follows:  For  President- 
Elect  — C.  E.  Robbins,  Pierre;  for  Vice-Presi- 
dent — L.  J.  Pankow,  Sioux  Falls;  for  Speaker 
of  the  House  — H.  Russell  Brown,  Watertown. 
For  Councilors  — A.  W.  Spiry,  Mobridge 
(1949-1952);  J.  R.  Quinn,  Burke  (1949-1952); 
R.  J.  Jernstrom,  Rapid  City  (1949-1952);  D.  A. 
Gregory,  Milbank  (1949-1952).  Place  of  the 
1950  annual  meeting  — Mitchell,  S.  D. 

Dr.  Manning  announced  that  the  Sioux 
Falls  District  recommends  Dr.  R.  E.  Van  De- 
mark to  fill  out  the  unexpired  term  of  L.  J. 
Pankow  on  the  Council  and  the  committee 
nominates  Dr.  Van  Demark  as  Councilor  from 
the  Soux  Falls  District.  Dr.  Meyer  moved 
that  nominations  be  closed  and  that  the  re- 
port of  the  committee  be  accepted,  seconded 
by  Dr.  Howe  and  carried.  The  secretary  was 
then  instructed  to  cast  a unanimous  ballot  for 
all  candidates. 

Dr.  Whitson  read  the  report  of  the  Ref- 
erence Committee  on  Standing  Committees. 
The  committee  recommended  the  acceptance 


— 242  — 


AUGUST  1949 


of  the  Benevolent  Committee’s  report  and  in 
view  of  the  contention  between  the  Women’s 
Auxiliary  and  the  Medical  Association,  the 
committee  recommended  the  adoption  of  the 
following  motion: 

Moved  that  the  Constitution  of  the 
Benevolent  Fund  be  amended  to  read 
that  in  addition  to  the  original  pur- 
pose, henceforth  the  money  be  avail- 
able as  a loan  fund  for  medical  stu- 
dents. 

We  move  the  adoption  of  the  committee  re- 
port of  Public  Policy  and  Legislation  Com- 
mittee, the  committee  on  Scientific  Work,  the 
committee  on  Medical  Education  and  Hos- 
pitals, the  subcommittee  on  Cancer,  we 
recommend  the  adoption  of  this  report  with 
the  deletion  of  the  statement,  “A  tumor  clinic 
is  maintained  in  Rapid  City.” 

We  recommend  the  adoption  of  the  report 
of  the  subcommittee  on  Child  Welfare  and 
Mental  Health.  The  reference  committee 
wishes  to  recommend  the  formation  of  a 
Mental  Health  Committee  as  suggested  by 
this  report. 

We  recommend  the  adoption  of  the  report 
of  the  subcommittee  on  Tuberculosis  and 
suggest  that  the  subcommittee  on  Tuber- 
culosis meet  as  a committee  and  draw  up  the 
necessary  legislation  for  tuberculosis  control 
in  our  state  before  the  next  annual  meeting. 

We  recommend  the  adoption  of  the  report 
of  the  subcommittee  on  Syphilis  Control.  We 
recommend  the  adoption  of  the  report  of  the 
Necrology  Committee  and  also  the  report  of 
the  committee  on  Publications. 

Dr.  Whitson  then  moved  the  acceptance  of 
the  report,  seconded  by  Dr.  Brown  and  a dis- 
cussion of  the  report  followed.  The  report 
of  the  Benevolent  Committee  was  the  subject 
which  received  the  most  comment.  Dr.  Pan- 
kow  moved  that  consideration  of  the  matter 
be  tabled  until  such  time  as  it  can  be  decided 
whether  the  Association  wishes  to  continue 
as  it  has  in  the  past  on  the  matter  or  whether 
we  should  turn  it  over  the  Women’s  Auxil- 
iary. Dr.  McCarthy  seconded  the  motion.  Dr. 
Brown  objected  to  the  fact  that  the  motion  to 
table  was  made  before  the  original  motion 
was  properly  discussed.  The  motion  to  table 
the  report  was  not  passed.  Dr.  Pankow  then 
discussed  the  original  motion  and  in  a vote,  it 
was  carried. 

Dr.  Pankow  then  read  the  report  of  the 
Reference  Committee  on  Special  Committees. 


The  report  of  the  committee  on  Medical 
Licensure  constitutes  a report  of  the  phys- 
icians licensed  in  South  Dakota  during  the 
past  year.  The  committee  recommended  its 
adoption.  Dr.  Pankow  moved  for  the  adoption 
of  the  report,  seconded  by  Dr.  Stansbury  and 
carried.  The  Committee  on  National  Legisla- 
tion — This  report  is  a summary  of  the  pres- 
ent status  of  national  legislation.  The  com-  . 
mittee  recommended  its  adoption.  Dr.  Pan- 
kow moved  that  the  report  be  adopted, 
seconded  by  Dr.  Stoltz  and  carried. 

The  report  of  the  Committee  on  Rural 
Health  summarizes  the  activities  of  the  com- 
mittee and  enumerates  in  considerable  de- 
tail the  rural  health  activities  in  South 
Dakota  for  the  past  year.  It  represents  a 
great  deal  of  effort  and  excellent  thought. 
The  committee  recommended  its  adoption. 
Dr.  Pankow  moved  the  adoption  of  the  re- 
port, seconded  by  Dr.  Kohlmeyer,  carried. 
The  report  of  the  committee  on  Medical 
School  Affairs  summarizes  the  work  of  the 
committee  during  the  past  year.  Probably 
unsuspected  modesty  on  the  part  of  the  chair- 
man omitted  mention  in  the  report  of  the  part 
that  the  committee  may  have  had  in  obtain- 
ing the  building  appropriation  of  600,000 
dollars  and  of  an  adequate  appropriation  for 
operation  of  the  medical  school.  With  the 
committees  comments  added  they  recom- 
mended the  adoption  of  the  report.  Dr.  Pan- 
kow moved  adoption  of  the  report,  seconded 
by  Dr.  McCarthy  and  carried. 

The  report  of  the  Radio  Committee  in- 
dicates activity  of  the  committee  and 
promises  fruition  of  its  program  in  the  com- 
ing year.  The  committee  recommended  the 
adoption  of  this  report.  Dr.  Pankow  moved 
adoption  of  the  report,  seconded  by  Dr.  Stoltz 
and  carried.  The  report  of  the  Editorial  Com- 
mittee indicates  the  articles  and  editorials  in 
our  state  Medical  Journal  and  urges  ad- 
ditional papers  and  case  reports  from  South 
Dakota  Doctors.  The  committee  recom- 
mended the  adoption  of  this  report.  Dr.  Pan- 
kow moved  adoption  of  the  report,  seconded 
by  Dr.  Nelson,  carried.  The  report  of  the 
Spafford  Memorial  Prize  Committee  an- 
nounces the  annual  award  of  the  Spafford 
Memorial  Prize  to  Alan  Lord  of  Kadoka,  S.  D. 
The  committee  recommended  adoption  of  this 
report.  Dr.  Pankow  moved  adoption  of  the 
report  and  it  was  seconded  by  Dr.  Manning 
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and  carried.  The  report  of  the  Committee  on 
State  Legislation  advises  its  discontinuance 
on  the  grounds  of  duplication  of  work  which 
is  constitutionally  delegated  to  the  Council. 
The  reference  committee  recommended  the 
adoption  of  the  report.  Dr.  Pankow  moved 
the  adoption  of  the  report,  seconded  by  Dr. 
Stoltz,  carried. 

The  report  of  the  committee  on  Prepay- 
ment and  Insurance  does  not  indicate  the 
amount  of  time,  effort,  and  personal  money 
spent  by  the  members  of  the  committee  to 
enable  them  to  make  such  a report.  It  en- 
couragingly shows  the  present  favorable 
status  of  the  South  Dakota  Prepayment  Med- 
ical Plan.  The  committee  recommended  the 
adoption  of  this  report.  Dr.  Pankow  moved 
adoption  of  the  report,  seconded  by  Dr.  Ken- 
ney, carried.  The  report  of  the  Special  Public 
Health  Committee  on  Orthopedics  mentions 
the  polio  epidemic  of  1948  in  South  Dakota 
and  comments  favorably  on  the  work  of  the 
State  Crippled  Childrens’  Association.  It  also 
comments  favorably  on  the  Crippled  Chil- 
dren’s schools  and  hospitals  under  develop- 
ment at  this  time.  The  committee  recom- 
mended the  adoption  of  the  report.  Dr.  Pan- 
kow moved  adoption  of  the  report,  seconded 
by  Dr.  Nelson,  carried.  The  report  of  the 
committee  on  Nursing  Training  is  essentially 
a statistical  report  of  questionaires  sent  to 
various  hospitals  in  the  state.  It  mentions 
passage  of  the  Practical  Nurse  Training  Bill. 
The  committee  recommended  the  adoption 
of  the  report.  Dr.  Pankow  moved  the  adop- 
tion of  the  report  seconded  by  Dr.  Stoltz  and 
carried. 

The  recommendation  from  the  Watertown 
District  for  changes  in  the  Workman’s  Com- 
pensation fee  schedule  as  adopted  by  the 
Council  suggests  legislative  changes  in  the 
medical  limits  and  other  matters  as  presented 
to  the  Council  by  a special  committee  and 
adopted  by  the  Council  during  the  past  year. 
The  committee  moves  that  these  recommen- 
dations be  referred  to  a committee  for  further 
study  and  comparison  with  the  present 
schedule  and  recent  activities  of  the  special 
committee  and  a report  be  given  at  the  next 
annual  session  to  the  House  of  Delegates. 
Dr.  Morrissey  seconded  the  motion.  Dr. 
Brown  made  a motion  to  amend  the  motion 
to  the  effect  that  the  words  “House  of  Dele- 
gates” be  taken  from  the  original  motion  and 


be  replaced  by  “the  Council,”  seconded  by 
Dr.  Pankow,  carried.  The  original  motion, 
with  the  amendment,  was  then  carried. 

The  committee  on  Veterans  Affairs  and 
Military  Service  report  refers  to  and  com- 
ments on  the  fact  that  of  the  15,000  doctors 
educated  wholly  or  in  part  of  Armed  Forces 
programs,  or  those  deferred  to  complete  their 
education,  too  few  have  signed  up  for  com- 
missions. Recommendations  are  made  in  this 
report  that  may  be  proper,  but  we  believe 
they  are  not  within  the  province  of  this  As- 
sociation to  make.  The  committee  recom- 
mended that  the  report  be  not  adopted.  Dr. 
Sherwood  then  moved  that  the  report  of  the 
Veterans  Affairs  and  Military  Service  Com- 
mittee be  not  adopted.  Dr.  Manning  seconded 
the  motion.  Dr.  T.  J.  Billion,  Jr.,  Dr.  M.  R. 
Gelber,  Dr.  L.  C.  Askwig,  and  Dr.  E.  M.  Stans- 
bury  then  all  spoke  on  the  situation.  Follow- 
ing a lengthy  discussion,  the  motion  was  car- 
ried. Dr.  Pankow  moved  that  the  report  of 
the  committee  which  has  now  not  been 
adopted,  be  referred  back  to  a committee  for 
further  study  and  revision  in  line  with  what 
had  been  said  at  the  meeting  and  that  the 
committee  report  to  the  Council  at  an  early 
date.  Dr.  Sherwood  seconded  the  motion, 
carried. 

Dr.  Quinn  read  the  report  of  the  Committee 
on  Constitution  and  By-Laws,  Dr.  Jernstrom 
moved  that  the  committee  report  be  adopted. 
Dr.  McCarthy  seconded  the  motion  and  it  was 
carried.  Dr.  Manning  spoke  on  the  report 
briefly,  referring  to  the  matter  of  Clinical 
laboratories.  Dr.  Pankow  moved  that  the 
matter  be  tabled  at  the  present  time,  seconded 
by  Dr.  Sherwood,  and  carried. 

On  motion,  the  meeting  adjourned  at  7:05 
P.  M. 

R.  G.  Mayer,  Secretary 


REPORT  OF  THE  PRESIDENT  1948-1949 

Several  meetings  were  attended  by  the 
President  in  an  effort  to  develop  an  effective 
program  for  the  Association  this  year. 

At  the  annual  conference  of  State  Presi- 
dents and  Officers  in  connection  with  the 
AMA  meeting  in  Chicago  in  June,  1948,  em- 
phasis was  placed  on  the  promotion  of  volun- 
tary insurance  plans  (expecially  Blue  Cross 
and  Blue  Shield)  and  in  the  work  of  the  Na- 
tional Physicians  Committee.  In  September, 
1948,  at  the  NPC  meeting  in  Chicago  the 
necessity  of  continuing  the  practical  efforts 
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of  this  organization  was  strongly  urged.  At 
the  North  Central  Conference  in  Minneapolis, 
after  the  election  in  November  1948,  a dif- 
i ferent  outlook  was  presented.  Seven  of  our 
Association  were  there.  Dr.  Mayer  and  Dr. 
Brown  were  on  the  program. 

With  the  change  in  the  political  outlook, 
/ there  was  also  a change  in  advocated  activ- 
: ities  of  organized  medicine.  Confusion  as  to 
‘ just  what  our  program  should  be  was  some- 
what dissovled  by  the  recent  proposed  pro- 
gram of  the  AMA  resulting  from  the  St. 
Louis  Interim  Session  in  January,  1949. 

As  a result,  slightly  different  attitudes  were 
reflected  in  the  District  Meetings  attended 
in  Rapid  City,  Aberdeen,  Mobridge,  Mitchell, 
Yankton,  and  Webster.  The  50-year  pin  was 
presented  to  Dr.  Hohf  in  Yankton.  The 
President  expects  to  attend  several  more 
meetings  before  the  annual  session. 

, Three  Council  meetings  were  attended  dur- 
' ing  the  year.  At  the  last  two,  due  to  illness 
i of  Dr.  C.  E.  Robbins,  the  President  presided. 

Legislative  activities  required  much  time 
and  attention  this  year.  The  main  burden  fell 
^ upon  the  appointed  legislative  committee  of 
the  Council,  the  Special  State  Legislative 
1 Committee,  the  Executive  Secretary,  Secre- 
tary and  other  officers.  It  is  believed  worth 
while  work  was  accomplished  and  praise  is 
due  for  the  unselfish,  arduous  work  of  these 
individuals. 

Activities  of  the  Association  are  rapidly  in- 
creasing. With  the  splendid  help  of  the 
Executive  Secretary  practically  all  districts 
will  have  been  contacted  personnally  by  the 
end  of  the  year.  One  of  our  important  aims 
has  been  to  activate  the  various  districts  into 
constructive  groups.  Some  progress  has  been 
made  in  this  direction. 

All  committees,  especially  the  Economics 
Committee  for  its  group  insurance  plan  de- 
veloped for  our  members;  the  Insurance 
Committee;  the  Rural  Health  Committee;  the 
Cancer  Committee;  and  the  Committee  on 
I Medical  School  Affairs  must  be  singled  out 
for  their  special  activities.  A few  committees 
have  been  disappointing.  It  is  only  through 
active  participation  of  all  the  committees  that 
your  Association  can  continue  its  vigorous, 
constructive,  and  essential  work. 

John  L.  Calene,  M.D 
President 


REPORT  OF  THE  PRESIDENT  — ELECT 

I attended  all  Council  meetings,  the  North 
Central  Meeting  in  Minneapolis,  inspected 
the  Medical  School,  met  with  the  State  Legis- 
lature on  legislative  matters,  and  attended 
the  presentation  of  four  50-year  club  pins  at 
the  5th  District  meeting. 

W.  H.  Saxton,  M.D. 

President-Elect 


SECRETARY'S  REPORT  1948-1949 

Your  Secretary  attended  five  national  and 
regional  conferences  during  the  past  year. 
On  Saturday,  June  19th,  I attended  the  con- 
ference on  Prepayment  Insurance  Plans  in 
Chicago,  called  by  the  A.  M.  A.,  with  Dr.  H. 
Russell  Brown,  Chairman  of  our  Committee 
on  Prepayment  Insurance.  The  next  day, 
June  20th,  I attended  the  National  Conference 
of  County  Medical  Society  Officers  and  re- 
mained in  Chicago  for  the  A.  M.  A.  Conven- 
tion for  the  rest  of  the  week. 

Nov.  6th  and  7th.  I attended  the  Annual 
North  Central  Medical  Conference  in  Minn- 
eapolis and  was  on  the  program  to  discuss 
the  Nursing  Problem  in  South  Dakota.  Others 
representing  the  South  Dakota  State  Medical 
Association  attending  this  conference  were: 
Drs.  L.  J.  Pankow,  Sioux  Falls;  M.  M.  Mor- 
rissey, Pierre;  A.  W.  Spiry,  Mobridge;  G.  E. 
Whitson,  Madison;  H.  Russell  Brown,  Water- 
town;  W.  H.  Saxton,  Huron;  J.  L.  Calene, 
Aberdeen;  C.  E.  Robbins,  Pierre;  and  Execu- 
tive Secretary,  John  C.  Foster,  Sioux  Falls. 
Dr.  Brown  was  also  on  the  program,  discuss- 
ing prepayment  insurance. 

On  Nov.  20th,  I attended  the  First  Annual 
Conference  on  Public  Relations  of  the  AMA 
in  St.  Louis,  and  on  Nov.  21st  and  22nd,  the 
Annual  Conference  of  Secretaries  of  State 
Medical  Associations  and  Editors  of  State 
Medical  Journals.  Executive  Secretary  Foster 
and  Assistant  Editor  D.  C.  Whitcomb  also 
attended  these  two  conferences.  South 
Dakota  was  congratulated  at  this  conference 
on  being  the  “baby”  of  state  medical  journals 
and  complimentary  remarks  made  regarding 
the  excellence  of  its  Journal  for  a new  ven- 
ture in  a state  with  such  a small  population. 
Many  subjects  on  public  relations,  A.  M.  A. 
policies,  and  constructive  criticism  of  medical 
journals  were  discussed. 

On  Feb.  12th,  I attended  the  Conference  of 
the  National  Educational  Committee  of  the 


— 245  — 


SOUTH  DAKOTA 


A.  M.  A.  at  Chicago,  where  the  new  campaign 
against  compulsory  health  insurance  was 
launched.  Dr.  Wm.  Duncan,  Webster,  repre- 
sented South  Dakota  on  the  Committee  of 
Fifty-Three  at  this  meeting. 

Three  meetings  of  the  Officers  and  Council 
at  Huron  were  attended,  and  at  the  First  An- 
nual Meeting  of  the  Council  and  District  Of- 
ficers on  January  16th,  your  Secretary  dis- 
cussed the  Relations  of  the  District  Medical 
Societies  to  the  State  Medical  Assocation  and 
the  A.  M.  A.  On  Feb.  7th  and  8th,  your  Sec- 
retary, together  with  Drs.  H.  Russell  Brown, 
Wm.  Duncan,  J.  D.  Alway,  and  W.  H.  Saxton, 
and  Attorney  Karl  Goldsmith,  met  in  Pierre 
with  representatives  of  the  osteopaths,  and 
the  joint  committees  of  the  Senate  and  House, 
to  iron  out  their  differences  on  legislative 
affairs. 

With  this  session  I am  completing  my 
second  term  as  Secretary-Treasurer  of  your 
State  Medical  Association.  It  might  be  well 
at  this  time  to  mention  some  of  the  highlights 
of  these  six  years.  In  1943  the  annual  dues 
were  raised  from  $10.00  to  $15.00,  and  in  1946 
again  raised  to  $50.00.  The  South  Dakota  In- 
jury-Illness Expense  Plan  for  voluntary  pre- 
payment insurance  was  inaugurated  after 
much  prelimnary  study  by  the  Committee.  A 
contract  with  the  Veterans  Administration 
for  the  Home-Town  Care  of  Veterans  was 
signed.  An  Executive  Secretary  was  em- 
ployed and  an  executive  office  was  organized 
and  implemented  in  Sioux  Falls.  A monthly 
bulletin,  “This  Is  Your  Medical  Association,” 
was  published  for  over  a year,  out  of  which 
developed  the  South  Dakota  State  Journal  of 
Medicine  and  Pharmacy,  which  is  now 
years  old. 

A plan  to  recognize  physicians  in  South 
Dakota,  who  have  practiced  50  years,  by 
presenting  them  with  50-year  pins,  was 
adopted.  The  Constitution  and  By-Laws 
have  been  completely  revised.  A group  policy 
for  disability  of  members  of  the  Association 
has  been  adopted,  and  the  First  Annual  Meet- 
ing of  the  Council  and  District  Society  Of- 
ficers has  been  held.  All  of  these  accomplish- 
ments, together  with  the  work  of  the  various 
committees,  represent  an  immense  amount 
of  hard  work  by  the  officers.  Council  and 
Committees,  and  show  the  progress  made  in 
a brief  span  of  years. 

In  connection  with  the  Annual  Convention 


of  the  A.  M.  A.  at  Atlanta  City  in  June,  I 
would  like  to  call  your  attention  to  two  Con- 
ferences. The  National  Conference  of  County 
Medical  Society  Officers  will  be  held  in  the 
Rose  Room  at  the  Hotel  Traymore,  Sunday, 
June  5,  1949.  The  program  is  printed  on  page 
230  of  the  J.  A.  M.  A.  for  May  14th.  The  Con- 
ference of  Presidents  and  Other  Officers  of 
State  Medical  Associations  will  be  held  in 
the  same  place  at  1:30  P.  M.  on  the  same  date. 

In  order  to  stimulate  the  District  Medical 
Societies  and  give  them  a definite  objective 
I would  like  to  suggest  that  each  District 
Society  organize  a Health  Council  for  their 
Dstrict,  and,  where  feasible,  for  each  local 
community  in  their  District.  In  addition  to 
members  of  the  allied  professions  from  the 
dental,  pharmaceutical,  hospital  and  nurses 
associations,  the  medical  profession  should 
invite  representatives  from  civic  organiza- 
tions, women’s  clubs,  school  and  local  govern- 
ment authorities,  labor  unions  and  farmers’ 
groups,  to  join  with  them  in  a study  of  the 
health  needs  of  each  community  and  plans 
for  improving  deficiencies.  It  is  the  duty  of 
the  medical  profession  to  assume  leadership 
in  this  field  and  the  results  should  be  of  the 
utmost  value.  I do  not  have  to  mention  how 
important  such  a plan  would  be  in  improving 
public  relations,  solving  problems  of  medical 
economics  and  legislation,  in  addition  to  the 
actual  value  of  improvement  in  medical  care 
and  the  public  health  in  each  community. 

R.  G.  Mayer,  M.D. 

Secretary 


TREASURER'S  REPORT— 1948-1949 
Secretary-Treasurer's  Account 

INCOME 


Balance  on  hand,  June  1,  1948  

Received  from  Executive  Secretary 

$140.83 

Foster  

700.00 

Interest  — U.  S.  Bond  

25.00 

Total 

$865.83 

DISBURSEMENTS 

Secretary’s  Salary  (11  months)  

Secretary's  Office  Expenses 

$550.00 

Stenographer  $110.00 

Meetings  — Officers  & Council 

63.80 

Bond  — Secretary-Treasurer  

10.00 

Telephone  & Telegrams  

6.19 

Social  Security  Tax  

4.50 

245.46 

Total 

795.46 

Balance  on  hand  May  1,  1949  

70.37 

$865.83 

R.  G.  Mayer,  M.D. 
Secretary-Treasurer 
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EXECUTIVE  SECRETARY'S  REPORT 

The  following  is  presented  as  a brief  re- 
view of  the  activities  of  the  executive-secre- 
tary and  the  executive  office.  Some  items, 
such  as  placement  of  doctors,  etc.,  have  been 
left  out  of  the  report  as  part  of  the  hundred 
of  daily  details  that  become  routine.  Only 
the  major  activities  are  reported. 

Veterans  Program 

Durng  the  fiscal  year  May  1,  1948  to  April 
30,  1949,  a definite  decrease  was  noted  in  the 
volume  of  work  performed  under  our  con- 
tract with  the  Veterans  Administration.  How- 
ever, the  volume  has  been  large  enough  to 
keep  two  clerical  workers  busy  full  time  and 
to  demand  occasional  assistance  from  ■ other 
members  of  the  staff. 

I am  pleased  to  report  that  unsatisfactory 
examination  reports  have  diminished  greatly 
and  the  members  of  the  Associaton  are  co- 
operating 100%  in  the  program.  Petty  com- 
plaints and  misunderstandings  have  been 
conciliated  with  no  repercussions.  A review 
of  the  financial  records  show  the  following: 

INCOME 

Balance  on  hand  May  1,  1948  $ 1663.85 

Income  from  VA  68247.56 

Total $69911.41 

DISBURSEMENTS 

Paid  to  members  $62578.30 

Office  expenses  & salaries  6038.02 

Total $68616.41 

Balance  on  hand  1295.00 

Total $69911.41 

Legislative 

This  being  a legislative  year  in  South 
Dakota,  your  executve  secretary  conducted 
a program  of  legislative  cousel  in  Pierre  dur- 
ing the  session. 

I took  part  in  the  preliminary  discussions 
on  the  osteopathic  legislation  which  was  so 
ably  handled  by  members  of  our  committee, 
appeared  before  the  House  Public  Health 
Committee  several  times,  and  gave  advice  on 
medical  legislaton  to  members  of  the  legisla- 
ture. 

Actual  legislation  concerning  medical 
affairs  has  been  reviewed  in  the  Journal  dur- 
ing the  year. 

On  national  legislation,  close  contact  has 
been  kept  with  our  Senators  and  Representa- 
tives on  issues  concerning  health.  A con- 
tnuing  program  of  opposition  to  compulsory 
health  insurance  has  the  firm  backing  of 
South  Dakota  Congressmen. 

Public  Relations 

During  the  year,  the  executive  secretary’s 


office  has  doubled  its  pace  of  presenting  our 
side  of  the  story  to  the  public.  Public  appear- 
ances by  the  executive  secretary  before  lun- 
cheon clubs,  convention  groups,  farm  organ- 
izations, radio  broadcasts,  women’s  clubs,  and 
school  audiences. 

The  Black  Hills  Medical  Society,  the  Whet- 
stone Valley  Society,  the  Pierre  District,  and 
the  Yankton  District  Society  have  been  most 
cooperative  in  arranging  these  presentations. 

The  subject  of  compulsory  health  insurance 
has  been  presented  by  the  executive  secretary 
to  29  groups  in  all,  totaling  approximately 
3,250  people,  not  counting  radio  audiences. 

The  biggest  story  published,  from  a public 
relations  standpoint  was  the  selection  of  the 
State  Association’s  General  Practitioner  of 
the  Year  Award  and  the  subsequent  place- 
ment of  Dr.  Lyle  Hare  of  Spearfish  in  second 
place  nationally.  Thousands  of  pieces  of 
literature  have  been  circulated  from  this  of- 
fice in  conjunction  with  the  AMA’s  National 
Education  Campaign  and  for  various  State 
Association  committees. 

Liason  wth  other  groups 

Your  executive  secretary  has  been  active  in 
bringing  the  South  Dakota  State  Medical  As- 
sociation into  closer  cooperation  with  other 
organizations  and  has  attended  many  of  their 
meetings. 

These  include  the  S.  D.  X-ray  Technicians 
Society,  the  State  Hospital  Ass’n.,  the  S.  D. 
Hospital  & Home  Management  Ass’n.,  the 
Mssouri  Valley  Optometrists  Ass’n.,  The 
Sioux  Valley  Medical  Ass’n.,  the  S.  D.  All 
Electrical  Conference,  the  Conference  of  Med- 
ical Society  Executives,  the  Conference  of 
Presidents  and  other  Medical  Society  Of- 
ficers, American  Trade  Association  Execu- 
tives, the  AMA  Councils,  and  others. 

Your  executive  secretary  attended  both  the 
AMA  convention  in  Chicago  and  the  Interim 
Session  in  St.  Louis,  the  Rural  Health  Con- 
ference in  Chicago,  and  the  Conference  on 
Medical  Economics. 

Much  has  also  been  done  in  assisting  the 
Medical  School  Affairs  Committee,  the  Rural 
Health  Committee,  the  Prepayment  Com- 
mittee and  the  various  legislative  committees. 

Annual  Meeting 

Your  executive  secretary  has  been  active  in 
planning  each  of  the  Annual  Meetings.  This 
consists  of  contacting  speakers  on  behalf  of 
the  program  committee,  making  local  ar- 
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rangements,  contacting  exhibitors,  arranging 
reservations,  collectng  funds,  making  dis- 
bursements, etc. 

The  Journal 

The  Journal  on  April  30,  completed  its  16th 
month  of  operation.  The  fiscal  year  of  the 
Journal  is  on  a calendar  basis  because  of  its 
advertising  contracts.  However,  an  idea  of 
its  financial  status  can  be  gleaned  from  the 
following: 

From  May  1,  1948  to  April  30,  1949,  we  had 
a gross  income  for  the  Journal  of  $12,480.22. 
At  the  same  time  we  had  written  checks  for 
salary,  taxes,  insurance,  and  printing  in  the 
amount  of  $12,390.42.  We  owe  to  the  concern 
printing  the  Journal  an  aggragate  of  $2,117.26. 
This  amount  is  the  actual  deficit  for  the  first 
calendar  year  of  publication.  The  first  four 
months  of  the  calendar  year,  1949,  we  had 
an  income  of  $4,657.63  and  costs  for  operating 
of  $4,686.85.  This  shows  a deficit  during  the 
calendar  year  of  1949  of  only  $29.22.  This 
shows  that  the  Journal  is  breaking  even 
during  its  second  year  of  operation  and  the 
advertising  revenue  now  coming  in  should 
make  up  several  hundred  dollars  of  the  first 
calendar  year’s  deficit.  Also  at  the  end  of  the 
advertising  year,  the  Cooperative  Medical 
Advertising  Bureau  of  the  American  Medical 
Association  returns  to  us  about  66  2/3%  of 
the  commissions  that  it  has  charged  us  during 
the  year.  This  should  amount  to  around 
$1,000  which  will  aid  materially  in  reducing 
or  relieving  the  first  year’s  deficit. 

We  now  have  a mailing  list  of  nearly  1,300 
doctors  and  pharmacists  and  a wide  interest 
has  been  evidenced  by  many  doctors  outside 
of  the  state. 

Miscellaneous 

The  executive  secretary’s  office  has 
handled  over  $21,000  in  general  funds  during 
the  year,  over  $68,000  in  the  VA  account  and 
around  $12,000  for  the  Journal.  An  account- 
ing for  the  Journal  and  VA  account  are  con- 
tained above  while  a C.  P.  A.  audit  was  made 
of  the  general  funds  and  is  in  the  hands  of  the 
Auditing  and  Appropriations  Committee. 

There  are  five  persons  employed  by  the 
Association  on  a full  time  basis.  John  C. 
Foster  is  executive  secretary,  director  of  the 
Veteran’s  Program,  and  business  manager  of 
the  Journal. 

Dale  C.  Whitcomb  is  assistant  editor  of  the 
Journal. 


Mrs.  Patty  Butler  is  secretary  to  the  execu- 
tive secretary. 

Mrs.  Rosemary  Sigler  is  chief  clerk  of  the 
Veterans’  Department. 

Mrs.  Dorothy  Barkley  is  a clerk-typist  in 
the  Veterans’  Department. 

Both  Mr.  Whitcomb  and  Mrs.  Butler  do 
some  part  time  work  in  the  Veterans’  Pro- 
gram. 

The  following  is  taken  from  the  C.  P.  A. 
audit  of  the  general  fund. 

STATEMENT  OF  OPERATIONS 
April  30,  1948  to  April  30,  1949 


RECEIPTS 

Dues  $16,295.00 

Convention  exhibits  1,450.00 

Other  income: 

Annual  meeting  ticket  sale  $1,198.10 

Farmers  Aid  Corporation  2,402.25 

Inter  Allied  Council  21.19 

Miscellaneous  7.00  3,628.54 


$21,373.54 

EXPENSES: 

Salary  — Executive  Secretary  $6,700.00 

Salary  — other  1,920.00 

Telephone  and  Telepragh  ....  533.40 

Operating  supplies  2,619.09 

Rent  190.00 

Taxes  190.00 

Personal  property  $27.98 

Social  security  tax  exp 47.25 

Sales  tax  expense  16.68  91.91 


Equipment  repair  2.50 

Insurance  ..  81.40 

Travel  expense  — Executive  Secretary  2,338.14 

Travel  expense  — other  926.50 

Annual  meeting  expense  3,426.28 

Dues  and  subscriptions  453.50 

Legal  and  audit  911.38 

Benevolent  Fund  150.00 

Council  meetings  249.10 

Miscellaneous,  drayage,  etc....  406.88 

Depreciation  expense  155.61 


Total  expense  21,155.69 


Net  Gain  to  Net  Worth  — Exhibit  A.  217.85 


John  C.  Foster 
Executive  Secretary 


AMA  DELEGATE'S  REPORT 

1948  Annual  Meeting 

The  97th  Annual  Session  of  the  American 
Medical  Association  was  held  in  Chicago 
June  21-25,  1948.  Approximately  12,000 

fellows  were  registered  and  the  total  attend- 
ance of  all  concerned  neared  25,000. 

The  House  of  Delegates  remained  in  session 
for  four  days  with  its  customary  excellent 
attendance.  Dr.  Isaac  Abt,  Chicago  pediatrist 
was  awarded  the  Distinguished  Service 
Medal.  Dr.  Ernest  Irons  of  Chicago  is  the 
new  President  Elect.  Dr.  R.  W.  Fonts  of 
Omaha  was  elected  Vice-President.  Re- 
elected were  George  F.  Lull,  Chicago,  Secre- 
tary, and  J.  J.  Moore,  Chicago,  Treasurer. 
F.  F.  Borzell,  Philadelphia,  was  named 
Speaker  of  the  House  of  Delegates  and  James 
Reuling,  Bayside,  New  York,  as  Vice-Speaker. 
Three  new  Trustees  were  chosen:  Walter  B. 
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f Martin  of  Norfolk  Virginia,  Gunnar  Gunder- 
son of  La  Crosse,  Wisconsin,  and  Edwin  S. 

I Hamilton  of  Kankakee,  Illnois.  The  Interim 
Session  is  to  be  held  in  St.  Louis  November 
30  to  December  3,  1948.  The  next  Annual 
Session  will  be  at  Atlantic  City  in  1949. 

Dr.  Edward  L.  Bortz  retired  as  President 
and  it  is  recommended  that  each  physician 
study  his  fine  address.  Dr.  R.  L.  Sensenich 
assumed  the  duties  of  President  for  which  he 
is  well-qualified  after  serving  nine  years  on 
the  Board  of  Trustees. 

The  House  of  Delegates  was  confronted 
' with  much  hard  work.  The  new  revision  of 
the  Constitution  and  By-laws  was  finally 
adopted  after  several  years  of  work.  The 
Red  Cross  Blood  Bank  program  was  the  sub- 
, ject  of  serious  consideration.  Briefly  this 
program  is  endorsed  if  the  banks  are  initiated 
by  local  or  county  medical  societies  and  are 
under  their  control. 

A resolution  passed  by  the  House  of  Dele- 
gates urges  State  and  local  medical  societies 
to  appoint  committees  on  National  emergency 
medical  service.  Local  and  State  societies  are 
also  urged  to  select  a General  Practitioner  of 
the  year  from  their  respective  jurisdictions. 
State  societies  are  encouraged  to  pay  the 
dues  of  Auxiliary  members  so  that  every 
wife  will  be  a member.  The  new  By-laws 
change  the  term  of  the  delegates  so  that  it 
will  run  from  January  1st  following  election 
for  a period  of  two  years.  Other  matters  too 
numerous  to  mention  in  this  report  received 
attention  and  can  be  found  in  the  reports  of 
the  proceedings. 

By  way  of  general  comment  it  is  very 
evident  from  the  elections  and  actions  taken 
in  recent  meetings  that  the  American  Medical 
Association  is  moving  from  a conservative 
to  a much  more  aggressive  and  progressive 
philosophy.  jj  Russell  Brown,  M.D. 

Delegate  to  A.  M.  A. 

Interim  Session 

This  interim  session  of  the  A.  M.  A.  proved 
to  be  an  outstanding  meeting.  With  scientific 
meetings  designed  for  the  general  practi- 
tioner, there  was  evident,  wide  spread  satis- 
faction in  the  quality  and  value  of  the  meet- 
ing. Approximately  2,200  fellows  were 
registered  and  the  total  registration  exceeded 
4,500. 

The  House  of  Delegates  session  was  charac- 
terized by  its  usual  almost  100%  attendance, 


and  attention  to  business.  No  comment  need 
be  made  in  this  report  regarding  the  impor- 
tance of  the  problems  which  face  the  medical 
profession  for  decision  and  action. 

Dr.  W.  L.  (Buck)  Pressley  of  Due  West, 
South  Carolina  received  the  general  prac- 
titioner award  of  the  A.M.A.  for  1948.  Our 
own  Dr.  Lyle  (Bunny)  Hare,  Spearfish,  South 
Dakota  was  one  of  the  three  candidates  to  be 
nominated  by  the  Board  of  Trustees.  He 
placed  second  in  the  voting,  receiving  52  of 
the  166  votes  which  were  cast. 

In  recognition  of  outstanding  service  to  the 
public  and  to  American  Medicine  rendered 
by  a distinguished  and  nationally  known  lay- 
man, the  House  of  Delegates  awarded  to 
Reverend  Alphonse  Schwitalla,  S.  J.,  Dean 
of  St.  Louis  University  Medical  School,  a 
certificate  of  appreciation  and  a gold  medal. 

The  proposal  of  Associated  Medical  Care 
plans  to  form  a national  stock  insurance  com- 
pany was  given  lengthy  and  serious  con- 
sideration by  the  House  of  Delegates.  Final 
action  by  the  House  disapproved  the  proposal 
for  an  insurance  company  but  approved  the 
formation  of  a national  enrollment  agency. 
It  instructed  the  Council  on  Medical  Service 
to  continue  to  promote  the  development  and 
extension  of  Voluntary  Medical  Care  plans, 
and  recommended  that  A.M.C.P.  get  out  of 
the  policy  making  field. 

Far-reaching  changes  in  the  complexion 
of  the  A.M.A.  will  result  from  another  action 
of  the  House.  From  now  on  the  A.M.A.  will 
begin  to  fight  vigorously  for  the  principles  in 
which  it  believes.  Recognizing  that  the  pro- 
ponents of  compulsory  sickness  insurance 
will  intensify  their  battle  and  attempt  to 
force  a decision  by  congress  during  the  next 
year  or  two,  the  House  voted  to  begin  a na- 
tion-wide campaign;  (1)  to  acquaint  the 
people  with  the  superior  advantages  of 
American  Medicine  over  government  domin- 
ated systems  in  other  countries,  (2)  to  awaken 
the  people  to  the  dangers  of  a politically  con- 
trolled compulsory  health  insurance  system, 
(3)  to  further  stimulate  the  growth  of  volun- 
tary health  insurance  systems. 

To  support  this  nation-wide  educational 
campaign,  the  House  of  Delegates  voted 
unanimously  to  assess  each  member  of  the 
A.M.A.  twenty  five  dollars.  Concurrently  the 
Board  of  Trustees  established  a Planning 
Committee  of  ten  members.  This  will  consist 
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of  four  from  the  Board  of  Trustees,  three 
from  the  House  of  Delegates,  and  ex  officio, 
the  chairman  of  the  Board,  President  and 
Secretary.  The  present  personel  of  this  com- 
mittee consists  of:  Drs.  Edwin  S.  Hamilton, 
Ilhnois;  Gunnar  Gundersen,  Wisconsin; 
Walter  B.  Martin,  Virginia;  and  Louis  H. 
Bauer,  New  York,  as  members  of  the  Board 
of  Trustees;  Dr.  William  Bates,  Pennsylvania; 
John  W.  Cline,  California;  and  R.  B.  Robins, 
Arkansas,  as  members  from  the  House  of 
Delegates;  Drs.  R.  L.  Sensenich,  Indiana, 
President;  Elmer  L.  Henderson,  Kentucky, 
Chairman;  and  George  F.  Lull,  Illinois,  Secre- 
tary and  General  Manager.  This  planning 
committee  will  determine  and  govern  the 
overall  policies  and  conduct  of  the  forthcom- 
ing educational  campaign. 

During  the  meeting  discussions  were  had 
and  decisions  arrived  at,  on  many  other 
matters  of  less  major  importance.  To  discuss 
all  of  them  would  make  this  report  too 
lengthy.  It  is  recommended  that  each  mem- 
ber of  the  association  read  the  proceedings  of 
the  House  of  Delegates  for  more  detailed  in- 
formation. 

Again  I wish  to  express  appreciation  for  the 
honor  and  privilege  of  representing  the  South 
Dakota  State  Medical  Association  as  Delegate 
to  the  A.M.A. 

H.  Russell  Brown,  M.D. 

Delegate  to  A.M.A. 


REPORT  OF  THE  COUNCIL 

Three  meetings  of  the  Council  were  held 
during  the  past  year.  The  minutes  of  each 
were  published  in  the  October  and  February 
issues  of  the  South  Dakota  Journal  of  Med- 
icine and  Pharmacy.  The  first  meeting  was 
held  September  26th  at  Huron.  The  appoint- 
ment of  Dr.  G.  J.  Van  Heuvelan  to  the  Cancer 
Commission  was  approved  and  the  expiration 
of  Dr.  O.  S.  Randall’s  term  as  Chairman  of 
the  Cancer  Committee  was  set  as  November 
15th,  according  to  Dr.  Randall’s  request. 
Medicine  of  the  Year  being  sold  to  members 
of  the  State  Medical  Association  as  a supple- 
ment to  the  Journal  was  endorsed. 

Dr.  Calene  appointed  Drs.  J.  D.  Alway, 
W.  H.  Saxton,  and  H.  Russell  Brown  as  a 
Special  Legislative  Committee  for  the  1949 
session  of  the  state  legislature.  Preparation 
of  a bulletin  on  health  for  the  rural  popula- 
tion to  be  distributed  by  the  Farm  Bureau 


was  approved.  The  Council  also  decided  to 
publish  a booklet  on  the  activities  of  the  State 
Medical  Association  to  be  distributed  to  the 
members  and  by  the  State  Board  of  Health  to 
new  licensees.  Dr.  Lyle  Hare,  Spearfish;  was 
selected  as  General  Practitioner  of  the  Year. 

Dr.  G.  J.  Van  Heuvelen,  Superintendent  of 
the  State  Board  of  Health,  presented  his 
plans  for  separation  of  the  Board  of  Medical 
Examiners  from  the  State  Board  of  Health, 
which  were  endorsed.  The  report  of  the  Med- 
ical School  Affairs  Committee,  including  a 
recommendation  to  set  up  an  endowment 
fund  for  medical  education,  was  accepted.  A 
committee,  consisting  of  Drs.  L.  J.  Pankow, 
H.  B.  Shreves,  W.  A.  Arneson,  and  Executive 
Secretary  Foster,  was  named  to  draft  the 
Medical  Association’s  recommendations  for 
Workmen’s  Compensation.  Group  insurance 
of  members  of  the  State  Medical  Association, 
underwritten  by  the  Commercial  Casualty 
Ins.  Co.  of  Newark,  N.  J.  through  the  agency 
of  Harold  Diers  & Co.,  Omaha,  was  endorsed. 

The  First  Annual  Meeting  of  the  Council 
and  District  Officers  was  held  at  Huron  on 
January  16,  1949.  The  following  program  was 
presented; 

“President’s  Message”  — John  L.  Calene, 
M.D.,  President 

“Duties  of  the  District  Officers  and  Rela- 
tion of  the  District  to  the  State  Association” 
— R.  G.  Mayer,  M.D.,  Secretary 

“Conduct  of  the  District  Society”  — L.  J. 
Pankow,  M.D.,  Councilor,  7th  Dist. 

“Public  Relations”  — John  C.  Foster, 
Executive  Secretary 

“Prepayment  of  Medical  Care”  — H.  Russell 
Brown,  M.D.,  Chair.,  Prepayment  Committee 

The  regular  scheduled  meeting  of  the 
Council  followed,  with  District  Officers  in- 
vited to  attend.  The  resignation  of  Dr.  M.  W. 
Larsen  of  Councilor  of  the  Watertown  Dis- 
trict was  accepted  and  Dr.  Rodney  Stoltz, 
Watertown,  appointed  to  fill  out  the  un- 
expired term.  The  appointment  of  Drs.  Hans 
Jacoby,  Huron;  E.  H.  Brock,  Rapid  City;  and 
G.  F.  McIntosh,  Eureka;  as  members  of  the 
Cancer  Commission  was  approved.  Reports 
of  the  Prepayment  Insurance  Committee, 
Special  Committee  on  Workmen’s  Compen- 
sation, and  Medical  School  Affairs  Committee 
were  approved,  and  a resolution  embodying 
recommendations  for  licensing  of  displaced 
persons  from  foreign  medical  schools  was 
adopted. 
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Drs.  H.  Russell  Brown,  Delegate  to  the 
! A.M.A.,  reported  on  the  A.M.A.  Interim  Ses- 
I sion,  and  the  Council  decided  to  have  the 
j Executive  Secretary  bill  members  of  the 
! State  Medical  Association  for  the  $25.00 
! A.M.A.  assessment.  Mrs.  Bert  Ulberg,  State 
Nurses  Association,  presented  a plan  for 
licensing  of  practical  nurses  and  the  Council 
endorsed  the  plan,  with  some  opposition. 

A special  Council  meeting  was  held  at 
Huron  on  January  30,  1949.  The  appointment 
of  Dr.  William  Duncan,  Webster,  as  South 
Dakota’s  representative  to  an  A.M.A.  Com- 
mittee of  53  to  guide  activities  of  educational 
plan  was  approved. 

A lengthy  discussion  on  HB  37  in  the  State 
Legislature  concerning  major  surgical  prac- 
tice by  osteopathic  physicians  followed.  A 
motion  was  passed  that  if  a bill  acceptable 
to  the  Special  Legislative  Committee  of  the 
Council  for  a composite  board  of  medical  and 
osteopathic  examiners  were  presented  to  the 
legislature,  it  would  not  be  opposed  by  the 
Council. 

C.  E.  Robbins,  M.D. 

Chairman  of  the  Council 

R.  G.  Mayer,  M.D. 

Secretary  of  the  Council 

REPORT  OF  COMMITTEE  ON  AUDITING 
AND  APPROPRIATIONS 

The  Committee  on  Auditing  and  Appropria- 
tions met  in  the  Committee  Room  of  the 
Charles  Gurney  Hotel  at  5:00  P.  M.  on  Satur- 
day, May  21.  Present  were-  Drs.  H.  Russell 
Brown,  Chairman,  W.  H.  Saxton,  G.  E. 
Whitson,  F.  D.  Gillis,  R.  G.  Mayer,  C.  R. 
Stoltz,  J.  L.  Calene,  and  John  Foster. 

Dr.  Brown  called  the  meeting  to  order, 
taking  up  first  the  accounts  of  Dr.  Mayer.  Dr. 
Gillis  inspected  the  accounts  and  found  them 
to  be  in  order.  He  then  moved  for  approval 
by  the  committee.  This  was  seconded  by  Dr. 
Whitson  and  passed. 

Dr.  Brown  called  for  an  examination  of 
the  certified  audit  of  the  general  funds  as 
reported  by  John  W.  Sorenson,  CPA.  Dr. 
Gillis  moved  that  the  audit  be  accepted, 
seconded  by  Whitson,  carried. 

The  committee  then  discussed  the  budget 
for  1948-1949  and  compared  it  with  the 
actual  expenditures. 

The  estimated  budget  was  then  set  up 

Estimated  income  $19,800 

Dues  . $17,000 

Annual  Meeting  2,800 


Exhibits  $1800.00 

Other  1000.00 

Estimated  Disbursements 

Secretary’s  expense  $1200.00 

Attorney  & Audit  expense  500.00 

Dues  and  subscriptions  750.00 

Council  & Officers  exp 1000.00 

Benevolent  Fund  300.00 

Annual  Meeting  2000.00 

Executive  Secretary’s 

travel  expense  1500.00 

Office  expenses  ..  4500.00 

Executive  Secretary's  salary  7200.00 

Reserve  Fund  — 2 396.00 


Total  $19,796 

The  item  of  “Reserve  Fund”  in  disburse- 
ments is  a recommedation  of  the  committee 
to  the  Council  to  set  aside  2%  of  the  income 
each  year  as  a fund  for  unexpected  expen- 
ditures in  the  future.  This  recommendation 
was  put  in  the  form  of  a motion  by  Dr.  Whit- 
son, seconded  by  Dr.  Gillis  and  passed.  Dr. 
Whitson  then  moved  the  adoption  of  the 
estimated  budget,  seconded  by  Gillis  and 
passed. 

A discussion  was  held  on  setting  up  a 
method  of  reporting  expenditures  monthly 
to  officers  and  a motion  made  by  Dr.  Gillis  as 
follows: 

The  committee  recommends  that  an  Execu- 
tive Board  be  established  to  review  the  ex- 
pense and  the  functions  of  the  executive 
office.  A monthly  report  will  be  submitted 
by  the  Executive  Secretary  to  the  Executive 
Board,  which  will  consist  of  the  President  of 
the  Association,  the  President-Elect,  Vice- 
President,  Secretary-Treasurer,  and  Chair- 
man of  the  Council,  prior  to  the  10th  of  each 
month.  Motion  was  seconded  by  Dr.  Whitson 
and  passed.  The  meeting  adjourned  at  6:30 
P.  M. 

H.  Russell  Brown,  M.D. 

F.  D.  Gillis,  M.D. 

G.  E.  Whitson,  M.D. 


REPORT  OF  COMMITTEE  ON 
CREDENTIALS 

The  Committee  on  Credentials  makes  the 
following  report. 

1.  Number  of  officers  5 

2.  Delegate  to  A.M.A.  present 

3.  All  Councilors  present 

4.  Councilor  at  large  present 

5.  Number  of  delegates  present  18 

6.  Total  number  of  members  registered  171 

7.  Number  of  guests  present  29 

8.  Women’s  Auxiliary  65 

W.  L.  Meyer,  M.D. 

M.  R.  Gelber,  M.D. 

E.  A.  Hofer,  M.D. 
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COMMITTEE  ON  REPORTS  OF  OFFICERS 

Your  committee  commends  the  Secretary 
of  the  Association  for  the  excellence  of  his 
labors,  and  supports  him  in  his  suggestion 
that  each  District  appoint  a health  council, 
to  contact  such  groups  as  service  clubs, 
parent  teachers  associations,  ministerial 
unions,  etc.,  to  solicit  their  aid  and  direct 
their  activities.  We  suggest  that  a general 
plan  of  action  be  formulated  for  the  guidance 
of  the  health  council  of  the  Districts  so  that 
all  may  work  to  a common  end.  These  plans 
to  be  modified  according  to  the  needs  of  the 
localities. 

We  highly  commend  the  Executive  Secre- 
tary for  his  efforts  in  behalf  of  the  Associa- 
tion and  move  the  adopton  of  his  report. 

We  believe  that  the  Council  has  discharged 
its  duties  satisfactorily  and  move  the  adoption 
of  the  report. 

The  obligations  of  the  President-Elect  have 
been  ably  fulfilled  and  it  is  moved  that  this 
report  be  accepted  as  read. 

M.  M.  Morrissey,  M.D. 

G.  A.  Stevens,  M.D. 

R.  E.  Jernstrom,  M.D. 


REPORT  OF  THE  REFERENCE  COM- 
MITTEE ON  REVISION  OF  CONSTITU- 
TION AND  BY-LAWS 

Your  committee  recommends  the  adoption 
of  an  amendment  to  Section  6,  Paragraph  2 
to  read  as  follows: 

The  Council  shall  consist  of  the  Coun- 
cilors, the  President,  the  President-Elect, 
Vice-President,  Immediate  Past  Presi- 
dent, Speaker  of  the  House  of  Delegates, 
Secretary  and  Treasurer  of  the  Associa- 
tion and  the  delegate  to  the  American 
Medical  Association.  The  majority  of 
the  members  shall  constitute  a quorum. 

The  committee  recommends  adding  to 
Chapter  7,  Section  1,  the  following  com- 
mittees: 

Committee  on  Mental  Health,  Committee 
on  Rheumatic  Fever  and  Heart  Disease, 
Committee  on  Diabetes. 

The  committee  does  not  recommend  the 
amendment  following: 

A sub-committee  of  clinical  laboratories, 
to  be  appointed,  to  the  Committee  of 
Public  Health.  This  subcommittee  shall 
consist  of  two  pathologists,  one  radio- 
logist and  one  general  practitioner.  The 


committee  shall  act  in  an  advisory 
capacity  with  the  Directors  of  the  State 
Department  of  Health  and  the  Director 
of  the  Public  Health  Laboratories. 

R.  J.  Quinn,  M.D. 

F.  D.  Gillis,M.D. 

E.  M.  Stansbury,  M.D.  - 


REPORT  OF  COMMITTEE  ON 
RESOLUTIONS  AND  MEMORIALS 

WHEREAS,  under  a system  of  free  enter- 
prise, the  American  medical  profession  has 
established  the  world’s  highest  standard  of 
scientific  performance,  treatment,  and  re- 
search, thereby  helping  the  United  States  to 
become  the  healthiest  major  nation  in  the 
world;  and 

WHEREAS,  we,  as  physicians,  members  of 
the  South  Dakota  State  Medical  Association, 
do  firmly  beheve  that  under  National  Com- 
pulsory Health  Insurance  the  quality  of  med- 
ical care  would  suffer,  and  that  this  would 
definitely  be  detrimental  to  the  best  interests 
and  health  of  the  general  public,  and 

WHEREAS,  the  benefits  of  American  med- 
icine are  available  to  the  people  of  this 
country  through  budget-basis  voluntary 
health  insurance,  the  best  health  insurance 
which  exists  in  the  world;  and, 

WHEREAS,  the  experience  of  all  countries 
where  government  has  assumed  control  of 
medical  services  has  shown  that  there  has 
been  a gradual  erosion  of  free  enterprise  and 
a progressive  deterioration  of  medical  stand- 
ards and  medical  care  to  the  detriment  of 
the  health  of  the  people,  NOW,  THEREFORE, 

BE  IT  RESOLVED,  That  the  South  Dakota 
State  Medical  Association  does  hereby  go  on 
record  as  unalterably  opposed  to  any  form 
of  compulsory  health  insurance  or  any  sys- 
tem of  political  medicine  designed  for  na- 
tional bureaucratic  control; 

That  a copy  of  this  resolution  be  forwarded 
to  the  President  of  the  United  States,  to  each 
Senator  and  Representative  from  the  state 
of  South  Dakota,  and  that  said  Senators  and 
Representatives  be  and  are  hereby  respect- 
fully requested  to  use  every  effort  at  their 
command  to  prevent  the  enactment  of  such 
legislation. 

* * * 

WHEREAS,  The  South  Dakota  State  Med- 
ical Association  believes  implicitly  that  pubhc 
education  on  the  issue  of  compulsory  health 
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insurance  is  a necessity,  and 

WHEREAS,  the  benefits  of  such  a program 
can  only  be  fully  received  on  a national  basis, 

BE  IT  RESOLVED,  That  the  South  Dakota 
State  Medical  Association  does  hereby  en- 
dorse the  assessment  established  by  the  House 
of  Delegates  of  the  American  Medical  As- 
sociation and  of  the  campaign  now  being 

directed  by  that  Association. 

* ^ * 

WHEREAS,  the  Chamber  of  Commerce  of 
the  city  of  Yankton,  has  been  most  coopera- 
tive in  providing  facilities  and  making  ar- 
rangements for  the  success  of  the  68th  annual 
meeting  of  the  South  Dakota  State  Medical 
Association, 

BE  IT  RESOLVED,  that  said  Medical  As- 
sociation extend  its  thanks  and  appreciation 
to  the  Chamber  of  Commerce,  its  Executive 
Secretary,  Mr.  James  Smith,  and  to  all  others 
assisting  in  the  work  in  the  City  Auditorium. 
* * 

WHEREAS,  the  Yankton  Press  and  Da- 
kotan has  been  most  cooperative  in  present- 
ing news  of  the  68th  annual  meeting  of  the 
South  Dakota  State  Medical  Association  to 
the  public, 

BE  IT  RESOLVED,  that  said  Medical  As- 
sociation extend  its  thanks  and  appreciation 

to  the  Press  & Dakotan,  its  editor  and  staff. 
* * * 

WHEREAS,  the  Charles  Gurney  and  the 
Nancy  Hotels  in  the  city  of  Yankton,  have 
been  most  cooperative  in  providing  facilities 
and  making  arrangements  for  the  success  of 
the  68th  annual  meeting  of  the  South  Dakota 
State  Medical  Association, 

Be  IT  RESOLVED,  that  said  Medical  As- 
sociation extend  its  thanks  and  appreciation 
to  the  Hotels,  and  to  Mr.  Clarence  Yager, 
Manager  of  the  Charles  Gurney. 

* * 

WHEREAS,  the  Yankton  District  Medical 
Society  have  been  most  cooperative  in  pro- 
viding facilities  and  making  arrangements 
for  the  success  of  the  68th  annual  meeting  of 
the  South  Dakota  State  Medical  Association, 

BE  IT  RESOLVED,  that  said  Medical  As- 
sociation extend  its  thanks  and  appreciation 
to  the  Yankton  District  Medical  Society,  the 
local  committees,  and  the  Auxiliary. 

* * * 

WHEREAS,  the  members  of  the  Eastern 
Star  of  the  city  of  Yankton  have  been  most 
cooperative  in  providing  facilities  for  the 


banquet  and  making  arrangements  for  the 
success  of  the  68th  annual  meeting  of  the 
South  Dakota  State  Medical  Association, 

BE  IT  RESOLVED,  that  said  Medical  As- 
sociation extend  its  thanks  to  the  members 
of  the  Eastern  Star  of  Yankton  and  all  those 
assisting  them. 

D.  H.  Manning,  M.D. 

F.  J.  Abts,  M.D. 


REPORTS  OF  STANDING  COMMITTEES 
Commillee  on  Scientific  Work 

The  scientific  program  on  the  1949  Annual 
Session  of  the  South  Dakota  State  Medical 
Association  represents  the  work  of  this  com- 
mittee. We  hope  you  will  enjoy  it. 

John  L.  Calene,  M.D. 

W.  H.  Saxton,  M.D. 

R.  G.  Mayer,  M.D. 


MONDAY  MORNING  — MAY  23 

Presiding  Officer  — John  L.  Calene,  M.D. 
8:30  A.  M.  — 9:00  A.  M.  Preview  of  Exhibits. 
9:00  A.  M.  — 9:30  P.  M.  “Nursing  for  the 
future”  — Carrie  Benham,  R.N.,  Mitchell, 
S.  D. 

9:30  A.  M. — -10:00  A.  M.  “Diagnosis  and  Care 
of  Cardiac  Neurosis”  — Gilbert  H.  Marquardt, 
M.D.,  Associate  Professor  of  Medicine,  North- 
western University. 

10:00  A.  M.  — 10:30  A.  M.  Recess  to  View  Ex- 
hibits. 

10:30  A.  M.  — 11:15  A.  M.  “Convalescent  Care 
of  Poliomyelitis  Patients”  — W.  H.  Northway, 
M.D.,  Assistant  Dean,  Stanford  University 
School  of  Medicine. 

11:15  A.  M. — 11:45  A.  M.  “The  Diagnosis  and 
Management  of  Acute  Peripheral  Vascular 
Occlusions”  — E.  V.  Allen,  M.D.,  Department 
of  Medicine,  Mayo  Clinic. 

12:00  — 1:30  P.  M.  Noon  Luncheons. 
MONDAY  AFTERNOON  — MAY  23 
Presiding  Officer  — C.  B.  McVay,  M.D. 
2:00  P.  M. — ^ 2:30  P.  M.  “Fractures  of  the 
Ankle”  F.  E.  Clough,  M.D.,  San  Bernardino, 
Calif. 

2:30  P.  M.  — 3:15  P.  M.  “Chemosurigal  Treat- 
ment of  External  Cancer:  A Microscopically 
Controlled  Method  of  Excision”  — Frederick 
E.  Mohs,  M.D.,  Wisconsin  General  Hospital, 
Madison,  Wisconsin. 

3:15  P.  M.  — 3:45  P.  M.  Recess  to  View  Ex- 
hibits. 

3:45  P.  M.  — 4:15  P.  M.  “The  Renogram,  A 
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Comprehensive  Study  of  Renal  Function”  — 
W.  L.  Valk,  M.D.,  Professor  of  Urology,  Uni- 
versity of  Kansas  Medical  Center,  Kansas 
City,  Kansas. 

4:15  P.  M.  — 4:45  P.  M.  “Recent  Advances  in 
the  Chemical  Supportive  Therapy  of  Trauma 
with  Special  Reference  to  Burns  and  Peri- 
tonitis” — Carl  A.  Moyer,  M.D.,  Professor  of 
Experimental  Surgery,  Southwestern  Med- 
ical College,  Dallas,  Texas. 

4:45  P.  M.  — 6:00  P.  M.  House  of  Delegates 
Auditorium. 

7:00  P.  M.  Annual  Banquet  — John  L.  Calene, 
M.D.  presiding  and  presenting  Ernest  Robert 
Rosse,  Humorist  and  Philosopher,  speaking 
on  “The  Safety  Valve  of  Sanity.” 

9:30  P.  M.  Council  Meeting  - - - Committee 
Room. 

TUESDAY  MORNING  — MAY  24 

Presiding  Officer  — J.  A.  Hohf,  M.D. 

8:30  A.  M. — 9:00  A.  M.  View  Exhibits. 

9:00  A.  M.  — 9:45  A.  M.  Film  — “Fractures.” 
9:45  A.  M. — 10:15  A.  M.  “The  Chemotherapy 
of  Urinary  Tract  Infections”  — W.  L.  Valk, 
M.D.,  University  of  Kansas. 

10:15  A.  M. — 10:45  A.  M.  “Physiologic  De- 
rangements Associated  with  Intestinal  Ob- 
structions, and  Their  Theropeutic  Implica- 
tions” — Carl  A.  Moyer,  M.D.,  Southwestern 
Medical  College,  Dallas,  Texas. 

10:45  A.  M.  — 11:15  A.  M.  Recess  to  View  Ex- 
hibits. 

11:15  A.  M.  — 11:45  A.  M.  “Special  Diagnostic 
Procedures  in  Congenital  Heart  Disease”  — 
James  Du  Shane,  M.D.,  Section  on  Pediatrics, 
Mayo  Clinic. 

11:45  A.  M. — 12:15  P.  M.  “Carconoma  of  the 
Cervix”  — Howard  B.  Hunt,  M.D.,  Omaha, 
Nebraska. 

12:15  P.  M.  — 1:45  P.  M.  Noon  Luncheons. 
TUESDAY  AFTERNOON  — MAY  24 

Presiding  Officer  — Donald  Slaughter,  M.D. 
2:00  P.  M.  — 2:45  P.  M.  “Surgery  of  the 
Biliary  Tract”  — Walter  G.  Maddock,  M.D., 
Associate  Professor  of  Surgery,  North- 
western University  Medical  School. 

2:45  P.  M.  — 3:15  P.  M.  “The  Cooperative 
Movement  in  Medicine”  — Charles  Crown- 
hart,  LL.D.,  Secretary,  Wisconsin  State  Med- 
ical Society. 

3:15  P.  M.  — 3:45  P.  M.  Recess  to  View  Ex- 
hibits. 

3:45  P.M.  — 4:15  P.  M.  “The  Use  of  Anti- 
coagulants” — Gilbert  Marquardt,  M.D., 


Northwestern  University. 

4:15  P.M.  — 4:45  P.  M.  “The  General  Prob- 
lem of  Hypertension  and  Arteriosclerosis”  — 
E.  V.  Allen,  M.D.,  Mayo  Clinic. 


Committee  on  Public  Policy  and  Legislation 

A number  of  important  bills  were  enacted 
during  the  recent  legislative  sessions.  At- 
tention is  hereby  called  to  them. 

S.B.  205  A new  State  Department  of  Health 
was  created  to  consist  of  a State  Health  Of- 
ficer and  directors  of  departments  plus  an 
advisory  council  (appointed  by  the  Governor) 
made  up  of  two  physicans,  one  dentist,  one 
osteopath,  one  chiropractor,  one  engineer, 
hospital  administrator  and  two  lay  members. 
H.B.  217  Creates  a new  State  Board  of  Med- 
ical and  Osteopathic  Examiners  appointed  by 
the  Governor,  four  Doctors  of  Medicine  and 
one  Osteopath.  Properly  qualified  osteopaths 
will  be  permitted  to  practice  surgery  when 
they  pass  the  examinations  by  this  board 
(same  examinations  as  M.D.’s) 

S.B.  271  Provides  for  temporary  licenses 
for  displaced  physicians  and  osteopaths  to  be 
issued  at  the  discretion  of  state  board. 

S.B.  167  Amends  law  pertaining  to  coopera- 
tives, so  that  such  cooperatives  may  construct 
and  operate  hospitals  and  medical  clinics. 
H.B.  236  Increases  maximum  amount  of 
workmen’s  compensation  cases  for  hospital 
services  from  $400  to  $700. 

H.B.  164  Permits  city  and  its  governmental 
subdivisions  to  provide  group  insurance  for 
their  employees. 

Some  of  these  measures  required  a great 
amount  of  work  and  time,  special  trips  to 
Pierre,  etc.  on  the  part  of  the  legislative 
committees,  the  executive  secretary  and  Mr. 
Goldsmith.  A special  council  meeting  was 
called  to  discuss  these  and  other  legislative 
matters.  It  is  hoped  and  believed  that  enact- 
ment of  these  measures  will  prove  to  be 
definite  help  in  promoting  better  public 
health  and  scientific  medicine  and  will  help 
prove  to  the  public  that  organized  medicine 
really  is  vitally  concerned  with  its  welfare. 

John  L.  Calene,  M.D. 

W.  H.  Saxton,  M.D. 
Committee  on  Publications 

The  Publications  Committee,  through  its 
chairman,  who  is  also  Editor  of  the  Journal, 
supervises  the  publication  of  the  South  Da- 
kota Journal  of  Medicine  and  Pharmacy.  One 
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full  time  employee,  Mr.  Dale  Whitcomb, 
handles  the  mechanical  requirements  for  set- 
ting up  the  Journal  each  month.  The  Execu- 
tive Secretary  acts  as  Business  Manager.  A 
financial  report  of  the  Journal’s  activities 
cannot  be  made  as  of  the  fiscal  year,  because 
it  is  prepared  on  a calendar  year,  which  is 
necessitated  in  its  contracts  with  advertisers. 

The  first  year  of  publications  was  1948. 
Twelve  issues  appeared,  which  included  465 
pages  of  scientific,  news,  pharmaceutical,  and 
editorial  material.  There  were  271  pages  of 
advertising  in  the  Journal  during  that  twelve- 
month  period.  There  was  a gross  income  of 
$10,593.23  and  an  operating  deficit  of  $2,100.00 
at  the  end  of  the  calendar  year.  Contracts  for 
advertising  have  increased,  starting  with 
January  1949,  and  the  Journal  is  paying  its 
own  way  at  present.  The  $2,100.00  deficit  has 
not  been  reduced,  but  no  further  deficit  is 
contemplated. 

In  the  arrangement  we  have  with  the  Co- 
operative Medical  Advertising  Bureau  of 
the  American  Medical  Association,  at  the  end 
of  the  year,  we  will  receive  approximately 
$900.00  in  return  dividends.  This  will  reduce 
the  deficit  by  half.  The  subscriptions  that 
come  in  for  the  1950  Journal  should  account 
for  the  rest  of  the  deficit,  so  that  the  Journal 
will  be  in  the  “Black”  by  February  of  1950. 
The  deficit  also  includes  two  months  of  opera- 
tion preparing  to  publish  the  first  journals, 
during  which  Mr.  Whitcomb’s  salary  was  paid 
and  equipment  and  material  were  purchased 
for  which  there  was  no  income.  Other  publi- 
cations produced  by  the  Medical  Association 
during  the  past  year  have  been  under  the 
sponsorship  of  the  Rural  Health  Committee 
and  the  Prepayment  Insurance  Committee. 

R.  G.  Mayer,  M.D.,  Chairman 

The  Council 

Committee  on  Medical  Defense 

The  members  of  the  above  committee  have 
not  been  able  to  ascertain  if  any  mal-practice 
suits  had  been  instituted  against  any  mem- 
bers of  the  State  Association.  Also,  none  had 
been  brought  to  our  attention  and  conse- 
quently there  is  nothing  to  report. 

C.  J.  McDonald,  M.D. 

Committee  on  Medical  Education  and  Hos- 
pitals 

1.  The  Legislature  appropriated  money  for 
a new  medical  school  building.  Without 
doubt  such  a building  was  necessary. 


2.  A law  was  passed  relative  to  adminis- 
tration of  the  hospital  building  program. 

3.  There  was  a law  enacted  pertaining  to 
the  training  of  practical  nurses.  Probably 
this  is  a good  thing,  but  it  certainly  has  a bad 
effect  on  the  training  of  “trained  nurses.” 

4.  There  was  a law  passed  to  permit  Co- 
operatives to  set  up  hospitals  and  clinics. 
This,  we  believe,  is  a dangerous  piece  of  legis- 
lation. 

5.  The  law  relating  to  refugee  physicians, 
in  a way,  is  not  the  province  of  our  com- 
mittee. However,  such  refugee  physicians 
will  of  necessity  have  to  have  a year  of  train- 
ing in  some  accredited  local  hospital  in  the 
state  before  being  permitted  to  take  examina- 
tions in  the  Basic  Sciences,  and  so  forth. 

6.  There  was  a law  passed  permitting  the 
osteopaths  to  practice  major  surgery.  On  the 
face  of  this  it  looks  like  foolish  legislation. 
However,  the  applicants  will  be  required  to 
take  the  regular  examinations  before  the 
Board  of  Health  and  medical  examiners,  the 
only  exceptions  being  that  they  will  take 
“osteopathic  medicine,”  instead  of  the  regular 
examination  in  medicine. 

As  the  situation  was  during  the  legislature, 
the  osteopaths  felt  that  they  had  been  double 
crossed  two  years  ago,  and  perhaps  they  were 
justified  in  that  feeling.  However,  that  may 
be,  they  had  all  the  skids  greased  and  the 
motor  power  ready  to  turn  on,  and  would 
have  won  during  this  recent  session.  The  re- 
quirements relative  to  examination  for  prac- 
tice, and  the  opportunity  to  inspect  osteo- 
pathic schools  of  medicine,  were,  in  the  feel- 
ing of  many,  the  saving  items. 

T.  F.  Riggs,  M.D. 

F.  S.  Howe,  M.D. 

W.  H.  Saxton,  M.D. 

Committee  on  Public  Health  — G.  J.  Van 

Heuvelen,  M.D.,  General  Chairman 
Sub-Committee  on  Cancer  — Paul  V.  Mc- 
Carthy, M.D.,  Chairman 

The  sub- committee  on  Cancer  has  worked 
closely  with  the  South  Dakota  Chapter  of 
the  American  Cancer  Society.  The  chairman 
of  this  sub-committee  is  the  Executive  Direc- 
tor of  the  Chapter.  Several  meetings  were 
held  with  other  members  of  this  organization 
in  an  attempt  to  formulate  policies  which 
would  be  for  the  best  interests  of  all  con- 
cerned. 

A tumor  clinic  is  maintained  in  Rapid  City 
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and  at  the  College  of  Medicine  of  the'  State 
University. 

Sub-Committee  on  Child  Welfare  and  Mental 
Health  — Goldie  E.  Zimmerman,  M.D.,  Chair- 
man 

In  regard  to  Child  Welfare,  “The  Study  of 
Child  Health  Services  in  South  Dakota”  has 
been  completed.  The  report  has  been  mailed 
to  all  hospitals,  state  medical  and  dental  dis- 
trict officers,  libraries,  city  and  state  health 
offices  and  civic  organizations,  as  well  as  to 
many  other  professional  and  non-professional 
persons.  Many  University-Public  Health  in- 
structors have  requested  copies.  The  study 
was  a big  undertaking  but  worth  while.  Every 
state  has  now  completed  their  study. 

Concerning  mental  health.  Dr.  Haas  re- 
ports that  nothing  has  been  done.  We  suggest 
a newly  organized  Mental  Health  Group  be 
appointed.  One  that  will  really  function. 
Sub-Committee  on  Tuberculosis  — W.  L. 
Meyer,  M.D.,  Chairman 

This  commttee  wishes  to  submit  the  follow- 
ing report.  Because  of  the  distance  between 
committee  members,  no  formal  meetings 
were  held. 

During  the  past  year  this  committee  has 
been  impressed  with  the  amount  of  time  and 
work  that  has  been  expended  by  the  State  of 
South  Dakota  upon  the  detection  of  tuber- 
culosis in  this  state.  It  would  seem  that  some 
very  intensive  follow-up  study  should  be 
made  of  the  individuals  reported  as  having 
a suspicious  chest  x-ray.  It  is  still  the  im- 
pression of  this  committee  that  some  regula- 
tion should  be  made  so  that  an  individual 
can  be  compelled  to  have  a follow-up  check- 
up if  the  mobile  x-ray  is  reported  as  sus- 
picious, and  if  it  is  defintely  proven  to  be 
tuberculosis  he  should  be  quarantined  until 
such  time  as  he  is  non-infectious.  At  the 
present  time  it  is  left  up  to  the  discretion  of 
the  county  health  officials  and  frequently 
such  regulations  are  not  enforced,  either  be- 
cause of  the  reluctance  on  the  part  of  the 
health  officer  or  on  the  part  of  the  attorney 
or  judge.  In  some  instances  such  infectious 
individuals  have  been  placed  under  arrest 
with  the  sentence  suspended  upon  condition 
that  they  remain  under  treatment.  This  has 
been  proven  satisfactory. 

Prevention  is  a much  more  important  phase 
of  tuberculosis  than  treatment  and  isolation. 
It  is  the  impression  of  this  committee  that  the 
State  Medical  Association  should  go  on  record 


as  approving  and  sponsoring  a tuberculosis 
detection  campaign.  Perhaps  a campaign 
similar  to  the  one  carried  out  in  Minnesota 
could  be  inaugurated.  In  that  case,  a very  in- 
tensive mantoux  campaign  is  carried  out. 
Schools  in  which  new  positive  mantoux  cases 
are  detected  are  given  ratings.  It  will  be 
necessary  to  follow  up  each  positive  mantoux 
case  and  find  out  where  it  was  secured.  Such 
a campaign  would  require  much  time  but 
if  it  could  be  inaugurated  in  one  country  it 
might  prove  to  be  of  so  much  value  that  it 
would  be  possible  to  extend  it.  If  a case  of 
active  tuberculosis  was  detected,  public 
sentiment  would  have  to  be  brought  to  the 
place  or  public  health  officials  presuaded  to 
cooperate  so  that  that  individual  would  accept 
isolation.  This  committee  would  like  to  see 
such  a campaign  inaugurated  in  one  county 
of  this  state  for  experimental  purposes. 

Through  the  cooperation  of  the  Lake 
County  Public  Health  Nurses  Association  and 
the  Madison  Community  Hospital,  routine 
x-ray  will  be  taken  of  all  patients  admitted 
to  that  hospital.  The  equipment  has  been 
purchased  and  will  be  installed  soon.  The 
equipment  consists  of  a 70  mm.  attachment 
to  the  large  hospital  transformer.  This  has 
been  purchased  by  the  local  Christmas  seal 
fund.  The  hospital  furnishes  the  space,  the 
transformers,  films  and  technicians.  In  all 
suspcious  instances  a 14”  by  17”  plate  will  be 
taken.  It  is  planned  to  run  70  mm.  films' on 
all  the  schools  and  the  local  college.  For  the 
past  several  years  it  has  been  the  practice  to 
do  routine  physical  and  chest  x-rays  on  all  its 
employees.  Such  a procedure  is  worthy  of 
consideration  by  all  hospitals  in  the  state. 

Recently  a patient  was  admitted  to  the 
Sanatorium  with  a far  advanced,  active  tuber- 
culosis. Ths  patient  had  been  working  in  a 
creamery  where  raw  milk  was  handled  and 
butter  was  made.  This  patient  had  been  hav- 
ing typical  symptoms  of  tuberculosis  for  al- 
most one  year  but  had  failed  to  have  an  ex- 
amination because  he  thought  his  cough  and 
loss  of  weight  was  due  to  the  damp  atmos- 
phere. It  is  the  impression  of  the  committee 
that  the  South  Dakota  State  Medical  Associa- 
ton  should  go  on  record  as  favoring  at  least 
yearly  x-rays  on  all  food  handlers.  We  can 
imagine  few  better  places  for  the  spread  of 
tuberculosis  than  in  the  case  mentioned 
above. 
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Sub-Commitie  on  Syphilis  Control  and 
U.S.P.H.S.  — Gilbert  Cottam,  M.D.,  Chair- 
man. (Because  of  the  death  of  Gilbert  Cot- 
tam, M.D.,  Chairman  of  this  sub-committee, 
this  report  was  prepared  and  submitted  by 
G.  J.  Van  Heuvelen,  M.D.,  general  chairman 
of  the  Committee  on  Public  Health.) 

The  “Chemical  Control  Plan”  for  syphilis 
control  which  had  been  carried  on  by  the 
State  Board  of  Health  since  1939  was  dis- 
continued on  July  1,  1948,  because  of  the 
advent  of  penicillin  therapy  in  syphilis.  In 
cooperation  with  the  U.  S.  Public  Health  Serv- 
ce,  a rapid  treatment  plan  is  now  in  operation. 
Penicillin  is  furnished  free  of  charge  for  the 
treatment  of  primary,  secondary,  and  early 
latent  syphilis  and  for  asymptomatic  neuro- 
syphilis. Treatment  may  be  ambulatory  or 
the  patient  may  be  hospitalized  with  the  hos- 
pital expense  paid  by  the  State  Board  of 
Health.  Treatment  schedules  used  are  those 
recommended  by  the  U.  S.  Public  Health 
Service. 

Since  infectious  syphilis  can  now  be  ren- 
dered non-infectious  with  such  great  rapidity, 
the  matter  of  early  case  finding  is  of  primary 
importance  in  any  control  program.  Phys- 
icians are,  therefore,  urged  to  examine  the 
contacts  of  known  cases  or  to  immediately 
refer  such  contacts  to  the  health  officer  for 
investigation. 

Committee  on  Necrology 

The  Committee  on  Necrology  wishes  to  re- 
port the  death  of  the  following  members  of 
this  Association  and  those  physicians  who 
were  not  members  of  the  Association  during 
the  past  year: 

N.  J.  Nessa,  Sioux  Falls,  S.  D.,  Past  presi- 
dent of  the  South  Dakota  State  Medical  As- 
sociation, founder  of  the  Sioux  Falls  Clinic. 
Dr.  Nessa  was  one  of  the  pioneer  radiologists 
in  the  middle  west.  He  died  last  July  1st  at 
the  age  of  68. 

Olin  A.  Kimble,  Murdo,  South  Dakota, 
Born  1878,  graduated  from  Rush  Medical  Col- 
lege in  1908,  died  August  24,  age  70  at  his 
home  in  Murdo,  South  Dakota. 

F.  N.  Cliff,  Milbank,  S.  D.,  Born  1889,  grad- 
uated from  the  University  of  Illinois  Medical 
Schol  in  1913.  Died  June  30,  from  a heart 
attack. 

John  F.  McKie,  Hot  Springs,  S.  D.,  Died 
August  31,  at  the  age  of  66. 


R.  R.  Stevenson,  Sioux  Falls,  S.  D.  A resi- 
dent of  Sioux  Falls  since  1894,  he  died  Oc- 
tober 25,  a graduate  of  Northwestern  univer- 
sity medical  school.  Dr.  Stevenson  specialized 
in  diseases  of  the  eye,ear,  nose  and  throat. 

W.  E.  Matlock,  Deadwood,  S.  D.,  a pioneer 
Black  Hills  physician.  Dr.  Matlock  died  Jan- 
uary 15,  1949,  in  Deadwood. 

J.  Carney,  California,  a former  resident  of 
South  Dakota.  Dr.  Carney  passed  away  early 
in  the  year. 

Gilbert  Cottam,  Pierre,  S.  D.  Born  1873,  a 
graduate  of  the  Unversity  of  St.  Louis  med- 
ical college.  Former  president  of  the  South 
Dakota  State  Medical  Association.  Later 
superintendent  of  the  State  Board  of  Health. 
Died  March  4,  1949. 

C.  A.  Butler,  Hot  Springs,  S.  D.,  a pioneer 
South  Dakota  physician.  Dr.  Butler  had  been 
in  failing  health  for  the  past  ten  years.  Died 
May  7th  at  Hot  Springs,  S.  D. 

Dr.  Walter  E.  White  of  Ipswich,  South  Da- 
kota also  passed  away. 

Dr.  H.  E.  Foster,  a Veterans  Administra- 
tion employee  at  Ft.  Meade  died  this  spring. 
BENEVOLENT  Committee  Report 

No  meeting  of  the  joint  Benevolent  Com- 
mittee has  been  held  this  year. 

Receipts  have  come  from  (1)  Assessments 
of  $1.00  each  on  Auxiliary  members,  from  (2) 
the  per  capita  tax  of  .50  per  member  of  the 
South  Dakota  State  Medical  Association,  (3) 
interest  on  savngs  account,  and  (4  increase 
in  value  of  U.  S.  Savings  Bonds.  The  Fi- 
nancial statement  is  attached. 


Maturity  Value  Series  No. 

Present  Value 

Cost 

25.00 

Q288333F 

20.55 

18.50 

25.00 

Q288334F 

20.55 

18.50 

25.00 

Q288335F 

20.55 

18.50 

100.00 

C588509F 

82.20 

74.00 

500.00 

D267134F 

411.00 

370.00 

1000.00 

M525066F 

822.00 

100.00 

C825506F 

80.90 

74.00 

25.00 

Q683498F 

19.65 

74.00 

25.00 

Q139358F 

20.87 

18.50 

25.00 

Q139359F 

20.87 

18.50 

100.00 

C1593090F 

74.90 

18.50 

100.00 

C1593091F 

74.90 

74.00 

500.00 

D562822F 

374.50 

370.00 

$2550.00 

$2043.44 

$1887.00 

Total  Resources 

2173. 

May  26.  1948 

Sioux  Falls  District  Auxiliary 

32.00 

May  27,  1948 

South  Dakota  State  Medical 

Association 

150.00 

May  31,  1948 

Aberdeen  District  Auxiliary 

12.00 

June  21,  1948 

Huron  District  Auxiliary 

10.00 

Aug.  19,  1948 

Madison  District 

Auxiliary  .... 

10.00 

May  6,  1949 

Aberdeen  D'strict  Auxiliary 

28.00 

Watertown  District  Auxiliary 

20.00 

Madison  District 

Auxiliary  .... 

21.00 

P erre  District  Auxiliary  - 

15.00 

Huron  District  Auxiliary  

15.00 

M tchell  District 

Auxiliary  .— 

20.00 

Yankton  D'Strict 

Auxiliary  .... 

1.00 

10  & 11  D'strict 

Auxiliary  

4.00 

Whetstone  Valley  District 

Auxiliary 



11.00 

June  30,  1948 

Interest  Savings  Account  

1.10 

Dec.  31,  1948 

Interest  Savings  . 

Account  ....  .... 

2.97 
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Years  appreciation  value  — 
bonds  47.87  411.94 

$2585.22 

Cash  Savings  Account  541.78 

Bonds  Safety  Deposit  Box  — 

Present  value  $2043.44  $2585.22 


SPECIAL  COMMITTEES 
Editorial  Committee 

The  Editorial  Committee,  which  supervises 
the  editorial  and  scientific  policy  of  the  Jour- 
nal, through  its  editor,  who  is  also  chairman 
of  the  committee,  reports  that  during  1948 
there  were  46  scientific  articles  printed  and 
24  editorials,  along  with  the  news  section  in 
each  issue  and  the  pharmaceutical  section, 
which  is  supervised  by  Mr.  Bliss  Wilson, 
Secretary  of  the  State  Pharmaceutical  As- 
sociation. A copy  of  the  year’s  volume,  with 
all  advertising  removed,  is  on  file  in  the  of- 
fice of  the  Executive  Secretary  for  reference 
by  the  Editorial  Committee. 

Some  time  ago  I wrote  to  the  Associate 
Editors  and  other  members  of  the  Editorial 
Committee  for  criticisms  and  suggestions, 
and  most  of  them  replied.  Many  of  them  felt 
that  more  material  from  South  Dakota  phys- 
icians should  be  used.  To  quote  from  one  of 
them.  Dr.  M.  P.  Merryman,  “It  seems  im- 
portant that  every  possible  effort  be  made  to 
encourage  physicians  in  this  state  to  do  more 
actual  writing.  In  the  past  there  has  not 
been  a very  satisfactory  outlet  for  this  type 
of  writing  and  it  was  my  feeling  that  when 
the  State  Journal  was  first  proposed  this  was 
one  of  the  important  features  of  having  a 
journal  of  our  own.  There  are  a good  many 
well  trained  men  in  the  state  and  many  men 
with  a vast  clinical  experience  and  if  they 
can  be  encouraged  to  put  their  experience  in 
writing  I am  sure  that  it  would  be  both  in- 
teresting and  valuable  and  contribute  to  a 
better  brand  of  medicine  by  the  man  him- 
self;’* 

The  Editorial  Committee  would  greatly  ap- 
preciate receiving  more  scientific  articles, 
clinical  case  reports,  news  items  and 
editorials  from  our  own  South  Dakota  phys- 
icians. 

R.  G.  Mayer,  M.D.,  Chairman 
Committee  on  Medical  Licensure 

Your  Committee  on  Medical  Licensure  re- 
ports that  there  were  fifteen  physicians 
licensed  by  examination  and  twenty  by  re- 
ciprocity in  July  1948,  and  six  by  examina- 
tions and  fourteen  by  reciprocity  in  January 


1949. 

Lyle  Hare,  M.D. 

Committee  of  Veterans  Affairs  and  Miltiary 
Service 

Doctors  must  volunteer  or  be  drafted.  On 
25  February  1949  the  Secretary  of  Defense 
laid  it  on  the  line:  — Voluntary  commissions 
in  the  Army  and  Navy  Medical  Corps  must 
rise  sharply  and  quickly  or  it  will  become 
necessary  to  ask  congress  for  a doctor  draft. 

So  far  of  the  15,000  doctors  who  either  re- 
ceived their  education  from  the  Army  or 
Navy,  or  were  deferred  from  military  duties 
to  complete  their  education,  only  51  in  the 
whole  United  States  accepted  commissions. 
The  above  number  obviously  is  not  sufficient 
to  replace  2,100  doctor  now  on  active  duty 
whose  release  during  the  next  few  months 
from  service  is  contemplated. 

The  eligible  doctors  for  this  duty  in  our 
state  have  been  contacted  without  any  ap- 
preciable response. 

It  is  the  concensus  of  opinion  of  the  com- 
mittee of  veterans  affairs  and  military  service 
of  your  state  society  that  the  voluntary  plan 
has  failed. 

The  following  recommendations  are  there- 
fore made: — 

1.  Legislation  by  congress  to  draft  the 
younger  doctors  who  have  been  educated 
at  government  expense  or  were  deferred 
to  complete  their  medical  education. 

2.  Legislation  to  subsidize  a certain  necessary 
number  of  medical  students  by  the  armed 
services  in  order  to  use  them  by  the  armed 
services  after  graduation  for  a certain 
number  of  years.  Details  to  be  worked 
out  later.  Ths  is  recommended  in  order 
to  avoid  the  annual  repetition  of  the 
shortage  of  medical  officers  for  the  armed 
services. 

3.  Recall  of  all  former  medical  officers  who 
are  able  to  practice  their  profession  with- 
out any  restriction  and  who  are  drawing 
total  disability  compensation. 

Faris  F.  Pfister,  M.D. 

T.  J.  Billion,  Jr.,  M.D. 

R.  E.  Buchanan,  M.D. 

M.  R.  Gelber,  M.D. 

Gordon  S.  Owen,  M.D. 
Spafford  Memorial  Fund 

This  prize  was  established  by  the  South 
Dakota  State  Medical  Association  and  other 
friends  of  Dr.  Spafford  in  recognition  of  his 
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many  years  of  service  as  a member  of  the 
state  board  of  regents  of  education  and 
especially  his  interest  in  the  study  of  the 
ancient  classics.  It  consists  of  the  interest 
on  $1,000  and  will  be  awarded  to  that  student 
who,  in  the  opinion  of  the  committee,  has 
made  most  satisfactory  progress  in  the  study 
of  latin,  preferably  but  not  necessarily  Ver- 
gil, during  the  current  school  year.  This  year 
the  prize  was  granted  to  Alan  Lord  of 
Kadoka,  S.  D. 

J.  C.  Olmacher,  M.D. 
Radio  Broadcast  Committee 

The  members  of  the  Radio  Committee  had 
no  meetings  other  than  by  correspondence. 
A letter  was  mailed  to  each  committee  mem- 
ber with  a list  of  suggested  five-minute  radio 
talks  to  be  transcribed  and  broadcast  from 
the  various  cooperating  radio  stations  in  the 
State.  Enthusiasm  was  low  and  the  program 
committee  as  authorized  by  the  Council  had 
a special  meeting  during  the  winter  and 
would  undoubtedly  have  gone  onto  comple- 
tion had  it  not  been  for  the  fact  that  the 
Executive  Secretary’s  time  was  too  well 
occupied  with  the  legislative  session  in 
Pierre  and  the  A.M.A.  interim  sessions,  etc. 

It  is  intended  that  this  program  shall  have 
various  doctors  of  the  state,  from  the  various 
districts,  prepare  briefs  ZVz  to  4 minute 
papers  to  be  recorded  for  release  over  the 
unanimously  cooperating  broadcasting  sta- 
tions, thus  blanketing  the  state  and  surround- 
ing trade  areas  with  informative  and  good 
will  producing  publicity  for  the  practice  of 
medicine  in  the  State  of  South  Dakota. 

L.  J.  Pankow,  M.D.,  Chr. 

J.  C.  Rodine,  M.D. 

M.  C.  Jorgenson,  M.D. 

Charles  Gutch,  M.D. 

R.  A.  Buchanan,  M.D. 

Howard  Lewis,  M.D. 

Paul  Reagan,  M.D. 

V.  I.  Lacey,  M.D. 

A.  A.  Lampert,  M.D. 

Prepayment  and  Insurance  Plans  Committee 

Since  the  last  annual  meeting  of  the  As- 
sociation this  committee  has  had  three  formal 
meetings.  In  addition  to  these,  several  mem- 
bers of  the  committee  have  spent  much  time 
and  effort  at  informal  meetings.  Much  con- 
sideration has  been  given  to  problems  arising 
in  the  administration  of  the  plan,  as  well  as 
to  methods  of  increasing  more  rapidly  the 


number  of  participants. 

Enrollment  in  the  plan  has  been  progress- 
ing steadily  as  the  following  data  will  in- 
dicate. On  March  31,  1948  (at  which  time  the 
plan  had  been  in  operation  for  13  y2  months) 
the  number  of  participants  was  3,902.  On 
March  31,  1949  our  enrollment  was  11,704.  In 
other  words  our  enrollment  figure  at  the  end 
of  the  2nd  year  was  283%  greater  than  at  the 
end  of  the  first  13  V2  months.  On  the  other 
hand  premiums  earned  during  the  second 
year  were  336%  greater  than  during  the  first 
year.  Comparison  of  the  283%  increase  in 
enrollment  with  the  336%  increase  in  prem- 
iums indicates  that  the  average  participant  in 
the  plan  has  broader  coverage  than  during 
the  first  year  of  operation. 

During  the  second  year  which  ended  March 
31,  1949,  claims  for  medical  and  hospital  bills 
were  paid  in  the  amount  of  $103,421,85.  Dur- 
ing this  period  $115,302,21  Was  received  in 
earned  premiums.  The  loss  ratio  to  premiums 
earned  from  inception  of  the  plan  on  Feb- 
ruary 12,1947  to  March  31,  1949  is  87.37%  . 

From  an  analysis  of  experience  during  the 
past  year,  it  is  evident  that  enrollment  in  the 
plan  is  accelerating  definitely.  This  is  due 
largely  to  more  widespread  public  knowledge 
of  the  plan  and  the  benefits  offered  by  it  in 
the  voluntary  health  insurance  field.  Many 
large  groups,  including  both  industry  and 
farm  groups,  have  been  covered  and  many 
more  are  in  immediate  prospect.  Likewise 
individual  family  enrollment  has  been  in- 
creasing. 

Some  problems  have  arisen  in  the  function- 
ing of  the  plan,  but  none  appear  too  serious. 
Some  of  these  are  the  result  of  lack  of  co- 
operation by  members  of  our  Association. 
Consideration  of  such  matters  in  this  report 
would  make  it  too  lengthy.  Consequently, 
these  will  be  brought  to  your  attention  in  a 
special  letter  and  will  be  discussed  at  future 
district  medical  society  meetings. 

During  the  coming  year,  every  effort  must 
be  extended  to  increase  our  enrollment.  This 
is  one  of  the  most  important  objectives  of 
the  medical  profession  in  the  fight  against 
compulsory  political  health  insurance.  Sound, 
broad  voluntary  health  insurance  is  avail- 
able at  low  cost,  but  people  must  be  educated 
to  the  need  and  value  of  it.  Your  committee 
requests  the  efforts  of  each  member  of  the 
Association  in  this  task  of  education  and  pub- 
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lie  service. 

H.  Russell  Brown,  M.D.,  Chr. 

William  Duncan,  M.D. 

R.  E.  Jernstrom,  M.D. 

R.  G.  Mayer,  M.D. 

C.  E.  Robbins,  M.D. 

C.  E.  Sherwood,  M.D. 

Committee  on  National  Legislation 

Never  has  there  been  such  a critical  time 
in  the  history  of  American  medicine,  not  only 
for  the  doctor  but  the  laity.  Should  the  doc- 
tor be  regimented  and  should  the  American 
people  with  their  tradition  of  freedom  and 
democracy  be  forced  into  a program  of  Na- 
tional Compulsory  Health  Insurance  — in 
other  words  Political  Medicine,  we  have  the 
first  step  in  regimentation  of  other  lines  of 
industry  — medicine  being  the  easiest  to  ap- 
proach and  the  key  stone. 

At  the  present  time  there  are  many  health 
measures  in  the  hopper.  Which  one  will 
emerge  is  an  uncertainty  — but  of  this  we 
can  be  certain,  there  will  be  one,  for  the 
President  has  committed  himself  in  no  un- 
certain terms  to  that.  We  must  be  very  ob- 
servant to  see  which  measure  develops  first. 
There  is  one  in  particular  that  sounds  good 
on  the  surface;  Senate  Bill  1456  — submitted 
to  combat  one  of  the  President’s.  It  is  bad 
for  South  Dakota  as  it  would  give  assistance 
only  to  non-profit  plans  and  of  course  ours 
is  not  that.  However,  we  return  more  on  a 
dollar  than  most  non-profit  plans.  Steps  are 
being  taken  through  the  national  organization 
in  this  regard. 

At  last  the  AMA  has  come  to  the  full  real- 
ization of  the  seriousness  of  our  problem 
and  is  going  to  work  in  a whole  hearted  way. 
Not,  however,  without  considerable  opposi- 
tion and  criticism  by  the  public  — over  the 
radio  and  in  prints.  This  we  must  face  and 
do  all  in  our  power  to  refute.  The  committee 
would  urge  every  doctor  to  pay  his  $25.00  to 
assist  in  this  work  and  to  follow  out  the  sug- 
gestions that  will  come  from  time  to  time 
from  the  national  office.  We  believe  that  the 
society  should  go  on  record,  approving  the 
action  of  the  American  Medical  Association, 
House  of  Delegates,  in  launching  a very  sub- 
stantial campaign  of  public  education  in  re- 
gard to  pre-payment  plans  and  approving  the 
assessment  of  $25.00  of  each  member  placed 
by  the  association.  We  urge  that  we  approve 
their  action  and  support  both  in  spirit  and 


in  urging  members  to  comply  with  the  assess- 
ment. 

Besides  Health  Insurance  there  are  many 
other  measures  offered  in  the  guise  of 
“Health”  but  decidedly  dangerous  — these 
too  must  be  watched.  For  this  reason  we 
would  suggest  the  continuance  of  a very 
active  committee  and  would  suggest  that 
“eternal  vigilance”  be  a good  slogan. 

W.  H.  Saxton,  M.D. 

J.  L.  Calene,  M.D. 

H.  Russell  Brown,  M.D. 

C.  E.  Robbins,  M.D. 

R.  G.  Mayer,  M.D. 

Committee  on  Rural  Health 

The  National  Conference  on  Rural  Health 
was  held  in  Chicago  at  the  Palmer  House  on 
February  4 and  5,  1949.  This  conference  was 
sponsored  by  the  American  Medical  Associa- 
tion. The  committee  chairmen  and  their 
members  were  invited  to  attend  a preliminary 
meeting  at  the  American  Medical  Association 
on  te  3hrd.  All  three  members  of  the  Com- 
mittee on  Rural  Health  for  South  Dakota, 
Dr.  A.  P.  Peeke,  Dr.  M.  M.  Morrissey  and 
Dr.  G.  J.  Bloemendaal,  were  present  and  at- 
tended all  the  meetings. 

The  keynote  of  the  conference  was  to  make 
the  "farm  environment"  the  subject  of  the 
conference.  As  a matter  of  fact,  we  were 
continually  coming  back  to  the  subject  of  the 
rural  doctor,  how  to  get  him  and  how  to 
keep  him;  emphasizing  the  loyalty  the  com- 
munity owes  to  the  local  doctor  if  they  want 
to  keep  him.  The  other  side  of  it  was  also 
emphasized,  that  the  doctor  must  show  his 
community  that  he  is  keeping  up  to  date 
and  giving  them  good  medicine. 

Our  National,  state  and  local  rural  health 
program  is  a growing  program.  At  present  it 
consists  of  the  following  four  points: 

1.  Offering  the  full  resources  of  the  med- 
ical profession  in  the  campaign  to  make 
available  to  all  rural  areas  the  best  pos- 
sible medical  service. 

2.  Working  closely  with  all  farm  organiza- 
tions, agricultural  colleges,  rural  exten- 
sion departments,  public  health  services 
and  all  others  interested  in: 

a.  Promoting  local  organizations  for 
community  health, 

b.  Surveying  rural  needs  and  perfec- 
ting plans  for  their  solution, 

c.  Promoting  plans  for  budgeting  for 
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family  needs. 

3.  Supporting  the  program  of  the  state 
medical  societies,  rural  health  committee 
in  seeking  cooperation  with  the  farm 
groups  and  agricultural  extension  de- 
partments in  the  state  in  the  promotion 
of  state  wide  conferences  to  study  rural 
health  needs.  Also,  encouraging  the  local 
medical  profession  to  join  activity  with 
lay  leaders  to  organize  county  councils 
for  the  purpose  of  creating  interest  in 
community  improvement. 

4.  Holding  of  the  annual  national  rural 
health  conference  to  dramatize  the  work 
done  by  these  different  organizatons,  not 
only  ours  and  working  harmonously  to 
achieve  a better  rural  health. 

The  best  source  of  education  that  we  can 
get  to  the  rural  people  on  health  is  through 
the  extension  department  or  agricultural 
schools.  They  are  organized  to  go  into  every 
county,  every  township,  and  they  do  it.  They 
have  been  doing  it  for  a number  of  years. 
They  put  on  a health  program  for  these 
people  once  or  twice  a year.  They  are  natural 
allies  of  us  in  this  sort  of  work.  I think  that 
the  more  we  work  with  them,  and  the  closer 
we  get  to  them,  the  more  we  help  them  with 
their  educational  program,  and  they  with  us, 
the  more  rapidly  we  will  progress. 

We  are  indeed  grateful  to  Vivian  P.  Mc- 
Fawn,  acting  state  home  demonstration 
leader  of  South  Dakota  State  College  at 
Brookings,  So.  Dak.  She  has  prepared  a 
paper  on  the  health  situation  in  South  Da- 
kota, gathering  sources  from  various  places, 
some  recent  and  some  old.  The  changes  are 
coming  so  rapidly  that  any  survey  that  has 
been  done  is  at  least  4 or  5 years  old.  She  en- 
listed the  help  of  Dean  Slaughter,  Dean  of 
the  University  of  South  Dakota  Medical 
School,  John  Foster,  Executive  Secretary  of 
the  South  Dakota  State  Medical  Association, 
and  the  Superintendent  of  the  State  Board  of 
Health  to  go  over  her  statistics  and  figures 
to  make  sure  that  they  were  right,  and  not 
misrepresenting  the  fact.  She  has  done  a 
very  fine  piece  of  work  of  honest  endeavor  to 
picture  to  the  people  in  South  Dakota  their 
health  situaton.  She  has  also  mimeographed 
project  leaders  outlines  so  that  the  com- 
munities and  small  units  of  home  demonstra- 
tion groups  would  do  some  constructive 
thinking  about  their  problems  and  plan  a 


program  of  action.  I am  sure  that  this  is  one 
of  the  most  important  steps  in  stimulating 
the  people  of  South  Dakota  to  think  rationally 
on  their  health  situation. 

At  Nemo,  South  Dakota,  the  Northern 
Great  Plains  Medical  Conference  was  held 
on  July  5 to  10.  Representatives  from  Kan- 
sas, Nebraska,  North  and  South  Dakota,  Wyo- 
ming and  Montana  were  present.  The 
Grange,  Farm  Bureau,  Farm  Union,  Argicul- 
tural  departments  of  various  land  grant 
schools  were  represented  through  their  ex- 
tension services.  It  was  a most  stimulating 
meeting.  They  exchanged  ideas,  and  I am 
sure  that  all  who  went  there  got  a broader 
view  of  the  problem  and  were  able  to  see 
the  viewpoints  of  the  various  groups  repre- 
sented. We  had  representatives  from.  Saskat- 
chewan and  Manitoba  to  show  us  how  their 
systems  of  socialized  medicine  are  working 
there,  in  Canada.  The  South  Dakota  State 
Medical  Association  was  represented  by  Dr. 
H.  Russell  Brown,  and  Dr.  A.  P.  Peeke.  All 
of  these  men  have  given  their  time  at  a great 
sacrifice  to  the  medical  society,  but  I feel 
that  this  is  the  surest  and  best  way  to  accom- 
plish an  understanding  between  the  various 
groups  of  South  Dakota,  and  to  let  them 
know  that  something  is  being  done  in  a con- 
structive way  to  brng  better  medicine  to  the 
rural  areas.  At  the  beginning,  there  were 
many  groups  that  came  that  felt  there  was  no 
other  way  to  get  adequate  and  good  medical 
care  to  the  rural  areas  unless  it  was  by 
government  control.  Most  of  them  had  never 
heard  about  the  South  Dakota  Injury-Illness 
Indemnity  plan.  Those  from  other  states 
were  very  enthusiastic  and  wished  that  they 
had  a plan  in  their  own  state  like  it.  For  this 
we  can  certainly  thank  Russell  Brown  and 
the  committee  which  he  headed. 

The  problem  of  doctor  shortage  is  still 
present,  but  it  is  not  as  acute  as  the  nursing 
shortage.  The  matter  of  hospital  beds  has 
been  grossly  misrepresented.  At  the  present 
time  we  have  2,155  government  accepted 
beds,  459  general  hospital  beds  which  are  not 
accepted  by  the  government,  but  are  being 
used  and  doing  good  work  for  the  sick  and 
needy.  These  are  beds  in  hospitals  which  are 
not  approved  by  the  Hill-Burton  Act  and 
Survey.  However,  this  gives  us  a total  of  2,- 
614  general  beds.  Aside  from  this,  we  have 
4,253  beds  for  the  use  of  the  population  of 


— 261  — 


SOUTH  DAKOTA 


South  Dakota  in  Federal  and  State  institu- 
tions, Veterans  Administration,  Indian  serv- 
ice, tuberculosis  and  mental  hospitals.  This 
gives  us  a total  of  6,867  beds  for  the  care  of 
residents  of  South  Dakota.  We  have  a cer- 
tified population  of  578,000  as  of  1948.  This 
gives  us  11.8  beds  per  1,000  population  in 
South  Dakota.  If  we  count  the  Indians,  the 
mental,  tuberculosis  patients,  veterans  and 
the  patients  in  Redfield  as  a part  of  our  South 
Dakota  population,  and  if  we  have  these  beds 
in  these  instutions  to  take  care  of  the  people, 
we  certainly  are  not  logical  in  not  including 
the  number  of  beds  for  the  care  of  the  popula- 
tion of  South  Dakota.  On  the  other  hand,  if 
we  consider  the  government  accepted  beds, 
plus  the  general  beds  not  accepted  by  the 
government  but  which  are  being  used  to 
take  care  of  the  people  of  South  Dakota,  we 
have  4.5  beds  per  1,000.  This,  the  government 
states,  is  a good  ratio.  Add  to  this  fact  that 
there  are  a number  of  hospitals  that  are  go- 
ing to  be  completed  in  tfie  next  year  a bed 
per  1,000  population  is  better  than  the 
average.  The  number  of  doctors  per  1,000 
population  has  improved  during  the  last  year. 
We  have  471  doctors  registered  in  South  Da- 
kota, which  gives  us  1 doctor  for  every  1,200 
patients.  Of  that  group,  we  consider  those 
over  65  of  age  as  ineffectual  and  this  approx- 
imately cuts  off  about  71.  This  still  gives  us 
400  effective  doctors  and  we  have  a ratio  of  1 
doctor  for  every  1,400  population.  This  how- 
ever, is  not  the  true  picture.  There  are  greater 
concentrations  of  doctors  in  large  centers. 
Ths  will  always  be  more  or  less  the  picture. 
Our  emphasis  is  going  to  have  to  be  placed 
upon  locating  some  doctors  by  2s  or  3s  in 
the  less  populated  areas  in  the  most  strategic 
places,  so  that  this  area  can  be  served  ade- 
quately and  properly,  with  a plan  that  they 
can  afford  to  maintain  them.  The  other  al- 
ternative is  better  transportation  so  that  these 
people  in  the  outlying  districts  can  be 
brought  in  to  the  centers  where  there  are 
better  medical  facilities  and  personnel. 

The  committee  on  rural  health  has  been 
responsible,  through  the  help  of  the  South 
Dakota  State  Medical  Association,  in  dis- 
tributing a brochure  on  brucellosis.  I am  in- 
debted to  the  members  of  my  committee.  Dr. 
M.  M.  Morrissey,  and  Dr.  G.  J.  Bloemendaal 
for  their  suggestions  and  attendance  at  the 
National  Conference  on  Rural  Health.  It  was 
impossible  to  be  all  the  discussion  groups,  and 


having  three  there,  it  was  possible  for  our 
state  committee  to  get  a better  compilation 
of  the  facts  brought  out  in  the  discussions, 
and  the  trends  of  these  conferences. 

A.  P.  Peeke,  M.D.,  Chairman 
Committee  on  Medical  School  Affairs 
Two  meetings  were  held  in  Huron;  one  on 
11-12  September,  1948,  and  one  on  15-16  Jan- 
uary, 1949.  Present  at  both  of  these  meetings 
were  Doctors  Duncan,  Brown,  Pankow,  and 
Saxton,  the  Executive  Secretary,  and  Doctor 
Slaughter.  Absent  was  Doctor  Williams. 

The  committee  moved  endorsement  of  a 
speaking  tour  sponsored  by  the  Kiwanis 
Educational  Foundation  for  Doctor  Donald 
Slaughter  to  explain  the  situation  at  the  med- 
ical school  and  the  measures  needed  to  make 
this  two-year  school  second  to  none.  Whether 
or  not  ths  speaking  tour  was  successful  is  a 
moot  question  but  needless  to  say  it  ap- 
parently did  no  harm  since  a $600,000.00  med- 
ical science  building  was  appropriated  by  the 
1949  legislature  and  a considerable  increase 
in  the  budget  was  allowed. 

The  committee  further  resolved  that  a non- 
- profit  endowment  corporation  be  set  up  on 
behalf  of  medical  education  in  the  state  of 
South  Dakota;  that  a board  of  trustees  be 
provided  for  to  control  the  funds;  and  that  a 
board  of  trustees  and/or  ricetors  be  selected 
by  the  Council  of  the  South  Dakota  State 
Medical  Association,  and  the  Dean  of  the 
Medical  School 

From  time  to  time,  the  chairman  of  this 
committee  has  been  in  touch  with  Mr.  Karl 
Goldsmith,  attorney  for  the  South  Dakota 
State  Medical  Assocation  and  with  the  Execu- 
tive Secretary  relative  to  the  establishment 
of  the  non-profit  endowment  corporation  re- 
ferred to  above.  At  this  time  the  committee 
strongly  urges  that  the  House  of  Delegates 
take  immediate  cognizance  of  this  matter 
and  empower  the  Council  to  see  that  action 
is  started  at  the  earliest  possible  moment  to 
consummate  this  project. 

Donald  Slaughter,  M.D. 

L.  J.  Pankow,  M.D. 

H.  Russell  Brown,  M.D. 

William  Duncan,  M.D. 

F.  R.  Williams,  M.D. 

State  Legislation  Committee 

This  committee  recommends  that  it  be  dis- 
banded because  it  duplicates  the  efforts  of 
the  Council  legislative  committee. 
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Committee  on  Nursing  Training 
Twenty  five  questionaires  were  sent  to  hos- 
pitals in  the  State,  twenty  two  were  returned. 
The  reports  were  separated  into  two  groups, 
those  with  training  schools  and  those  with- 
out. 

Following  is  the  report  of  Hospitals  having 
training  schools: 

9 Hospitals  have  a school  of  nursing. 

718  Nurses  are  required  at  average  ca- 
pacity. 

496  Students  in  nurses  training  school. 

101  Nurses  aides  are  used. 

All  are  in  favor  of  the  establishment  of  a 
course  for  practical  nurses. 

To  the  question:  How  extensive  do  you  think 
such  a course  should  be;  the  majority  favored, 
one  year.  Regarding  the  recogntion  that 
would  be  given  the  graduates  of  such  a prac- 
tical course:  (Hospital)  (1)  The  majority  be- 
lieved that  the  hospitals  should  recognize 
them  as  graduate  practical  nurses  and  em- 
ploy them  as  such,  that  there  should  be  a 
salary  scale  suitable  for  their  level  of  work 
in  comparison  to  the  professional  nurse.  (2) 
Nurses  Examining  Board.  They  should  be 
required  to  write  examinations  and  become 
licensed  by  the  Nurses  Examining  Board. 
Following  is  the  report  of  Hospitals  without 
training  schools: 

13  Hospitals  do  not  have  a school  of  nurs- 
ing. 

197  Nurses  are  required  at  average  ca- 
pacity. 

108  Nurses  aides  are  used. 

All  are  infavor  of  the  establishment  of  a 
course  for  practical  nurses. 

The  opinions  expressed  by  this  group  were 
much  the  same  as  the  ones  reported  by  the 
hospitals  with  training  schools,  with  the  ad- 
dition that  they  seemed  to  feel  a greater  need 
for  the  practical  nurse. 

Regarding  the  opinion  concerning  the  estab- 
lishment of  a course  for  practcal  nurses, 
many  questionaires  returned  stated: 

“Definite  need  for  some  type  of  nurse  aide 
help.” 

“The  nurse  helper  is  here  to  stay  and 
should  have  training.” 

“Would  relieve  the  nursing  situation.” 

“Believe  it  not  only  necessary  but  urgent.” 
Advisory  to  Slate  Board  of  Health 
Otolaryngology  — As  no  request  for  the  Ad- 
visory Committee  in  E.  N.  T.  was  made,  we 


did  not  function  this  year. 

Raymond  F.  Grove,  M.D. 
Opthalmology  — No  report 
Orthopedics  — South  Dakota  has  suffered  its 
worst  polio  epidemic  in  the  summer  and  fall 
of  1948.  The  total  number  of  reported  cases 
was  890  with  101  deaths.  Twenty  cases  of 
polio  per  100,000  population  is  usually  con- 
sidered an  epidemic.  In  the  epidemic  last 
year  the  rate  was  many  times  as  high  as  this. 
In  Sioux  Falls  it  was  216  reported  cases  per 
100,000  population.  In  addition,  the  bulbar 
type  occurred  with  high  incidence  in  the 
eastern  South  Dakota  and  the  southwestern 
Minnesota  areas.  A consultant  from  the  Na- 
tional Foundation  for  Infantile  Paralysis  was 
obtained  at  the  request  of  the  Seventh  Dis- 
trict Medical  Society  but  no  particular  recom- 
mendations were  made  for  any  changes  in 
treatment.  Darvisol  was  obtained  through 
the  courtesy  of  Dr.  Stanton  M.  Hardy  of  the 
Lederle  Laboratories  and  was  used  at  various 
points  throughout  the  state  with  variable 
results.  The  National  Foundation,  the  State 
and  County  Chapters,  and  particularly  the 
executive  director,  Mr.  Joe  Dowling  of  Yank- 
ton gave  invaluable  aid  and  assistance  in  the 
handling  of  the  large  number  of  polio  cases. 
Because  of  the  severe  epidemic  the  usual 
Crippled  Children’s  Clinics  could  not  be  held. 

Since  the  epidemic,  an  increasing  number 
of  deformities  are  beng  observed,  particularly 
of  the  spine.  These  occur  in  the  polio  cases 
as  well  as  in  those  where  polio  was  not 
recognized  at  the  time  of  the  disease  and  con- 
dition was  thought  by  the  parents  to  be 
“the  flu.”  It  is  essential  that  all  deformities 
be  observed  and  treated  before  they  become 
severe.  Crippled  Children’s  Clinics  were  held 
as  follows  this  spring:  Mobridge,  April  21; 
Aberdeen,  April  27;  Watertown,  April  28; 
Mitchell,  May  4;  Winner,  May  6;  Belle 
Fourche,  May  11;  and  Rapid  City,  May  12. 

A drive  is  being  under  taken  to  establish  a 
Crippled  Children’s  School  and  Hosptal  east 
of  the  Missouri  River  at  Sioux  Falls  and  west 
of  the  Missouri  River  at  Hot  Springs.  Plans 
are  now  in  progress  and  are  worthy  of  the 
support  of  the  Medical  Association. 

Robert  E.  Van  Demark,  M.D. 

Chairman 

Child  Welfare  — This  committee  functions 
only  if  consulted  by  the  State  Board  of 
Health.  As  no  problems  have  been  referred 
this  year,  we  have  not  functioned. 

Mary  A.  Schmidt,  M.D. 
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Address  of  the  President 

John  L.  Calene,  M.D. 

Aberdeen,  S.  D. 


I am  happy  to  have  had  the  privilege  of 
being  your  President  this  past  year.  With 
the  generous  help  of  the  officers,  council, 
chairman  and  members  of  some  of  the  com- 
mittees, some  progress  has  been  made  in  the 
work  of  our  association.  I wish  now  to  ex- 
press my  sincere  appreciation  to  those  who 
have  given  so  freely  of  their  time,  their 
energy  and  even  their  money  to  accomplish 
some  of  the  complicated  aims  of  this  group. 

Often  during  the  past  year  in  various  parts 
of  the  State  it  has  been  said  to  me  “I  wouldn’t 
have  your  job  as  President  for  anything.” 
“The  time  required  for  you  to  do  your  ex- 
pected work  and  the  time  you  must  spend 
away  from  your  office,  not  to  mention  the 
expense”  (for  the  President  has  no  expense 
account)  “out  weighs  everything  you  get  out 
of  it.”  It  is  true  — you  don’t  actually  “get” 
anything  out  of  it.  But  it  is  necessary  for 
many  of  our  members  to  contribute  much  of 
time,  energy  and  talents  if  the  work  is  to  go 
on.  Indeed  it  will  be  necessary  for  more  and 
more  of  you  to  so  contribute  if  we  are  to  re- 
main free  in  the  future.  I am  grateful  that 
there  are  so  many  who  are  wiling  to,  if 
necessary,  even  undergo  hardship  for  such, a 
worthy  cause. 

The  President’s  first  and  perhaps  most  im- 
portant job,  like  that  of  any  executive,  is  to 
properly  select  those  who  can  and  will  do  the 
work  assigned  to  them.  In  the  selection  of 
committees  this  year  we  have  been  indeed 
fortunate.  The  amount  of  work  required  by 
any  committee  depends  upon  the  problems 
that  arise  during  that  particular  year.  This 
past  year  the  Legislative  Committees,  both 
of  the  council  headed  by  Dr.  Alway  and  the 
Special  State  Legislative  Committee  headed 
by  Dr.  Duncan,  have  had  a tremendous 
amount  of  work.  It  is  due  to  their  efforts  plus 
that  of  the  Executive  Secretary  and  Karl 
Goldsmith  that  so  much  worth  while  legisla- 
tion was  accomplished.  I would  like  here  to 
pay  special  tribute  to  Drs.  Brown,  Duncan, 
and  Alway  for  their  work  in  this  field  during 


the  blizzard  conditions  then  prevailing.  Dr. 
Mayer,  as  you  know,  gave  so  unselfishly  that 
he  suffered  a heart  attack  from  which  he  is 
just  now  recovering.  Satisfaction,  when  the 
future  reveals  the  importance  of  this  legisla- 
tion, will  be  their  reward. 

Our  Journal  is  now  going  well  in  its  second 
year  and  as  most  of  you  will  agree  it  is  fill- 
ing an  increasingly  important  place  in  our 
work. 

Our  own  new  Group  Health  Insurance 
Policy  now  in  effect  is  the  result  of  the  work 
of  the  Medical  Economics  Committee.  Its 
benefit  to  all  of  us  cannot  be  over  estimated. 

The  Subcommittee  on  Cancer,  under  Dr. 
McCarthy,  has  continued  its  excellent  work. 
Their  emphasis  on  education  of  the  doctors 
themselves  at  a local  level  deserves  approval. 
It  seems  to  me  it  mght  be  well  for  the  cancer 
committees  everywhere  to  adopt  the  plan  of 
the  Illinois  Division  of  the  American  Cancer 
Society  which  is  brief  is  “Every  doctors  office 
will  act  as  a cancer  detection  center.”  Cer- 
tainly the  examination  outlined  as  necessary 
to  properly  screen  out  those  who  do  not  need 
more  detailed,  special  examinations  such  as 
complete  special  roentgenological  studies, 
vaginal  smears,  etc.,  could  be  done  in  many 
doctors  offices.  As  a matter  of  fact  this  is 
being  done  every  day  and  the  public  should 
be  made  to  understand  this.  Until  a definite 
test  for  detection  of  cancer  is  developed  much 
waste  effort  could  be  eliminated  and  as  it  is 
pointed  out  in  the  Illinois  report  better  public 
relations  would  also  result  from  such  a plan. 

After  the  recent  blasts  in  the  papers  against 
the  Mental  Hygiene  set  up  in  South  Dakota  I 
hesitate  to  even  mention  this  committee.  Out- 
siders frequently  fail  to  realize  that  with  our 
limited  population  in  such  a large  physical 
area  it  is  impossible  for  us  to  immediately 
set  up  organizatons  which  are  easily  estab- 
lished in  other,  more  populous  states.  If  we 
didn’t  have  to  pay  the  thirty  million  dollar 
Veterans’  bonus,  enlargement  of  our  nervous 
and  mental  hospitals  and  an  increase  in  the 
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number  of  personnel  would  be  easy.  Enlarge- 
ment and  improvement  of  the  State’s  Tuber- 
culosis Sanitarium,  adequate  future  buildings 
and  equpment  for  the  State  Medical  School, 
etc.  could  be  provided.  It  seems  to  mean 
something  less  abstract  and  less  theoretical 
will  be  required  before  the  crusading  mental 
hygienists  can  hope  to  accomplish  their  goals. 
I am  certain  that  as  time  passes  by  we  will 
solve  some  of  these  problems  to  the  satisfac- 
tion of  all.  We  should  certainly  have  com- 
mittees on  mental  hygiene,  rheumatic  fever 
and  heart  disease,  diabetes  detection  and 
many  others  as  well.  This  will  mean  definite 
effort  for  many  more  of  our  members. 

Of  the  special  committees  not  already  men- 
tioned that  of  the  Prepayment  and  Insurance 
Plan  under  Dr.  H.  Russell  Brown  has  con- 
tinued its  excellent  function.  It  would  seem 
that  we  are  making  excellent  progress.  How- 
ever, some  of  us  are  impatient  in  that  we 
still  do  not  have  enough  of  the  agricultural 
groups  yet  enrolled.  I hope  we  will  have 
enough  time  to  complete  our  work  in  this 
field.  Most  of  us  have  long  subscribed  to  the 
idea  that  voluntary  insurance  is  our  best 
offense  against  compulsory  government  in- 
surance. I am  sure  we  would  like  to  know 
what  we  can  do  to  hasten  its  more  wide 
spread  development.  I hope  Dr.  Saxton  will 
permanently  retain  this  committee.  A few 
of  you  may  know  that  the  Council  on  Medical 
Service  of  the  A.M.A.  on  April  15,  1949, 
recommends  that  there  be  no  official  connec- 
tion between  the  A.M.A.  and  the  Associated 
Medical  Care  plans  — but  the  A.M.A.  will 
continue  to  approve  or  disapprove  all  Volun- 
tary Plans.  It  will  be  our  duty  to  promote  the 
principles  of  voluntary  insurance  by  educa- 
ting the  people  as  to  their  need  and  to  inform 
them  of  the  availability  of  approved  plans. 

It  is  hoped  that  the  Radio  Broadcast  Com- 
mittee can  be  utilized  more  effectively  next 
year.  This  must  be  left  to  the  judgment  of 
our  Executive  Secretary  and  the  specially 
appointed  A.M.A.  State  Committee  tem- 
porarily headed  by  Dr.  Duncan.  There  is  no 
question  that  there  must  be  more  local  effort 
on  the  part  of  the  doctors  themselves  to  see 
that  educational  material  developed  by  the 
A.M.A.  National  Campaign  Directors  — 
Whitaker  and  Baxter  — reaches  the  public 
themselves.  A more  efficient  and  effective 
distribution  of  the  various  bulletins  and 


pamphlets  to  the  public  must  be  devised.  The 
next  State  Director  will  call  upon  all  of  you 
to  engage  in  this  necessary  work.  This 
struggle  will  continue  for  a long  time  and  our 
duty  to  the  people  is  clear,  if  we  wish  to 
maintain  our  up  to  now  unequalled  medical 
service  in  the  U.S.A.  For  instance,  did  you 
notice  in  the  recent  AMA  editorial  the  final 
tabulation  of  births  and  maternal  deaths  for 
1947  by  the  National  Office  of  Vital  Statistics 
indicates  a new  record  low  maternal  mor- 
tality rate  of  1.3  per  thousand  live  births.  No 
other  nation  has  ever  reported  a lower  rate. 
Knowledge  of  this  phenomenal  nation  wide 
reduction  in  maternal  mortality  from  6.2 
in  1933  should  certainly  be  called  to  the  at- 
tention of  all  women  in  this  country.  Much 
other  information  such  as  magazine  article 
in  the  Saturday  Evening  Post,  Colliers, 
Readers  Digest,  etc.  should  be  called  to  the 
attention  of  your  own  patients. 

Our  public  relations  have  improved  greatly. 
As  the  national  program  in  time  becomes 
better  organized  there  will  be  plenty  of  work 
for  this  new  group  and  other  like  committees. 
It  is  hard  to  believe  how  much  we  have  pro- 
gressed in  our  public  relations  work  in  the 
past  few  years.  Before  we  had  our  Executive 
Secretary  this  particular  phase  of  our  work 
was  practically  non-existant.  When  I first 
began  to  visit  our  district  societies  there  was 
great  skepticism  on  the  part  of  many  as  to  the 
necessity  of  maintaining  such  an  office  at  all. 
Now  I am  sure  nearly  all  are  convinced  that 
our  most  effective  way  to  contact  the  public 
will  come  more  and  more  from  the  office  of 
our  Executive  Secretary.  In  our  zeal  to  make 
use  of  this  office  we  must  remember  that  we 
too  have  an  important  part  to  play.  Much 
money  is  required  for  repeated  and  frequent 
personal  appearances  of  the  Executive  Secre- 
tary. After  all  even  our  present  dues  can  only 
cover  just  so  much  ground.  Deficit  financing, 
which  can  come  from  overspending  and  lower 
receipts  in  dues  because  of  poor  times,  etc., 
can  quickly  ruin  our  whole  program.  Thus, 
the  Executive  Office,  the  Journal,  our  Insur- 
ance program,  the  Improvement  in  the  Dis- 
trict Societies  themselves  depend  upon  re- 
ceipt of  sufficient  funds  to  maintain  our  bud- 
get. I am  old  fashined  enough  to  believe  that 
we  need  to  have  a surplus  or  reserve  fund  to 
take  care  of  future  rainy  day  needs.  You  have 
all  responded  well  this  year  in  the  payment 
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of  dues.  The  fact  that  so  many  of  you  have 
paid  your  twenty-five  dollar  assessment  is 
gratifying  to  me  and  a proof  to  the  public  that 
we  believe  strongly  in  our  present  national 
program  of  education.  At  present,  however, 
we  finance  our  own  work  from  our  own  dues. 

The  weak  links  of  our  association  are  still 
the  District  Medical  Societies.  While  an  in- 
creasing number  of  districts  have  regular, 
well  attended,  scientific  meetings,  at  least 
half  do  not.  The  District  Secretary  must  be 
the  key  man  in  the  development  of  each 
group.  If  he  is  weak  and  does  not  function, 
he  must  be  replaced  again  and  again  until 
some  one  is  found  who  is  willing  to  work. 
Personal  feelings  must  be  ignored  or  some 
already  half  dead  societies  will  pass  out  of 
existance.  Perhaps  a regrouping  of  some  of 
our  districts  is  necessary  if  the  best  interests 
of  all  are  to  be  served.  I hope  all  districts 
whose  councilors’  terms  expire  have  decided 
upon  a capable  representative  for  the  next 
term.  A councilor  who  will  not  work  or  at- 
tend necessary  meetings  should  certainly  not 
be  elected  at  all. 

I wish  now  to  repeat  what  I have  said  in 
various  district  meetings.  I am  by  now  well 
acquainted  with  many  of  the  older  members 
of  the  various  districts.  I am  familiar  with 
some  of  their  achievements  and  some  of  their 
shortcomings,  particularly  as  these  concern 
state  and  national  organized  medicine.  It  is 
my  conviction,  that  if  their  (and  my  own 
group)  personal  achievements  had  been  a 
little  less  that  their  shortcomings  might  also 
have  been  a Ittle  less,  and  we  all  might  be  a 
little  more  in  favor  with  the  public  at  large 
than  we  now  sometimes  seem  to  be. 

But  I am  not  now  going  to  look  backward 
at  my  generation.  Instead  I wish  I could 
know  the  younger  members  so  that  I might 
attempt  to  advise  them  how  to  avoid  our  mis- 
takes and  to  stimulate  them  into  the  neces- 
sary activity,  which  they  certainly  are  going 
to  need,  if  they  are  going  to  contribute  their 
share  in  maintaining  American  medicine  at 
its  present  high  positon  n the  scentific  world. 
I would  not  try  in  any  way  to  help  you  young 
members  to  maintain  your  present  un- 
equalled — and  I am  afraid  short  lived  — easy 
financial  position,  because  I know  that  satis- 
faction comes  usually  to  those  who  have  given 
their  best  to  their  scientific  achievements 
and  to  the  care  and  best  interests  of  their 


patients.  Contacts  with  my  generation  of 
Doctors  from  all  over  America  in  all  degress 
of  financial  success  convinces  me  that  this  is 
usually  true.  I would  like  to  see  more  young 
men  from  all  of  the  districts  interested  in 
medical  association  affairs,  so  that  your  state 
and  national  medical  associations  will  in  turn 
be  managed  by  men  still  in  their  intellectual 
prime  who  have  the  vision  and  strength  to 
guide  our  profession  through  the  trouble- 
some days  ahead. 

I would  like  to  see  more  of  the  younger 
men  qualifying  for  the  various  national 
Specialty  Boards.  It  is  not  pleasing  to  me  to 
see  our  sister  state.  North  Dakota,  have  so 
many  more  members  now  qualified  in  the 
various  specialties  than  we  do.  I do  not  in 
any  way  regard  these  boards  as  a fetish  and  I 
realize  many  a non-board  member  practices 
as  good  or  better  medicine  as  a certified  dip- 
lomate.  But  whether  we  like  it  or  not  it  is 
one  of  the  present  measuring  sticks  by  which 
the  outside  professional  world,  not  to  mention 
the  U.  S.  Public  Health,  U.  S.  Armed  Forces, 
Veterans  Administration  and  other  agencies 
— judges  our  professional  attainments.  Per- 
haps there  will  be  different  guages  for  your 
generation.  I only  hope  you  will  continue  to 
be  free  to  attain  what  ever  these  goals  may 
be. 

No  matter  what  social  and  economic 
changes  may  take  place  strong  organized 
Local,  State  and  National  Medical  Associa- 
tion will  be  necessary  if  we  are  to  mantain 
our  scientific  — as  well  as  economic  and 
social  — freedom. 


E.  B.  HULTZ.  M.D. 

Dr.  E.  B.  Hultz,  pioneer  Hill  City,  South 
Dakota,  physician  passed  away  at  his  home 
in  Hill  City  July  2nd. 

Dr.  Hultz  was  taken  ill  June  1,  due  to  a 
cerebral  hemorrhage. 


Remember 
To  Support 
Your  Advertisers 
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Membership  by  Districts 


Alway,  J.  D Aberdeen 

BerBos,  J.  N.  Aberdeen 

Bloemendael,  G.  J.  Ipswich 

Brinkman,  W.  C.  Veblen 

Bruner,  J.  E.  Aberdeen 

Bunker,  Paul  Aberdeen 

Calene,  J.  L.  Aberdeen 

Cooley,  F.  H. Aberdeen 

Currie,  K.  P.  Britton 

Damm,  W.  P Redfield 

Drissen,  E.  M.  Britton 

Eckrich,  J.  A.  Aberdeen 

*Elward,  L.  R.  Doland 

Farrell,  W.  D Aberdeen 

Gelber,  M.  R Aberdeen 

Graff,  L.  W.  Britton 


Argabrite,  J.  W. Watertown 

Armalavage,  L.  J.  Watertown 

Bartron,  G.  R.  Watertown 

Bartron,  H.  J.,  Sr.  ____  Watertown 

Bartron,  H.  J.,  Jr Clark 

Brown,  H.  Russell  Watertown 

Christensen,  A.  H.  Clark 

*Crawford,  J.  H.,  Sr.  Watertown 
Crawford,  J.  H.,  Jr.  Watertown 


Austin,  D.  C. Brookings 

Bakalinsky,  Max  Estelline 

Baughman,  D.  S. Madison 

Baughman,  R.  C. Madison 

Benjamin,  M.  B.  Flandreau 

Boyd,  F.  E.,  Jr,  Flandreau 

Davidson,  M. Brookings 

Drobinsky,  M. Estelline 

Grove,  E.  H.  Arlington 

Gulbrandsen,  G.  H.  Brookings 


Askwig,  L.  C. Pierre 

Collins,  E.  H. Gettysburg 

Cowan,  J.  T. Pierre 

Creamer,  F.  H. Dupree 

Gutch,  C.  F.  Pierre 

Hetrick,  M.  A.  Pierre 

Janis,  J.  B.  Hoven 


Adams,  H.  P.  Huron 

Buchanan,  R.  A. Huron 

Burman,  Guy  DeSmet 

Charbonneau,  Y.  H. Huron 

*Class,  F.  L. Huron 

*Cogswell,  M.  E. Wolsey 

Hagin,  J.  C.  Miller 


Auld,  C.  V.  Plankinton 

Ball,  W.  R.  Mitchell 

Binder,  C.  F. Mitchell 

Bobb,  E.  C Mitchell 

Bollinger,  W.  Parkston 

Brookman,  B.  T. Chamberlain 


ABERDEEN 
DISTRICT  NO.  1 

Graeber,  M.  P.  Eureka 

Hogan,  H.  W.  Redfield 

*Jackson,  E.  B.  Aberdeen 

Jones,  T.  D.  Aberdeen 

King,  B.  F Aberdeen 

King,  H.  I.  Aberdeen 

King,  Owen  Aberdeen 

McCarthy,  P.  V.  Aberdeen 

McIntosh,  G.  F.  Eureka 

Malloy,  J.  F.  Faulkton 

Martyn,  W.  E. Aberdeen 

Mayer,  R.  G.  Aberdeen 

Mayer,  R.  M.  Aberdeen 

Miller,  A.  J.  Aberdeen 

Murdy,  B.  C.  Aberdeen 

Murdy,  Carson  Aberdeen 

WATERTOWN 
DISTRICT  NO.  2 

*Hammond,  M.  J.  Watertown 

*Hickman,  G.  L.  Bryant 

Jorgenson,  M.  C Watertown 

Kenney,  H.  T. Watertown 

Kilgard,  R.  M.  Watertown 

Larson,  M.  W. Watertown 

McIntyre,  P.  S.  Bradley 

Magee,  W.  G Watertown 

Maxwell,  R.  T Clear  Lake 

MADISON-BROOKINGS 
DISTRICT  NO  3 

Henry,  R.  Brookings 

Hofer,  E.  A.  Howard 

Hurewitz,  M. Colman 

Jordan,  L.  E. Chester 

Kershner,  C.  M.  Brookings 

Moyer,  L.  B. Lake  Preston 

Muggly,  J.  A. Madison 

Peeke,  A.  P.  .'__.Volga 

Plowman,  E.  T.  Brookings 

Ross,  R.  R.  Canova 

PIERRE 

DISTRICT  NO.  4 

Martin,  H.  B. Harrold 

Morrissey,  M.  M. Pierre 

Murphy,  J.  C.  Murdo 

Nishimura,  E.  T. Midland 

*Northrup,  F.  A. Pierre 

Riggs,  T.  F. Pierre 

Robbins,  C.  E.  Pierre 

HURON 

DISTRICT  NO.  5 

Heilesen,  W.  E.  Iroquois 

Hohm,  Paul, Huron 

Hohm,  T.  A. Huron 

Jacoby,  Hans Huron 

Leigh,  Fred  Huron 

Lenz,  B.  T.  Huron 

Pangburn,  M.  W.  Miller 

MITCHELL 
DISTRICT  NO.  6 

Dean,  Roscoe 

Wessington  Springs 


Delaney,  R.  J.  Mitchell 

Delaney,  W.  A.,  Sr.  Mitchell 

Delaney,  W.  A.,  Jr. Mitchell 

Dick,  L.  C.  — Spencer 


Murdy,  Robert  Aberdeen 

Perry,  E.  J.  Redfield 

Pittenger,  E.  A. Aberdeen 

Ranney,  T.  P.  Aberdeen 

Rodine,  John  Aberdeen 

Rudolph,  E.  A Aberdeen 

Sanders,  M.  E Redfield 

Scallin,  P.  R.  Redfield 

Schuchardt,  I.  L.  Aberdeen 

Steele,  G.  H.  Aberdeen 

Vogele,  C.  L.  Aberdeen 

Waldorf,  C.  E.  Redfield 

*Weishaar,  C.  H Aberdeen 

Whiteside,  J.  D.  Aberdeen 

Williams,  M.  F. Conde 


Randall,  O.  S. Watertown 

Reul,  T.  W.  Watertown 

Rousseau,  M.  C.  Watertown 

*Schieb,  A.  P. Watertown 

Schmidt,  Mary  Watertown 

Stoltz,  C.  R.  Watertown 

Walters,  S.  J.  Watertown 

Willen,  Abner  Clear  Lake 

Councill,  W.  A.  H.  Clark 


Scheller,  D.  L.  Arlington 

Sherwood,  C.  E.  Madison 

Tank,  Myron  C.  Brookings 

*Torwick,  E.  E.  Volga 

Watson,  E.  S. Brookings 

Westaby,  J.  R Madison 

Whitson,  G.  E. Madison 

Wold,  H.  R.  Madison 


Rosenfeld,  Frederick  Philip 

Salladay,  I.  R.  Pierre 

Scherman,  Quentin  Hoven 

Sundet,  N.  J. Kadoka 

VanHeuvelen,  G.  J.  Pierre 


Saxton,  W.  H.  Huron 

* Saylor,  H.  L.  Huron 

Tschetter,  Joseph Huron 

Tschetter,  J.  S.  Huron 

Tschetter,  Paul  Huron 

*Wood,  T.  J.  Huron 

*Wright,  O.  R.  Huron 


*Freyberg,  F.  W Mitchell 

Fritz,  W.  H.  Mitchell 

Gillis,  F.  Daniel  - Mitchell 

Gillis,  Floyd  D.,  Jr.  Mitchell 

Holland,  L.  W Chamberlain 
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*Keene,  F.  F. 

Wessington  Springs 


Lewis,  H.  R. Mitchell 

Lloyd,  J.  H.  Mitchell 

Mabee,  D.  R. Mitchell 

Mabee,  O.  J. Mitchell 


Arneson,  W.  A. Sioux  Falls 

Aspaas,  P.  K. Dell  Rapids 

Billingsley,  P.  R.  Sioux  Falls 

*Billion,  T.  J Sioux  Falls 

Billion,  T.  J.,  Jr.  Sioux  Falls 

Breit,  D.  H. Sioux  Falls 

Carney,  Myrtle California 

Clark,  J.  C. Sioux  Falls 

Clarke,  J.  Y.  Sioux  Falls 

Cottam,  G.  I.  W.  Sioux  Falls 

Culbertson,  R.  A.  Sioux  Falls 

Dehli,  F.  C Colton 

DeVall,  F.  C.  Garretson 

Dickinson,  J.  H.  Canistota 

Donahoe,  R.  R.  Sioux  Falls 

Donahoe,  S.  A.  Sioux  Falls 

Donahoe,  W.  E.  Sioux  Falls 

Duimstra,  Fred Sioux  Falls 

Dulaney,  C.  H.  Canton 

Dunn,  J.  Sioux  Falls 

Edwards,  T.  F.  Sioux  Falls 

Eggers,  M.  W.  Sioux  Falls 

Eneboe,  E.  E.  Alcester 

Ericksen,  E.  G.  Sioux  Falls 

Ericksen,  O.  C.  Sioux  Falls 

Fisk,  R.  R. Flandreau 

*Gage,  E.  E.  Sioux  Falls 

Green,  C.  D.  Parker 

Green,  R.  D.  Sioux  Falls 


Abts,  F.  J. 

Andre,  H.  C. 

Auld,  M.  A.  

Blezek,  F.  M. 

Duggan,  T.  A. 
Eyres,  T.  E.  _ 
Fairbanks,  W.  H. 
Ferguson,  R.  L.  . 
Flynn,  Eugene  .. 

Haas,  F.  W. 

Hanson,  H.  F. 

Hieb,  W.  E.  

Hill,  J.  F.  


Yankton 

Vermillion 

-Yankton 

Tabor 

Wagner 
Vermillion 
Vermillion 
Vermillion 
Pickstown 
Yankton 
Vermillion 
Marion 
— Yankton 


Bailey,  J.  D.  Rapid  City 

Bailey,  S.  G.  Hot  Springs 

Borgmeyer,  H.  J.  Rapid  City 

Brock,  E.  H.  Rapid  City 

Butler,  J.  M.  Hot  Springs 

Byrne,  J.  R. Edgemont 

Clark,  B.  S.  Spearfish 

Crane,  Harold  La  Oroya,  Peru 

Davidson,  H.  E.  Lead 

Davis,  J.  H.  Belle  Fourche 

Dawley,  W.  A. Rapid  City 

Erickson,  J.  W.  Rapid  City 

Ewald,  P.  P.  I___.  Lead 

Fleeger,  R.  B.  Lead 

Geib,  Wayne  Rapid  City 

Grau,  H.  J. Rapid  City 

Hamm,  J .N.  Sturgis 

Hare,  Helen  Jane Rapid  City 

Hare,  Lyle Spearfish 

Heideprein,  Glen  Deadwood 

Howe,  F.  S. Deadwood 


Mannion,  J.  E.  Gregory 

Morgan,  R.  K.  Winner 


Moran,  C.  S. ... Mitchell 

Price,  Mary Armour 

Price,  Ronald  Armour 

Rieb,  W.  G.  Parkston 

Skogmo,  B.  R.  Mitchell 

Spellman,  George Mitchell 

SIOUX  FALLS 
DISTRICT  NO.  7 
Greenfield,  R.  E.  ____  Sioux  Falls 
Greenough,  E.  E.  ....  Sioux  Falls 

Gregg,  J.  B.  Sioux  Falls 

Groebner,  O.  A Sioux  Falls 

Grove,  A.  F.  Sioux  Falls 

Grove,  M.  S.  Sioux  Falls 

Grove,  R.  F.  Sioux  Falls 

Hage,  W.  J. Sioux  Falls 

Hermanson,  J.  M. 

Valley  Springs 

*Hummer,  H.  R.  Sioux  Falls 

Hyden,  Anton Sioux  Falls 

Ihle,  C.  W.,  Jr Sioux  Falls 

Keller,  S.  A. Sioux  Falls 

Kemper,  C.  E. Viborg 

Kittelson,  H.  O. Sioux  Falls 

Kittelson,  J.  A.  Sioux  Falls 

Kohlmeyer,  F.  C.  ....  Sioux  Falls 

Lamb,  Hazel Sioux  Falls 

Lanam,  M.  O. Sioux  Falls 

Larson,  C.  S.  Sioux  Falls 

Leraan,  L.  G. Sioux  Falls 

McDonald,  C.  J. Sioux  Falls 

McDonnell,  J.  L.  Montrose 

McGreevy,  E.  J. Sioux  Falls 

McGreevy,  J.  V.  ....  Sioux  Falls 

Manning,  D.  H Sioux  Falls 

Nelson,  J.  A.  Sioux  Falls 

Nilsson,  F.  C. Sioux  Falls 


YANKTON 
DISTRICT  NO.  8 


Hohf,  J.  A.  Yankton 

*Hohf,  S.  M.  Yankton 

Honke,  R.  W Wagner 

Hubner,  R.  F Yankton 

Johnson,  C.  F Yankton 

Jordan,  G.  T.  Vermillion 

Joyce,  Edward Hurley 

*Kalayjian,  D.  S. Parker 

*Keeling,  C.  M.  Springfield 

Klima,  Herman Yankton 

Lacey,  V.  I.  .- Yankton 

Leitzke,  E.  T. Beresford 

Livingston,  R.  F. Yankton 


BLACK  HILLS 
DISTRICT  NO.  9 


Holleman,  W.  W.  Rapid  City 

Jackson,  A.  S. Lead 

*Jackson,  R.  J.  Rapid  City 

Jernstrom,  R.  E. Rapid  City 

Kegaries,  D.  L.  Rapid  City 

Kobza,  V.  V.  Rapid  City 

Lampert,  A.  A Rapid  City 

Lemley,  R.  E.  Rapid  City 

Mattox,  N.  E ...  Lead 

Merryman,  M.  P.  Rapid  City 

Meyer,  W.  L.  Sanator 

Miller,  G.  A.  Hot  Springs 

*Miller,  G.  H Spearfish 

Mills,  G.  W Wall 

Morse,  W.  E.  Rapid  City 

Morsman,  C.  F. Hot  Springs 

Mueller,  E.  E.  Custer 

McCroskey,  R.  C.  Rapid  City 

Neves,  C.  A.  Hot  Springs 

Newby,  H.  D.  Rapid  City 

Olson,  W.  E.  Ft.  Meade 

ROSEBUD 
DISTRICT  NO.  10 


Quinn,  R.  J.  Burke 

Studenberg,  J.  E.  Winner 


*Stegeman,  S.  B 

Tobin,  F.  J. 

Tobin,  L.  W 

Vonburg,  V.  R 

Weber,  Robert 

Welbes,  M.  A.  


Salem 

Mitchell 

- Mitchell 

Mitchell 

Mitchell 

Bridgewater 


Ogborn,  R.  J.  Sioux  Falls 

Opheim,  W.  L. Sioux  Falls 

Pankow,  L.  J.  Sioux  Falls 

Parke,  L.  L. .....  Canton 

Pekelis,  E.  Sioux  Falls 

Pekelis,  R.  Sioux  Falls 

Quinn,  R.  H Sioux  Falls 

Reagan,  P.  C. Sioux  Falls 

Reagan,  R Sioux  Falls 

Rich,  E.  L. Sioux  Falls 

Richards,  G.  H.  Sioux  Falls 

Rothem,  M.  S.  Sioux  Falls 

Sercl,  W.  F.  Sioux  Falls  | 

Shreves,  Howard  Sioux  Falls  i 

Smith,  J.  G.  Sioux  Falls 

Stahmann,  F.  S. Sioux  Falls 

Stevens,  G.  A.  Sioux  Falls 

Unruh,  B.  H.  Sioux  Falls 

Vandemark,  G.  E.  ....  Sioux  Falls 

Vandemark,  R.  E. Sioux  Falls 

Vandemark,  W.  E.  ....  Sioux  Falls 

Volin,  H.  P.  Lennox 

Volin,  V.  V.  Sioux  Falls 

Wallis,  Marianne Sioux  Falls  ' 

Wessman,  N.  E. Sioux  Falls 

Wieseler,  R.  J. Sioux  Falls 

Zellhoefer,  H.  W.  K.  Texas 

Zimmerman,  Goldie  E. 

Sioux  Falls 


Leonard,  B.  B. Yankton 

McVay,  C.  B.  Yankton 

Namminga,  S.  E ___.  Scotland 

Ohlmacher,  J.  C. Vermillion 

Ranney,  Brooks  Yankton 

Reding,  A.  P.  Marion 

Sattler,  T.  H. Yankton 

Schwartz,  E.  R.  Wakonda 

Slaughter,  D.  H.  Vermillion 

Smith,  A.  J.  Yankton 

Stansbury,  E.  M. Vermillion 

Williams,  D.  B.  Yankton 


Orvedahl,  F.  W.  Hot  Springs  : 

*Owen,  N.  T.  Rapid  City  ( 

Owen,  G.  .S. Rapid  City  : 

O’Toole,  T.  Rapid  City  : 

Pemberton,  M.  O.  Deadwood 

Radusch,  F.  J. Rapid  City 

Riner,  E.  D.  Hot  Springs  \ 

Roper,  C.  E.  Hot  Springs  | 

Rudolph,  F.  A Rapid  City 

Sackett,  R.  F Hot  Springs  ] 

Sherrill,  S.  F. Belle  Fourche  I 

Smiley,  J.  C Deadwood  ; 

Soe,  C.  A.  Hot  Springs  ■! 

Spain,  M.  L.  Rapid  City  i 

* Stewart,  J.  L.  Spearfish 

Stewart,  N .W.  Lead 

*Threadgold,  J.  O. 

Belle  Fourche  ‘ 
*Townsend,  L.  J.  Belle  Fourche 
Williams,  F.  R. Rapid  City 


Wilson,  R.  W. Burke 
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*Fleishman,  M.  F. 

Cheyenne  Agency 

George,  W.  A. Selby 

Harris,  L.  D. Mobridge 

Kalda,  E.  F.  Mobridge 


Brauer,  H.  H.  Sisseton 

Dawson,  L,  D Milbank 

Duncan,  Wm.  Webster 

Gregory,  D.  A.  Milbank 

^Hawkins,  A.  P.  Waubay 


NORTHWEST 
DISTRICT  NO.  II 

Kicenski,  H.  E.  Mobridge 

Lowe,  C.  E Mobridge 

Lowe,  J.  A. Mobridge 

Priest,  E.  R.  Mobridge 

WHETSTONE 
DISTRICT  NO.  12 

*Jacotel,  J.  A.  Milbank 

Judge,  W.  T.  Milbank 

Karlins,  W.  H Webster 

Lie,  Dagfinn  Webster 

Lovering,  Joseph Webster 


Spiry,  A.  W.  Mobridge 

Steiner,  P.  K.  Lemmon 

Totten,  F.  C. Lemmon 

Warpinski,  M.  A.  McLaughlin 


*Peabody,  P.  D Webster 

Pfister,  F.  F. Webster 

Tauber,  Kurt Milbank 

Younker,  F.  T.  Sisseton 

* Indicates  Honorary  Member 
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Abts,  F.  J. Yankton 

Adams,  H.  P Huron 

Alway,  J.  D. Aberdeen 

Andre,  H.  C.  Vermillion 

Argabrite,  J.  W. Watertown 

Armalavage,  L.  J.  Watertown 

Arneson,  W.  A Sioux  Falls 

Askwig,  L.  C. Pierre 

Aspaas,  P.  K. Dell  Rapids 

Auld,  C.  V.  Plankinton 

Auld,  M.  A.  - Yankton 

Austin,  D.  C Brookings 

Bailey,  J.  D. Rapid  City 

Bailey,  S.  D.  Hot  Springs 

Bakalinsky,  M.  Estelline 

Ball,  Wm.  Mitchell 

Bartron,  G.  R. Watertown 

Bartron,  H.  J.  Watertown 

Bartron,  H.  J.,  Jr.  Clark 

Bates,  J.  S.  Lake  Preston 

Baughman,  D.  S Madison 

Baughman,  R.  C.  Madison 

Benjamin,  M.  B.  Flandreau 

Berbos,  J.  N.  Aberdeen 

Billingsley,  P.  R.  Sioux  Falls 

*Billion,  T.  J.  Sioux  Falls 

Billion,  T.  J.,  Jr.  Sioux  Falls 

Binder,  C.  F.  Mitchell 

Blezek,  F.  M. Tabor 

Bloemendaal,  G.  J.  Ipswich 

Bobb,  E.  C.  Mitchell 

Bollinger,  W.  F. Parkston 

Borgmeyer,  H.  J. Rapid  City 

Boyd,  F.  E Flandreau 

Brauer,  H.  H.  Sisseton 

Breit,  D.  H Sioux  Falls 

Brinkman,  W.  C.  Veblen 

Brock,  Ernest Rapid  City 

Brookman,  B.  T.  Chamberlain 

Brown,  H.  Russell Watertown 

Bruner,  J.  E.  Aberdeen 

Buchanan,  R.  A.  Huron 

Bunker,  P.  G.  Aberdeen 

Burman,  G.  E.  DeSmet 

Butler,  J.  M. Hot  Springs 

Byrne,  J.  R.  Edgemont 

Calene,  J.  L.  Aberdeen 

Carney,  Myrtle California 

Charbonneau,  Y.  H. Huron 

Christensen,  A.  H Clark 

Clark,  B.  S. Spearfish 

Clark,  J.  C.  Sioux  Falls 

Clarke,  J.  Y.  Sioux  Falls 

*Class,  F.  L.  Huron 

*Cogswell,  M.  E Wolsey 

Collins,  E.  H.  Gettysburg 

Cooley,  F.  H.  Aberdeen 

Cottam,  G.  I.  W Sioux  Falls 

Councill,  W.  A.  H Clark 

Councill,  W.  A.  H.,  Jr. Clark 

Cowan,  J.  T. Pierre 

Crane,  H. La  Oroya,  Peru 


*Crawford,  J.  H. Watertown 

Crawford,  J.  H.,  Jr.  ..  Watertown 

Creamer,  F.  H.  Dupree 

Currie,  K.  P.  Britton 

Culbertson,  R.  A.  Sioux  Falls 

Damm,  W.  P. Redfield 

Davidson,  H.  E.  Lead 

Davidson,  M.  Brookings 

Davis,  J.  H.  Belle  Fourche 

Dawley,  W.  A.  Rapid  City 

Dean,  Roscoe 

Wessington,  Springs 

Dehli,  H.  M. Colton 

Delaney,  R.  J. Mitchell 

Delaney,  W.  A. Mitchell 

Delaney,  W.  A.,  Jr Mitchell 

DeVall,  F.  C. Garretson 

Dick,  L.  C. Spencer 

Dickinson,  John  Canistota 

Donahoe,  R.  R.  Sioux  Falls 

Donahoe,  S.  A.  Sioux  Falls 

Donahoe,  W.  E.  Sioux  Falls 

Drissen,  E.  M. Britton 

Drobinsky,  M. Estelline 

Duggan,  T.  A.  Wagner 

Duimstra,  Fred  Sioux  Falls 

Dulaney,  C.  H Canton 

Duncan,  W.  Webster 

Dunn,  J.  Sioux  Falls 

Eckrich,  J.  A. Aberdeen 

Edwards,  T.  Sioux  Falls 

Eggers,  M.  W.  Sioux  Falls 

*Elward,  L.  R.  Doland 

Eneboe,  E.  M.  Alcester 

Ericksen,  E.  G.  Sioux  Falls 

Ericksen,  O.  C.  Sioux  Falls 

Erickson,  J.  W.  Rapid  City 

Ewald,  P.  P.  ....  Lead 

Eyres,  T.  E.  Vermillion 

Fairbanks,  W.  H. Vermillion 

Farrell,  W.  D.  Aberdeen 

Ferguson,  R.  L.  Vermillion 

Fisk,  R.  R.  Flandreau 

Fleeger,  R.  B. Lead 

*Fleishman,  Morris 

Cheyenne  Agency 

Flynn,  E.  Pickstown 

*Freyberg,  F.  W Mitchell 

Fritz,  W.  H.  Mitchell 

*Gage,  E.  E.  Sioux  Falls 

Geib,  W.  A.  Rapid  City 

Gelber,  Mr.  Aberdeen 

George,  W.  A. Selby 

Gillis,  F.  D Mitchell 

Gillis,  F.  D.,  Jr Mitchell 

Graeber,  M.  P.  Eureka 

Graff,  L.  W.  Britton 

Grav,  H.  J. Rapid  City 

Green,  C.  D.  Parker 

Green,  R.  D. Sioux  Falls 

Greenfield,  R.  E.  Sioux  Falls 

Greenough,  E.  E.  ....  Sioux  Falls 


Gregory,  D.  A. Milbank 

Grove,  A.  F.  Dell  Rapids 

Grove,  E.  H.  Arlington 

Grove,  M.  S.  Sioux  Falls 

Grove,  R.  F.  Sioux  Falls 

Gulbrandsen,  G.  H.  ....  Brookings 

Gutch,  C.  F.  Pierre 

Haas,  F.  W. Yankton 

Hage,  W.  J. Sioux  Falls 

Hagin,  J.  C.  Miller 

Hamm,  J.  N. Sturgis 

*Hammond,  M.  J.  ....  Watertown 

Hansen,  H.  F.  Vermillion 

Hare,  Helen  Jane Rapid  City 

Hare,  Lyle  Spearfish 

Harris,  L.  D.  Mobridge 

*Hawkins,  A.  P. Waubay 

Heib,  W.  E.  Marion 

Heidpreim,  G.  Deadwood 

Heilesen,  W.  E.  Iroquois 

Henry,  R.  B.  Brookings 

Hermanson,  J.  M. 

Valley  Springs 

Hetrick,  M.  A.  Pierre 

*Hickman,  G.  L. Bryant 

Hill,  J.  F.  Yankton 

Hofer,  E.  A.  Howard 

Hogan,  H.  W Redfield 

Hohf,  J.  A.  Yankton 

*Hohf,  S.  M Yankton 

Hohm,  P.  H. Huron 

Hohm,  T .A.  Huron 

Holland,  L.  W. Chamberlain 

Holleman,  W.  W.  Rapid  City 

Honke,  R.  W. Wagner 

Howe,  F.  S.  Deadwood 

Hubner,  R.  F.  Yankton 

*Hummer,  H.  R.  Sioux  Falls 

Hurewitz,  M.  Colman 

Hyden,  Anton  Sioux  Falls 

Ihle,  C.  W.  Sioux  Falls 

Jackson,  A.  S. Lead 

*Jackson,  E.  B.  Aberdeen 

*Jackson,  R.  J. Rapid  City 

Jacoby,  Hans  Huron 

Jacotel,  S.  A.  Milbank 

Janis,  J.  B Hoven 

Jernstrom,  R.  E Rapid  City 

Johnson,  C.  F.  Yankton 

Jones,  T.  D.  Aberdeen 

Jordan,  G.  T.  Vermillion 

Jordan,  L.  E Chester 

Jorgenson,  M.  C.  Watertown 

Joyce,  Edward  Hurley 

Judge,  W.  T. Milbank 

*Kalayjian,  D.  S.  Parker 

Kalda,  E.  F.  Mobridge 

Karlins,  E.  F.  Webster 

*Keeling,  C.  M.  Springfield 

*Keene,  F.  F.  Wess.  Springs 

Kegaries,  D.  L.  Rapid  City 

Keller,  S.  A.  Sioux  Falls 
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Kemper,  C.  E Viborg 

Kenney,  H.  T. Watertown 

Kershner,  C.  M.  Brookings 

Kicenski,  H.  E. McIntosh 

Kilgard,  R.  M. Watertown 

King,  B.  F. Aberdeen 

King,  H.  I.  Aberdeen 

King,  Owen Aberdeen 

Kittelson,  H.  O. Sioux  Falls 

Kittelson,  J.  A Sioux  Falls 

Klima,  H.  M.  Yankton 

Kobza,  V.  V. Rapid  City 

Kohlmeyer,  F.  C.  ....  Sioux  Falls 

Lacey,  V.  I.  Yankton 

Lamb,  H.  H.  Sioux  Falls 

Lamport,  A.  A.  Rapid  City 

Lanam,  M.  O. Sioux  Falls 

Larsen,  M.  W.  Watertown 

Larson,  C.  S.  Sioux  Falls 

Lemley,  R.  E Rapid  City 

Leigh,  F.  D.  Huron 

Lenz,  B.  T.  Huron 

Leonard,  B.  B. Yankton 

Leraan,  L.  G.  Sioux  Falls 

Lewis,  H.  R.  Mitchell 

Lie,  D. Webster 

Lietzke,  E.  T.  Beresford 

Livingston,  R.  F. Yankton 

Lloyd,  J.  H.  Mitchell 

Lovering,  J. Webster 

Lowe,  C.  E. Mobridge 

Lowe,  J.  A. Mobridge 

Mabee,  D.  R.  Mitchell 

Mabee,  O.  J. Mitchell 

Magee,  W.  G Watertown 

Malloy,  J.  F.  Faulkton 

Manning,  D.  H.  Sioux  Falls 

Mannion,  J.  E.  Gregory 

Martin,  H.  B.  Harrold 

Martyn,  W.  E Aberdeen 

Mattox,  N.  E.  Lead 

Maxwell,  R. Clear  Lake 

Mayer,  R.  G.  Aberdeen 

Mayer,  R.  M.  Aberdeen 

McCarthy,  P.  V. Aberdeen 

McCroskey,  R. Rapid  City 

McDonald,  C.  J. Sioux  Falls 

McDonnell,  J.  L.  Montrose 

McGreevy,  J.  V. Sioux  Falls 

McGreevy,  E.  J. Sioux  Falls 

McIntyre,  P.  S. Bradley 

McIntosh,  G.  F.  Eureka 

McVay,  C.  B Yankton 

Merryman,  M.  P.  Rapid  City 

Meyer,  W.  L Sanator 

Miiler,  A.  J.  Aberdeen 

Miller,  G.  A.  Hot  Springs 

*Miller,  G.  H. Spearfish 

Mills,  G.  W Wall 

Moran,  C.  S Mitchell 

Morgan,  R.  K.  Winner 

Morrissey,  M.  M. Pierre 

Morse,  W.  E Rapid  City 

Morsman,  C.  F Hot  Springs 

Moyer,  L.  B.  Lake  Preston 

Mueller,  E.  E.  Custer 

Muggly,  J .A.  Madison 

Murdy,  C.  B.  Aberdeen 

Murdy,  R.  B.  C. Aberdeen 

Murdy,  R.  C Aberdeen 


Murphy,  J.  C.  Murdo 

Namminga,  S.  E. Scotland 

Nelson,  J.  A.  Sioux  Falls 

Neves,  C.  A.  Hot  Springs 

Newby,  H.  D Rapid  City 

Nilsson  ,F.  C.  Sioux  Falls 

Nishimura,  E.  T. Midland 

*Northrup,  F.  A.  Pierre 

Ogborn,  R.  J.  Sioux  Falls 

Ohlmacher,  J.  C. Vermillion 

Olson,  W.  E.  Ft.  Meade 

Opheim,  W.  L.  Sioux  Falls 

Orvedahl,  F.  W.  Hot  Springs 

O’Toole,  T.  F.  Rapid  City 

Owen,  G.  S Rapid  City 

*Owen,  N.  T.  Rapid  City 

Pangburn,  M.  W. Miller 

Pankow,  L.  J. Sioux  Falls 

Parke,  L.  L. Canton 

*Peabody,  P.  D.,  Sr. Webster 

Peeke,  A.  P.  Volga 

Pekelis,  E. Sioux  Falls 

Pekelis,  R. Sioux  Falls 

Pemberton,  M.  O.  Rapid  City 

Perry,  E.  J Redfield 

Pfister,  F.  F. Webster 

Pittenger,  E.  A.  Aberdeen 

Plowman,  E.  T. Brookings 

Price,  Mary  Armour 

Price,  Arnold  Armour 

Priest,  E.  Rush  Mobridge 

Quinn,  R.  H. Sioux  Falls 

Quinn,  R.  J.  Burke 

Radusch,  F.  J Rapid  City 

Randall,  O.  S Watertown 

Ranney,  B.  Yankton 

Ranney,  T.  P.  Aberdeen 

Reagan,  R.  Sioux  Falls 

Reagan,  P.  C. Sioux  Falls 

Reding,  A.  P.  Marion 

Reul,  T.  W.  Watertown 

Rich,  E.  L.  Sioux  Falls 

Richards,  G.  H.  Sioux  Falls 

Rieb,  W.  G.  Parkston 

Riggs,  T.  F. Pierre 

Riner,  E.  D. Hot  Springs 

Robbins,  C.  E.  Pierre 

Rodine,  J.  C.  Aberdeen 

Roper,  C.  E.  Hot  Springs 

Rosenfeld,  F.  Philip 

Ross,  R.  R.  Canova 

Rothnem,  M.  S. Sioux  Falls 

Rousseau,  M.  C Watertown 

Rudolph,  E.  A. Aberdeen 

Rudolph,  F.  A.  Rapid  City 

Sackett,  R.  F.  Hot  Springs 

Salladay,  I.  R.  Pierre 

Sanders,  M.  E Redfield 

Sattler,  T.  H.  Yankton 

Saxton,  W.  H Huron 

* Saylor,  H.  L Huron 

Scailin,  P.  R. Redfield 

*Scheib,  A.  P. Watertown 

Scheller,  D.  L. Arlington 

Scherman,  Q. Hoven 

Schmidt,  M.  A. Watertown 

Schuchardt,  1.  P.  Aberdeen 

Schwartz,  E.  R. Wakonda 

Sercl,  W.  F. Sioux  Falls 


Sherrill,  S.  F. Belle  Fourche 

Sherwood,  C.  E Madison 

Shreves,  H Sioux  Falls 

Skogmo,  B.  R Mitchell 

Slaughter,  D. Vermillion 

Smiley,  J.  C. Deadwood 

Smith,  A.  J Yankton 

Smith,  J.  G. Sioux  Falls 

Soe,  C.  A Lead 

Spain,  M.  L. Rapid  City 

Spellman,  G.  G Mitchell 

Spiry,  A.  W Mobridge 

Stahmann,  F.  S. Sioux  Falls 

Stansbury,  E.  M. Vermillion 

Steele,  G.  H.  Aberdeen 

*Stegeman,  S.  B. Salem 

Steiner,  Peter Lemmon 

Stevens,  G.  A. Sioux  Falls 

*Stewart,  J.  L.  Spearfish 

Stewart,  N.  W. Lead 

Stoltz,  C.  R. Watertown 

Studenberg,  J.  E Winner 

Sundet,  N.  J.  Kadoka 

Tank,  M.  C Brookings 

Tauber,  Kurt  Milbank 

*Threadgold,  J.  O. 

Belle  Fourche 

Tobin,  F.  J.  Mitchell 

Tobin,  L.  W Mitchell 

*Torwick,  E.  E. Volga 

Totten,  F.  E.  Lemmon 

*Townsend,  L.  J. 

Belle  Fourche 

Tschetter,  Joseph,  Huron 

Tschetter,  J.  S. Huron 

Tschetter,  P.  S Huron 

Unruh,  B.  H Sioux  Falls 

Vandemark,  G.  E.  ....  Sioux  Falls 

Vandemark,  R.  E.  ....  Sioux  Falls 

Vandemark,  W.  E. ....  Sioux  Falls 

Van  Heuvelen,  G.  J.  Pierre 

Vogele,  C.  L.  Aberdeen 

Volin,  H.  P.  Lennox 

Volin,  V.  V.  Sioux  Falls 

Vonburg,  V.  R Mitchell 

Waldorf,  C.  E.  Redfield 

Wallis,  Marianne  ....  Sioux  Falls 

Walters,  S.  J.  Watertown 

Warpinski,  M.  A.  ....  McLaughlin 

Watson,  E.  S. Brookings 

Weber,  R.  A. Mitchell 

Weiseler,  R.  J.  Sioux  Falls 

*Weishaar,  C.  H.  Aberdeen 

Welbes,  M.  A. Bridgewater 

Wessman,  N.  E Sioux  Falls 

Westaby,  J .R.  Madison 

Whiteside,  J.  D Aberdeen 

Whitson,  G.  E. Madison 

Willen,  Abner  Clear  Lake 

Williams,  F.  R Rapid  City 

Williams,  M.  F.  Conde 

Wilson,  R.  W Burke 

Wold,  H.  R Madison 

*Wood,  T.  J.  Huron 

*Wright,  O.  R. Huron 

Williams,  D.  B.  Yankton 

Younker,  F.  T.  Sisseton 

Zellhoefer,  H.  W.  K. 

Sioux  Falls 

Zimmerman,  Goldie  E. 

Sioux  Falls 
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PHARMACEUTICAL  DIVISION 

BLISS  C.  WILSON.  Editor 


NEWS  ITEMS 
From  the  Secretary's  Office 

Pharmacist  Fred  Peterson  discontinued  the 
drug  store  at  Eagle  Butte,  S.  Dak.  as  of  June 
30th.  The  present  owners  of  the  business  are 
not  registered  pharmacists  so  they  are  con- 
ducting the  same  as  a Patent  Medicine  and 
Household  Remedy  Store. 

Two  South  Dakota  Pharmacists  were  re- 
cently married  and  are  making  their  home  at 
Redwood  Falls,  Minnesota.  Dellard  J.  Peltier 
and  Irene  Mogard  were  both  graduated  from 
State  College  in  June,  1948.  “Dell”  was  regis- 
tered as  a pharmacist  immediately  following 
graduation  and  Irene  was  registered  by  ex- 
amination on  June  9th  of  this  year  after  com- 
pleting her  practical  experience  requirement 
with  the  Bartron  Hospital  and  Clinic  Phar- 
macy in  Watertown. 

Theodore  H.  Weisflock  of  Frankfort  has  re- 
tired from  the  active  practice  of  pharmacy 
because  of  poor  health.  He  has  sold  his  patent 
medicines  and  sundries  merchandise  to  Wes- 
ley E.  Cloutier  of  Redfield,  who  took  posses- 
sion of  the  store  early  in  July. 

The  Olson  San-Tox  Drug  Store  at  Fland- 
reau  and  the  Edwards  Drug  Store  at  Lead 
have  been  discontinued,  temporarily,  as  regis- 
tered pharmacies  because  the  pharmacist 
owners  have  not  been  able  to  employ  regis- 
tered pharmacists  to  be  in  active  manage- 
ment of  these  stores.  Both  Mr.  Olson  and 
Mr.  Edwards  ov/n  two  stores  in  the  same 
town  and  their  drug  and  prescription  bus- 
iness has  been  moved  to  one  store  while  the 
other  store  is  being  operated  on  patent  and 
poison  licenses. 

Former  registered  pharmacies  which  were 
non-pharmacist  owned  and  which  have  been 
discontinued  as  drug  stores  since  the  first  of 
July  include.  E.  B.  France  Drugs,  Canistota, 
Ronan  Drug,  Fort  Pierre,  Lund  Drugs,  Old- 
ham, Menrio  Drug  Co.,  Menno,  Grange 
Avenue  Drug  Co.,'  Sioux  Falls,  Hill  City  Drug, 
Hill  City  and  Detlie’s  Drug  Store,  Hudson. 

Pharmacists  Russell  H.  Buhn,  Shirley  Phar- 


macy, Brokings,  and  Albert  H.  Zarecky, 
Corner  Drug  Store,  Pierre  were  among  the 
prize  winners  in  the  Bromo-Seltzer  Profit- 
Planagram  Contest  according  to  a recent  an- 
nouncement by  the  B B D O News  Bureau. 
Our  South  Dakota  boys  ranked  21st  to  50th 
in  the  national  contest  and  won  prizes  of  $10 
each. 

Pharmacist  Norbert  Tompkin  of  Redfield, 
South  Dakota  has  accepted  a position  with 
the  Gates  Drug  Company  in  Great  Bend, 
Kansas. 

Announcement  was  made  last  month  that 
Faye  H.  Loupe  was  to  be  the  new  pharmacist 
manager  of  the  Independent  Drug  Co.,  Sioux 
Falls.  He  reports  that  he  is  back  at  his  old 
position  with  the  Dow  Drug  Company  in 
Sioux  Falls. 

Recent  graduates  from  the  Division  of 
Pharmacy  at  State  College  who  are  now  gain- 
ing practical  experience  as  Registered  Ap- 
prentice in  South  Dakota  are:  Raymond  A. 
Engler  with  Woodward  Pharmacy,  Aberdeen, 
Robert  F.  Jones  with  Kendall’s  Drug  Store, 
Brookings,  Leonard  P.  Martins  with  N.  J. 
Bleser  Drug  Co.,  Milband,  James  E.  Miller 
with  Turner  Drug  Company,  Faulkton,  Lue- 
man  B.  Rodman  with  Knutson  Drug,  Clark, 
William  M.  Ryan  with  Saterlie  Drug  Com- 
pany, Mitchell,  Ernest  A.  Schneider  with 
Harry  M.  Kuhns  in  Dunning  Drug,  Sioux 
Falls,  Gerald  E.  Smith  with  Jones  Drug 
Store,  Custer  and  Earl  L.  Zeal  with  James 
Drug  at  Wagner. 

John  H.  Sidle,  President  of  the  South  Da- 
kota Pharmaceutical  Association,  will  be  our 
official  delegate  to  the  N.  A.  R.  D.  Convention 
to  be  held  in  New  York  City  from  September 
18th  through  the  22nd. 

Remember  to 
Patronize 
Your  Advertisers 
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Here’s  Your  Answer  for  Doctors  Who 
Telephone  Narcotic  Prescriptions 

By  A.  M.  Bangs,  District  Supervisor,  Bureau  of  Narcotics 


The  Harrison  Narcotic  Law,  as  re-enacted 
in  the  Internal  Revenue  Code,  is  designed  to 
direct  the  manufacture  and  distribution  of 
narcotic  drugs  through  medical  channels  to 
consumption  for  medical  purposes  only. 
These  are  the  fundamental,  underlying  prin- 
ciples, and  objectives  of  the  Federal  Narcotic 
Law  and  the  South  Dakota  Uniform  State 
Narcotic  Act.  The  related  regulations  de- 
signed to  achieve  this  are  clear  and  necessary 
elements  in  the  suppressing  of  addiction  to 
narcotic  drugs. 

Despite  the  clearness  of  the  law  and  regu- 
lations, and  the  fact  that  they  have  been  in 
effect  for  about  thirty  years,  we  still  find 
entirely  too  many  narcotic  prescriptions  in 
drug  store  files  which  were  improperly  exe- 
cuted by  the  issuing  physician. 

UNSIGNED  PIECES  OF  PAPER 

We  also  find  a great  number  of  notes  and 
unsigned  pieces  of  paper  in  drug  store  files 
that  reflect  the  filling  of  telephoned  orders 
for  narcotic  drugs.  (Unless  a prescription  is 
properly  written  and  signed,  and  for  a 
legitimate  purpose,  il  is  merely  a piece  of 
paper). 

NO  DOCTOR  HAS  THE  RIGHT  TO  ASK 
YOU  TO  VIOLATE  THE  NARCOTIC  LAWS 

Almost  every  day  we  receive  complaints 
from  druggists  about  physicians  insisting  by 
telephone  that  they  supply  patients  with 
narcotics  without  a prescription. 

This  places  the  law  abiding  pharmacist  in 
an  embarrasing  position  because,  if  he  sup- 
plies the  narcotic  drugs  without  receiving  a 
prescription  first,  he  is  definitely  violating 
the  law.  If  he  shows  reluctance  to  comply 
with  the  physician’s  telephoned  request,  the 
physician  often  becomes  very  indignant,  and 
often  tells  the  pharmacist  “If  you  won’t  take 
it.  I’ll  call  a druggist  who  will,”  and  in  many 
cases  is  able  to  make  his  threat  good  because 
there  are  druggists,  unfortunately,  who  will 
accept  and  supply  narcotic  drugs  on  tele- 
phoned orders. 

The  practice  of  telephoning  narcotic  pre- 


scriptions indiscriminately  has  presented  a 
real  problem  of  diversion  of  narcotic  drugs 
to  addicts. 

The  Bureau  of  Narcotics  has  encountered 
a great  many  instances  where  a drug  addict 
telephoned  a druggist,  representing  himself 
to  be  a physician,  and  caused  the  druggist  to 
deliver  narcotic  drugs  which  were  used  only 
for  the  gratification  of  the  addict  and  his 
associates. 

By  telephoning  the  druggist  and  represent- 
ing himself  as  a physician,  an  addict  recently 
obtained  more  than  one  thousand  pantopon 
and  morphine  tablets  from  sixteen  different 
drug  stores  on  forty-five  different  occasions. 
A large  portion  of  the  drugs  thus  obtained 
were  sold  by  the  addict  to  other  addicts  at 
$3.00  to  $5.00  per  tablet.  This  demonstrates 
that  if  the  telephoning  of  orders  for  narcotic 
drugs  were  permitted,  much  greater  diver- 
sions would  result. 

THE  PHYSICIAN  IS  RESPONSIBLE 

The  Bureau  of  Narcotics  and  its  field 
agents  want  to  cooperate  in  every  possible 
way  with  physicians  and  druggists  in  relation 
to  the  observance  of  the  laws  governing  the 
dispensing  of  narcotic  drugs,  for  we  have  a 
law  to  enforce  and  it  is  our  duty  to  enforce  it. 
THE  LAW  IS  CLEAR  AND  IT  APPLIES 
WITH  EQUAL  FORCE  TO  THE  PHYSICIAN 
AND  THE  DRUGGIST 

The  physician  is  the  party  of  original  re- 
sponsibility. There  is  no  good  reason  why  he 
should  not  obey  the  law  and  write  and  sign 
all  of  his  prescriptions  for  narcotic  drugs.  If 
he  does  not,  the  conscientious  druggist  should 
absolutely  refuse  to  accept  his  telephoned 
narcotic  orders  or  improperly  executed  pre- 
scriptions for  narcotic  drugs. 

Violations  cannot  be  tolerated  and  the  law 
must  take  its  course  when  they  are  found. 

THE  FORMAL  REQUIREMENTS  FOR 
NARCOTIC  PRESCRIPTIONS  ARE  CLEAR 
AND  CAN  BE  BRIEFLY  STATED  AS 
FOLLOWS: 

1.  The  furnishing  of  narcotic  drugs  pur- 
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suant  to  telephone  advice  of  practitioners  is 
prohibited,  whether  prescriptions  covering 
such  orders  are  subsequently  received  or  not, 
except  that  in  a genuine  emergency  a drug- 
gist may  deliver  narcotic  drugs  pursuant  to  a 
telephone  order,  provided  the  druggist  is  sup- 
plied with  a properly  prepared  prescription 
at  the  time  of  delivery. 

2.  A physician  must  not  use  his  prescrip- 
tion form  to  obtain  narcotic  drugs  for  general 
office  practice.  Narcotic  drugs  desired  for 
general  office  practice  are  obtainable  on  of- 
ficial order  form  from  a qualified  manufac- 
turer or  wholesale  dealer.  An  order  for  nar- 
cotic drugs  for  general  office  practice,  written 
on  a prescription  blank,  is  not  a lawful  pre- 
scription within  the  meaning  of  the  law  and 
can  have  no  effect  to  validate  the  sale  which 
is  illegal. 

3.  A prescription  for  narcotic  drugs  shall  be 
dated  as  of  and  signed  on  the  date  when 
issued  and  shall  bear  the  full  name  and  ad- 
dress of  the  patient,  and  the  name,  address, 
and  registry  number  of  the  practitioner.  A 
physician  may  sign  a prescription  in  the  same 
manner  as  he  would  sign  a check  or  legal 
document  as,  for  instance,  J.  H.  Smith,  John 
H.  Smith,  or  John  Henry  Smith.  Prescriptions 
should  be  typed  or  written  with  ink  or  in- 
delible pencil;  if  typewritten,  they  should  be 
signed  by  the  practitioner.  The  refilling  of  a 
prescription  for  taxable  narcotic  drugs  is  pro- 
hibited. 

4.  A prescription,  in  order  to  be  effective  in 
legalizing  the  possession  of  unstamped  nar- 
cotic drugs  and  eliminating  the  necessity  for 
use  of  order  forms,  must  be  issued  for  legit- 
imate medical  purposes.  The  responsibility 
for  the  proper  prescribing  and  dispensing  of 
narcotic  drugs  is  upon  the  practitioner,  but  a 
corresponding  liability  rests  with  the  druggist 
who  fills  the  prescription. 

5.  An  order  purporting  to  be  a prescription 
issued  to  an  addict  or  habitual  user  of  nar- 
cotics, not  in  the  course  of  professional  treat- 
ment, for  the  purpose  of  providing  the  user 
with  narcotics  sufficient  to  keep  him  com- 
fortable by  maintaining  his  customary  use,  is 
not  a prescription  within  the  meaning  arfd 
intent  of  the  act;  and  the  person  filling  such 
an  order,  as  well  as  the  person  issuing  it,  may 
be  charged  with  violation  of  the  law. 

Don't  do  this; 

Don’t  leave  Rx  pads  around.  Caution  the 


doctors  you  supply. 

Don’t  accept  a narcotic  Rx  written  with  a 
pencil. 

Don’t  fail  to  scrutinize  Rxs  when  written 
thus;  Morph.  HT  V2  # X or  Morph.  HT  14  # 10. 

Don’t  carry  a large  stock  of  narcotics.  Only 
a three  months’  supply  is  good  practice. 

Don’t  leave  the  key  inserted  in  the  lock  of 
your  narcotic  cabinet.  Keep  cabinet  locked. 

Don’t  let  anyone  alone  in  the  back  of  your 
store  if  you  can  avoid  it. 

DON’T  FILL  TELEPHONE  ORDERS  FOR 
NARCOTICS  UNLESS  YOU  ARE  ASSURED 
THAT  RX  WILL  EE  AVAILABLE  UPON 
DELIVERY. 

Don’t  will  Rxs  for  unusual  quantities  of 
narcotics  unless  checked  with  physician. 

Don’t  fill  narcotics  Rxs  without  getting  a 
new  prescription. 

Don’t  hesitate  to  call  the  physician  about 
a narcotic  Rx  you  may  be  questioning. 

Don’t  supply  a doctor  with  his  office  needs 
on  a prescription  blank.  There  is  a special 
regulation  for  the  doctor’s  requirements. 

Don’t  dispense  any  exempt  narcotics  with- 
out keeping  a record. 

If  you  feel  you  have  received  a forged  or 
altered  Rx,  fill  it  in  the  usual  natural  manner, 
taking  a good  look  at  the  person,  then  call  the 
narcotic  office  after  the  person  leaves  your 
store. 

Don’t  hesitate  to  call  the  Bureau  of  Nar- 
cotics to  get  or  give  information. 

WRITE:  Bureau  of  Narcotics, 

204  U.  S.  Court  House, 

Minneapolis  1,  Minnesota. 

Because  of  this: 

Addicts  want  them  for  effecting  narcotic 
forgeries. 

It  is  not  a valid  order  even  when  written 
by  a physician. 

Several  X’s  or  zeros  can  be  added  to  raise 
amounts.  Spelling  or  brackets  obviate  this 
possibility. 

Addicts  are  breaking  into  pharmacies  and 
hospitals  to  get  their  drug  needs. 

Make  it  harder  to  effect  robberies.  Keep 
excess  in  a safe,  if  possible. 

Cabinets  have  been  pilfered  this  way. 
Addicts  pose  as  salesmen  or  ask  to  use  back 
room. 

Bogus  doctor  calls  are  made  to  effect  de- 
livery to  addicts.  Watch  change  racket  along 
with  this  method. 
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Modern  Therapeutic  Agents 

by  G.  C.  Gross,  Associate  Professor  of  Phar- 
macology, South  Dakota  State  College 


Peptic  Ulcer  Therapy 

Peptic  ulcer,  which  includes  both  gastric 
and  duodenal  ulcers,  is  a common  affliction, 
particularly  of  young  adults  and  middle  aged 
persons.  The  cause  or  causes  of  peptic  ulcer 
have  not  been  definitely  established  (al- 
^^hough  many  theories  have  been  proposed) 
but  it  may  be  said  that  the  acid  gastrc  juice 
plays  an  important  role  in  the  formation  of 
the  acute  ulcer  and  acid  is  one  of  several  es- 
tablished factors  predisposing  to  chronicity. 
Increased  secretion  of  hydrochoric  acid  is  a 
common  findng  in  petic  ulcer  but  cannot  be 
regarded  as  a constant  finding.  Over  half  the 
cases  of  gastric  ulcer  show  hyperacidity.  Hy- 
persecretion in  duodenal  ulcer  is  much  more 
common  than  in  gastric  ulcer'' . 

The  therapy  of  peptic  ulcer  involves  two 
problems^.  One  is  to  promote  the  rapidest 
possible  healing  of  the  ulcer  and,  if  present, 
to  take  care  of  the  complication  of  obstruc- 
tion, hemorrhage  or  perforation.  The  second 
is  to  prevent  recurrences.  Ivy2  lists  the  prin- 
ciples of  teh  treatment  of  active  uncomplicat- 
ed gastric  or  duodenal  ulcers  as  follows:  (a) 
Physical  and  emotional  rest,  sedatives  as  in- 
dicated, and  reassurance;  (b)  the  buffering  of 
acid  with  frequent  small  feedings,  a highly 
nutritious  diet  to  promote  healing  and  taking 
advantage  of  the  inhibitory  action  of  fat  on 
the  gastric  secretions;  (c)  antacid  medica- 
ments for  the  control  of  acidity,  avoiding  al- 
teration of  body  chemistry  as  much  as  possi- 
ble; (d)  antispasmodics,  as  ndicated  and  as 
tolerated  by  the  patient;  (e)  continuous  drip 
or  therapeutic  aspiration  as  indicated  in  spec- 
ial cases,  and  (f)  the  removal  of  foci  of  infec- 
tion. The  prevention  of  recurrences  and  the 
treatment  of  complications  often  necessitate 
surgical  intervention. 

Te  medical  treatment  of  peptic  ulcer  em- 
phasizes diet  and  rest — mental  rest  as  well  as 
physical  rest.  Frequent,  small  feedings  of 
bland  foods — avoiding  rough  irritating  foods 
is  essential.  Milk  is  particularly  valuable  be- 
cause of  its  high  food  value  and  because  it  is 


effective  in  small  bulk. 

Gastric  Antacids 

The  use  of  gastric  antacids  in  the  treatment 
of  peptic  ulcer  is  based  upon  the  following 
principles:  First,  it  is  believed  that  a highly 
acid  gastric  juice  provides  an  unfavorable  en- 
vironment for  the  healing  of  an  ulcer  and 
favors  recurrences,  and  secondly,  antacids 
provide  symptomatic  relief 3.  It  must  be  stat- 
ed, however,  that  there  is  not  complete  agree- 
ment in  regard  to  the  efficacy  of  antacid  ther- 
apy and  arguments  may  be  presented  against 
the  validity  of  their  use.  The  antacids  used  in 
the  treatment  of  peptic  ulcer  may  exert  one 
or  both  of  the  following  effects:  (a)  Neutral- 
ize the  hydrochloric  acid  to  the  point  where 
no  free  acid  is  present  (pH  3-4)  or  (b)  coat  the 
ulcerated  surface  and  thus  exert  a mechani- 
cal demulcent  effect 

The  field  of  antacid  therapy  offers  a consid- 
erable number  of  preparations  from  which 
to  choose  and  the  selection  of  the  medicament 
depends  upon  a consideration  of  a number  of 
factors.  Goodman  and  Gilman^  state  that  the 
ideal  antacid  as  one  that  does  not  cause  sys- 
temic alkalosis,  does  not  cause  a “rebound” 
stimulation  of  the  secretion  of  acid,  interferes 
least  with  the  digestive  processes,  does  not 
cause  diarrhea  or  constipaton,  is  not  irritat- 
ing to  the  stomach,  does  not  release  carbon 
dioxide  upon  reacting  with  hydrochloric  acid 
and  is  efficient  in  neutralizing  gastric  juice. 
Most  of  the  common  antacids  fall  short  of 
these  requirements.  The  soluble  antacids,  as 
sodium  bacarbonate,  are  apt  to  cause  system- 
ic alkolosis,  calcium  sals  have  a tendency  to 
cause  constipation  whereas  magnesium  com- 
pounds may  produce  diarrhea,  carbonatees 
Iberate  carbon  dioxide  and  finally,  a number 
of  antacids  may  produce  overalkalinization  of 
the  stomach  contents  and  stimulate  further 
secretion  of  acid.  However,  in  this  last  re- 
gard, it  has  been  stated^  that  if  the  antacid  is 
given  when  there  is  no  food  in  the  stomach, 
there  is  no  secondary  rise  in  acidity  due  to  the 
antacid. 
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Sippy  Treatment 

Sippy®  suggested  the  treatment  of  peptic 
ulcer  by  combining  antacid  therapy  with  fre- 
quent feedings  of  food.  Sippy  powders  con- 
tain a mixture  of  gastric  antacids,  which  in 
the  original  formula,  consisted  of  0.6  Gm.,  of 
magnesium  oxide  and  0.6  Gm.  of  sodium  bi- 
carbonate in  powder  I and  0.6  Gm.  of  bismuth 
subcarbonate  and  2 to  3 Gm.  of  sodium  bicar- 
bonate in  powder  II.  The  powders  were  giv- 
en alternately.  This  therapy,  with  its  modifi- 
cations, has  been  used  extensively  in  peptic 
ulcer.  Sodium  bicarbonate,  which  is  an  in- 
gredient of  both  powders,  is  a strong  acid 
neutralizer,  but  it  may  also  produce  alkalosis 
and  “acid-rebound”  and  it  hberates  carbon 
dioxide  when  in  contact  with  acid  and  this 
may  cause  distention.  Magnesium  oxde  is 
stronger  than  sodium  bicarbonate  as  an  acid 
neutralizer,  the  relative  efficiency  in  this 
property  being  about  4:1.  It,  however,  may 
cause  “acid-rebound”  and  it  has  laxative 
properties.  The  third  ingredient,  bismuth  sub- 
carbonate, while  it  has  practically  no  antacid 
value,  does  have  favorable  demulcent  prop- 
erties. 

Calcium  Salts 

The  basic  salts  of  calcium  are  effective  anti- 
acids.  Calcium  carbonate  is  practically  insol- 
uble and  white  it  neutralizes  a considerable 
amountof  acid,  it  is  less  likely  to  cause  alka- 
losis than  sodium  bicarbonate  and  probably 
does  not  effect  a rebound  stimulation  of  acid. 
It  does  however,  have  a tendency  to  consti- 
pate. Despite  the  introduction  of  many  new 
antacids,  calcum  carbonate  is  a favorite  with 
a number  of  gastroenterolgists'^. 

Another  satisfactory  calcium  salt  is  the  tri- 
basic  calcium  phosphate,  a neutral  substance, 
almost  insoluble  in  water,  having  a prolonged 
neutralizing  action  with  little  systemic  effect. 
However,  it  too  is  slightly  constipating. 
Magnesium  Salts 

Tribasic  magnesium  phosphate  and  magne- 
sium trisilicate  provide  a prolonged  neutral- 
izing effect  and  apparently  have  few  unde- 
sirable effects.  These  compounds  do  not  ef- 
fect the  acid-base  equilibrium.  The  trisilicate 
reacts  very  slowly  with  hydrochloric  acid.  It 
is  reported  to  be  an  effective  adsorbent®. 
These  salts  appear  to  be  valuable  agents  in 
the  treatment  of  peptic  ulcer. 

Aluminum  Compounds 

This  group  includes  the  preparations  of  al- 


uminum hydroxide  and  aluminum  phos- 
phate. Usually  they  are  employed  in  the 
form  of  gels  and,  as  such,  a number  of  com- 
mercial preparations  have  appeared  on  the 
market.  The  U.S.P.  recognizes  Aluminum 
Hydroxide  Gel,  Dried  Aluminum  Hydroxide 
Gel  and  Aluminum  Phosphate  Gel. 

Aluminum  hydroxide  is  an  effective  ant- 
acid, but  the  pH  of  the  gastric  contents  does 
not  exceed  3.5  to  4.0  no  matter  how  much  is 
given®.  It  does  not  stimulate  a secondary 
rise  in  acidity,  nor  does  it  affect  the  acid-base 
equilibrium.  It  is  not  absorbed  from  the  gas- 
tro-ntestinal  tract  to  any  appreciable  extent 
and  is  non-toxic  when  given  orally®.  The 
administration  of  excessive  amounts  of  alu- 
minum compounds  may  interfere  with  the 
absorption  of  certain  minerals  and  may  pro- 
duce a phosphorous  deficiency®.  While  alu- 
minum hydroxide  gel  may  possess  adsorptive 
properties,  there  is  no  conclusive  evidence 
that  acid,  toxins,  bacteria  or  gases  are  ab- 
sorbed®. 

Aluminum  phosphate  gel  has  antacid,  as- 
stringent  and  demulcent  properties  similar  to 
aluminum  hydroxide  gel,  but  does  not  inter- 
fere with  phosphate  absorption®.  Indications 
for  the  use  of  this  product  would  include 
cases  of  ulcer  in  which  a high  phosphate  diet 
could  not  be  continuously  maintained  or 
which  were  accompanied  by  deficiency  of 
pancreatic  juice  or  by  diarrhea. 

Gastric  Mucin: 

Gastric  musin  is  a product  obtained  by 
digesting  the  linings  of  hog  stomach  with 
pepsin  and  hydrochloric  acid,  and  then  pre- 
cipitating the  supernatant  liquid  with  sixty 
percent  alcohol.  Available  in  granular  and 
powdered  form,  it  is  an  effective  antacid  and 
is  free  from  many  of  the  disadvantages  of 
the  chemical  antacids.  It  does,  however,  have 
an  objectionable  odor  and  taste.  Used  alone, 
it  has  lost  favor,  but  it  is  now  being  combined 
with  neutral  antacids  and  may  be  helpful  as  a 
supplement  in  treatment.® 

Resin  Antacids: 

Synthetic  ion-exchange  resins  have  re- 
cently been  introduced  for  the  control  of 
gastric  acidity  in  peptic  ulcer.  These  resins 
adsorb  acid,  but  the  fixation  is  reversible 
and  when  the  resin-acid  combination  passes 
into  the  intestine,  the  acd  is  released  and  the 
resin  eliminated  unchanged.  Particle  size  is 
an  important  factor  in  the  adsorptive  power 
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of  the  resin,  the  finer  mesh  material  being 
more  effective  than  the  coarser  material. 
When  used  in  proper  mesh  size,  these  resins 
act  quickly,  do  not  cause  acid  rebound, 
diarrhea  or  constipation,  and  do  not  disturb 
the  mineral  balance."^  The  resin  is  not  ab- 
sorbed and  thus  the  acid-base  balance  of  the 
body  fluid  is  not  disturbed. ''O 

One  product  is  marketed  in  capsules  of 
0.25  Gm.  each.  In  ordinary  hyperacidity,  one 
or  two  capsules  are  given  with  water  and  re- 
peated as  necessary. 

Amino  Acid  Preparations: 

The  use  of  protein  hydrolysates  and  amino 
acid  preparations  in  the  treatment  of  peptic 
ulcer  has  received  considerable  attention  in 
recent  years.  In  clinical  trials,  amino  acid 
mixtures  plus  carbohydrate  have  been  effec- 
tive in  producing  remission  of  symptoms.'"^ 
The  value  of  this  type  of  therapy  has  been 
attributed  to  the  buffering  action  of  the  pro- 
tein hydrolysate  and  to  the  alleviation  of 
protein  deficiency.  Amino  acids  are  am- 
pholytes (act  as  acids  or  bases)  and,  as  such, 
may  neutralize  gastric  acidity.  In  addition, 
they  supply  dietary  nitrogen  in  a form  that 
can  be  readily  assimilated.'' ''  The  exact  status 
of  these  preparations  in  peptic  ulcer  therapy 
is  not  established.  Several  workers  have 
seriously  questioned  their  specific  value  in 
the  treatment  of  this  disease.' 2.  9 Enterogas- 
trone  and  Urogastrone: 

Enterogastrone,  sometimes  referred  to  as 
the  peptic  ulcer  hormone,  is  a substance  pro- 
duced by  the  mucosa  of  the  intestine  in  the 
presence  of  sufficient  concentrations  of  fat 
and  sugar  in  the  chyme,  and  which  inhibits 
gastric  secretion  and  motility.  This  autacoid 
has  received  considerable  attention  because 
of  its  possible  value  in  preventing  recurrences 
of  peptic  ulcer.  Tested  on  dogs,  in  which  ex- 
tracts were  given  parenterally,  enterogas- 
trone increased  the  resistance  to  ulcer  forma- 
tion and  this  resistance  lasted  for  some  time 
after  therapy  had  been  stopped.  Crude  ex- 
tracts, administered  orally  to  dogs,  were  also 
effective. '3'  2 Good  results  have  also  been 
obtained  with  enterogastrone  injections  in 
human  patients. 2 

A substance,  which  depresses  gastric  secre- 
tion, has  been  obtained  from  urine,  and  is  re- 
ferred to  as  urogastrone  or  G.  S.  D.  (gastric 
secretory  depressant.  Prelminary  results  in- 
dicate that  this  substance  offers  protection 


and  resistance  against  the  development  of  ! 
peptic  ulcers.  The  use  of  urine  extracts  in  : 
treatment  gave  results  similar  to  those  ob- 
tained with  diet  and  alkalies. j 

Other  Agents: 

Synthetic  detergents,  or  surface  active 
agents,  are  know  to  inhibit  the  action  of  pep-  ■ 
sin  and  these  are  being  investigated.  Sodium  | 
alkyl  sulfate  and  sodium  dodecyl  sulfate  i 
have  been  studied  and  there  are  indications 
that  such  compounds  may  be  useful  in  in-  ^ 
hibiting  peptic  activity,  and  for  stimulating  ^ 
the  secretion  of  protective  mucous. 

Antispasmodics,  such  as  belladonna  and  j 
atropine,  are  useful  because  they  relax 
smooth  muscle  and  inhibit  gastric  secretion,  j 
Antispasmodics  and  sedatives  are  sometimes  : 
combined  and  such  combinations  are  avail-  i; 
able  commercially. 

Certain  endocrine  glands  have  been  in-  I 
vestigated  for  their  possible  role  in  the  eti-  1 
ology  and  their  value  in  the  management  of  !i 
peptic  ulcer.  f 

The  treatment  of  peptic  ulcer  is  essentially  j 
a medical  problem,  surgery  being  reserved  1 
for  the  complications  of  perforation,  hem-  ■ 
orrhage,  obstruction,  and  intractability.®  A 
discouraging  characteristic  of  peptic  ulcer  is 
its  likelihood  to  recur;  and  the  prevention  of 
siich  recurrences  is  difficult  to  obtain.  In  this 
connection,  Ivy^  believes  the  most  promising  ; 
approach  to  the  problem  is  to  find  some  ; 
therapeutically  practical  and  innocuous  ; 
method  for  resistance  of  the  mucosa  to  injury, 
and  for  completely  blocking  the  parietal  cell. 
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OFFICERS 

President  — Mrs.  William  Sercl,  Sioux  Falls 
President-elect  — Mrs.  C.  E.  Robbins,  Pierre 
First  vice-president  — Mrs.  A.  Reding,  Marion 
Second  vice-president  — Mrs.  C.  B.  McVay, 

Yankton 

Recording  Secretary  — Mrs.  Howard  Wold, 

Madison 

Cor.  Secretary  & Treasurer  — Mrs.  M.  C.  Gel- 

ber,  Aberdeen 


MINUTES  OF  THE  40th  ANNUAL 
MEETING 

Executive  Board  Meetings 

First  Executive  Board  meeting  was  held  in 
the  Corral  Room  of  the  Charles  Gurney  Hotel 
at  Yankton,  S.  D.  at  4:00  P.  M.  on  May  22, 
1949. 

The  following  board  members  were  present: 

Mrs.  C.  E.  Sherwod Madison,  S.  D. 

Mrs.  A.  P.  Reding  Marion,  S.  D. 

Mrs.  M.  A.  Auld  Yankton,  S.  D. 

Mrs.  C.  E.  Robbins  Pierre,  S.  D. 

Mrs.  H.  R.  Brown  Watertown,  S.  D. 

Mrs.  M.  R.  Gelber  Aberdeen,  S.  D. 

1.  Mrs.  C.  E.  Sherwood  appointed  the  follow- 
ing to  serve  on  the  nominating  committee: 

1.  Mrs.  Wm.  Sercl,  Sioux  Falls,  S.  D. 

2.  Mrs.  C.  J.  McDonald,  Sioux  Falls,  S.  D. 

3.  Mrs.  E.  T.  Plowman,  Brokings,  S.  D. 
Mrs.  H.  R.  Brown  made  a motion,  seconded 
by  Mrs.  A.  P.  Reding,  that  the  nominating 
committee  be  accepted.  Motion  was  ap- 
proved. 

Recommendations  of  Executive  Board: 

1.  A resolution  to  revise  the  Constitution 
in  regard  to  the  increase  in  dues  was  made 
by  Mrs.  C.  E.  Sherwood  to  read  as  follows: 


National  Dues  $1.00 

State  dues .75 

District  dues .50 

Benevolent  Fund  1.00 


Total  $3.25 

Membership  for  Unorganized  Districts  are 
to  be  known  as  “Members-at-large.”  Dues 


will  be  $2.75  per  year  as  follows: 


National  Dues  . 

State  dues  

Benevolent  Fund  

$1.00 

.75 

1.00 

Total  

$2.75 

2.  A recommendation  was  made  by  Mrs. 
C.  E.  Sherwood*that  we  vote  the  District  hav- 
ing the  Convention  each  year  a minimum  of 
$25.00  towards  defraying  their  expenses. 

3.  Discussion  was  then  carried  on  in  regard 
to  the  delegates  to  be  selected  for  the  National 
Convention  in  Atlantic  City,  June  10,  1949. 
We  are  entitled  to  two  delegates  or  two  alter- 
nates, plus  the  State  President.  Inquires 
should  be  made  in  regard  to  the  above  and 
names  given  to  Mrs.  C.  E.  Sherwood  so  she 
may  extend  courtesj''  cards  to  them. 

Meeting  was  adjourned. 

Respectfully  submitted, 

Mrs.  M.  R.  Gelber,  Sec.-Treas. 
Second  Executive  Board  meeting  met  in  the 
committee  room  of  the  Charles  Gurney  Hotel 
on  May  24,  1949.  The  Executive  Board  mem- 
bers present  included  those  listed  in  the 
minutes  of  the  General  Session. 

Mrs.  A.  P.  Reding,  Marion,  S.  D.  was  un- 
animously nominated  to  be  the  new  member 
of  the  Benevolent  Fund  Committee. 

Meeting  adjourned. 

Respectfully  submitted, 

Mrs.  M.  R.  Gelber,  Sec.-Treas. 
Third  Executive  Board  meeting  was  held  in 
the  corner  of  the  lobby  of  the  Charles  Gurney 
Hotel  on  May  24,  1949,  after  the  last  General 
Session  with  all  board  members  present. 

It  was  decided  that  the  Treasurer  pay  all  bills 
presented  to  the  Woman’s  Auxiliary  of  the 
South  Dakota  Medical  Association  for  1949. 
Bills  were  presented  and  approved. 

Meeting  adjourned. 

Respectfully  submitted, 

Mrs.  M.  R.  Gelber,  Sec.-Treas. 

1.  The  first  General  Session  of  the  Woman’s 
Auxiliary  met  in  the  Committee  Room  of  the 
Charles  Gurney  Hotel  in  Yankton,  S.  D.  at 
10:00  A.  M.  on  Monday,  May  23,  1949. 

2.  The  meeting  was  called  to  order  by  the 
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President,  Mrs.  C.  E.  Sherwood,  Madison, 
S.  D.  Mrs.  Sherwood  introduced  Mrs.  Luther 
H.  Kice,  Long  Island,  N.  Y.,  the  National 
President  of  the  Woman’s  Auxiliary,  and  a 
guest  at  all  our  meetings  and  functions  dur- 
ing the  convention. 

3.  Mrs.  Kice  and  the  members  present  gave 
the  Auxiliary  pledge,  after  which  she  made 
a short  address  telling  us  about  the  import- 
ance of  the  Woman’s  Auxiliary  and  the  var- 
ious activities  and  accomplishments  of  the 
organization  throughout  the  country.  She 
also  told  us  what  we  as  a component  part  of 
the  Medical  Association  could  do  in  various 
fields,  such  as  public  health  and  public  rela- 
tions. At  present,  the  main  purpose  of  our 
organization  is  to  give  the  public  the  correct 
facts  in  regard  to  Socialized  Medicine. 
Pamphlets  and  other  material  is  available  at 
the  National  Office.  She  stressed  that  each 
member  take  every  opportunity  available  to 
her  to  give  the  public  the  “correct  facts”  in 
regard  to  the  ‘compulsory  pay-roll  deduc- 
tion plan  of  medical  care.”  Every  doctor’s 
wife  should  be  more  than  a member  of  the 
Woman’s  Auxiliary  — she  should  be  an 
ACTIVE,  INTERESTED  member.  Mrs.  Kice 
also  urged  all  members  to  subscribe  to  the 
Bullelin  and  keep  in  touch  with  what  the 
Woman’s  Auxiliary  is  ding  throughout  the 
country.  Our  membership  has  increased  209f 
the  past  year.  At  present  it  is  an  organiza- 
tion of  approximately  60,000.  Mrs.  Kice  then 
suggested  that  the  S.  D.  Woman’s  Auxiliary 
dray  up  a resolution  against  Socialized  Med- 
icine and  go  on  record  as  such. 

Mrs.  C.  E.  Sherwood  appointed  the  follow- 
ing for  the  above  Resolution  Committee: 

Mrs.  C.  E.  Robbins  — Chairman,  Pierre, 
S.  D. 

Mrs.  H.  R.  Brown,  Watertown,  S.  D. 

Mrs.  J.  A.  Nelson,  Sioux  Falls,  S.  D. 

4.  The  following  President’s  report  was 
given: 

Although  the  work  of  the  Auxiliary  of  our 
State  has  been  somewhat  Imited  this  past 
year,  we  are  closing  the  year  well  organized 
to  accomplish  things  next  year. 

Because  of  the  great  distances  in  some  dis- 
tricts few  meetings  are  held  — other  districts 
hold  monthly  meetings. 

The  voluntary  health  insurance  plan,  as 
worked  out  by  our  State  Society  has  been 
discussed  in  district  meetings  to  acquaint 


members  with  the  plan  so  they  in  turn  could 
inform  others  about  it. 

The  majority  of  our  members  contributed 
to  the  Benevolent  Fund,  — a fund  started  by 
the  Auxiliary  and  now  aided  also  by  the  Med- 
ical Society. 

Our  members  have  helped  in  hospital 
auxiliaries,  in  Red  Cross  Drives,  in  a Crippled 
Children’s  Building  Fund  Drive,  in  pre- 
school Clinics,  in  nurse  recruitment. 

Impending  legislation  on  Socialized  Med- 
icine has  been  studied,  as  has  the  material 
sent  out  by  Whitaker  and  Baxter. 

Our  membership  has  increased,  but  we 
are  not  satisfied,  and  will  strive  to  have  more 
of  the  eligible  people  belonging  next  year. 

A contribution  was  made  to  the  Crippled 
Children’s  Buildng  Fund. 

Some  of  the  districts  observed  Doctor’s 
Day,  or  have  had  parties  at  other  times 
honoring  the  doctor. 

At  our  Annual  Meeting  several  new  sub- 
scriptions to  the  Bulletin  were  received.  We 
will  work  for  more  — we  feel  the  Bulletin 
will  help  us  keep  aware  of  our  responsibil- 
ities. 

Our  history  is  up  to  date.  A photostatic 
copy  of  the  minutes  of  the  organization 
meeting  in  1910  is  to  be  made  and  sent  to  the 
National  Historian  for  her  history. 

Much  help  and  inspiration  was  received 
from  our  President,  Mrs.  Kice,  while  she  was 
with  us  in  our  annual  meeting. 

5.  Historan’s  Report: 

Mrs.  H.  R.  Brown,  State  Historian  for  1948- 
1949,  of  Watertown,  S.  D.  gave  an  interesting 
report  on  the  history  of  the  Woman’s  Auxil- 
iary in  South  Dakota  from  1910  to  1949.  She 
also  announced  that  she  was  sending  a photo- 
static copy  of  the  minutes  of  the  first  meeting 
as  proof  that  South  Dakota  was  the  oldest 
Auxiliary  in  the  United  States,  being  organ- 
ized in  1910. 

Mrs.  Brown  added  considerable  valuable 
material  to  the  scrapbook  and  records  of  the 
History  of  the  South  Dakota  Woman’s  Auxil- 
iary in  the  past  two  years  and  announced 
that  the  material  would  be  on  display  for 
members  during  the  general  sessions. 

Mrs.  F.  E.  Clough,  a former  member  of  the 
S.  D.  Woman’  Auxiliary,  and  a guest  at  the 
convention,  from  Alameda,  California,  also 
gave  a few  reminiscent  remarks  of  the  early 
days  of  the  Woman’s  Auxiliary  and  men- 
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tioned  that  the  first  President,  Mrs.  J.  D. 
Jennings,  age  94  years,  was  still  living  in 
Hot  Springs,  S.  D.  and  suggested  we  send 
her  a wire  of  good  wishes.  Suggestion  was 
approved. 

6.  Minutes  of  1948  were  read  and  approved. 

7.  Minutes  of  Executive  Board  meeting  were 
read  and  approved. 

8.  Auditing  Committee  was  appointed  by 
Mrs.  Sherwood; 

Mrs.  Kurt  Tauber,  Milbank,  S.  D. 

Mrs.  W.  H.  Fritz,  Mitchell,  S.  D. 

9.  Report  of  Nominating  Committee  was 
given  by  Mrs.  Wm.  Sercl  of  Sioux  Falls,  S.  D. 
with  the  following  slate  of  officers  for  1950: 

President  — Mrs.  G.  S.  Adams,  Yankton, 
S.  D. 

Pres.  Elect  — Mrs.  C.  E.  Robbins,  Pierre, 
S.  D. 

First  Vice-Pres. — Mrs.  A.  Reding,  Marion, 
S.  D. 

Second  Vice-Pres.  — Mrs.  C.  B.  McVay, 
Yankton,  S.  D. 

Recording  Sec.  — Mrs.  Howard  Wold, 
Madison,  S.  D. 

Sec.-Treas.  — Mrs.  M.  R.  Gelber,  Aber- 
deen, S.  D. 

Mrs.  H.  R.  Brown  moved  that  a unanmous 
ballot  be  cast  for  the  slate  as  presented. 
Mrs.  R.  C.  Baughman  seconded  the  motion. 
Motion  was  approved. 

10.  Reports  of  Districts  were  given  telling 
of  the  number  of  meetings  held,  and  other 
activities. 

11.  Recommendation  in  regard  to  increase 
in  dues  was  read  by  Mrs.  C.  E.  Robbins  and  a 
motion  was  made  by  Mrs.  Robbins  to  change 
our  constitution  to  conform  with  the  change 
and  also  to  re-print  t];ie  Constitution,  bringing 
it  up-to-date  and  putting  the  National  Auxil- 
iary Pledge  on  the  back  page.  Motion  was 
seconded  by  Mrs.  A.  P.  Reding.  Motion  ap- 
proved. 

12.  Mrs.  Howard  Wold  read  the  Public  Re- 
lation report.  She  stated  that  P.  T.  A.  district 
presidents  and  state  presidents  were  con- 
tacted and  urged  to  work  against  Socialized 
Medicine  at  their  National  Meeting.  Litera- 
ture on  Socialized  Medicine  was  sent  to  dis- 
trict presidents  and  officers. 

13.  Mrs.  A.  P.  Reding  gave  a report  on  the 
registration  at  the  Convention.  56  State 
Registration  and  3 Out-of-state  Registration. 

14.  Mrs.  H.  R.  Brown  stated  that  a new 


member  was  needed  this  year  for  the  Ben- 
evolent Fund  Committee  as  she  retires  this 
year  and  that  it  was  customary  for  the  Execu- 
tive Board  to  select  the  new  member  from  its 
roster. 

15.  Mrs.  G.  S.  Adams  of  Yankton,  S.  D.  ad- 
dressed the  meeting  and  stated  that  she 
greatly  regretted  that  she  would  be  unable  to 
accept  the  nomination  for  President  for  the 
coming  year.  Resignation  accepted. 

16.  Mrs.  C.  E.  Robbins  moved  that  the 
nomination  for  President  be  turned  back  to 
the  chairman  of  the  nominating  committee. 
Motion  seconded  by  Mrs.  R.  H.  Brown.  Motion 
carried. 

17.  A card  was  read  from  the  N.  J.  Nessa 
family,  Sioux  Falls,  S.  D.  thanking  Mrs.  C.  E. 
Sherwood  and  members  of  the  Woman’s 
Auxiliary  for  the  sympathy  extended  them. 

Telegram  reading  “Best  Wishes  and  Greet- 
ings to  Our  First  President”  — signed.  South 
Dakota  Woman’s  Auxiliary  was  sent  to  Mrs. 
F.  D.  Jennings,  Hot  Springs,  S.  D. 

18.  Meeting  adjourned  until  10:00  A.  M. 
Tuesday,  May  24,  1949. 

Respectfully  submitted, 

Mrs.  M.  R.  Gelber,  Sec.-Treas. 

1.  The  Second  General  Session  of  the  South 
Dakota  Woman’s  Auxiliary  to  the  Medical 
Association  met  in  th  Committee  Room  of  the 
Charles  Gurney  Hotel,  Tuesday  at  10:00  A.  M., 
May  24,  1949. 

2.  A short  memorial  service  was  held  for 
Mrs.  J.  D.  Bailey  of  Rapid  City,  S.  D.  Mrs. 
D.  S.  Baugham  made  a motion  that  the 
Woman’s  Auxiliary  give  ten  dollars  to  the 
Benevolent  Fund  as  a memorial  to  Mrs. 
Bailey.  Mrs.  G.  S.  Adams  seconded  the  mo- 
tion. Motion  carried. 

3.  Bills  were  presented  and  approved.  The 
Financial  Report  was  given  by  Mrs.  M.  R. 
Gelber. 

4.  Auditing  Committee  reported  finances  in 
order  — report  given  by  Mrs.  G.  S.  Adams, 
proxy  for  Mrs.  Kurt  Tauber. 

5.  Nominations  for  President  were  asked 
for  by  Mrs.  Sherwood.  Mrs.  H.  R.  Brown 
nominated  Mrs.  Wm.  Sercl  of  Sioux  Falls, 
S.  D.  Mrs.  J.  E.  Nelson  moved  that  the 
nominations  be  closed.  Mrs.  Wm.  Sercl  was 
unanimously  elected  President  for  1950. 

Mrs.  Brown  moved  that  the  Secretary  write 
to  the  Sioux  Falls  District  explaining  that 
Mrs.  Wm.  Sercl  was  unanimously  drafted  to 
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be  our  President  for  1950.  Mrs.  J.  E.  Nelson 
seconded  the  motion.  Motion  approved. 

6.  Mrs.  H.  R.  Brown,  member  of  the  Benevo- 
lent Fund  Committee,  gave  the  financial  re- 
port of  the  Benevolent  Fund  stating  that  as  of 
May  15,  1949  the  total  in  the  fund  is  $2,960,22. 
She  further  stated  that  the  Benevolent  Fund 
Committee  recommended  that  the  fund  not 
be  used  until  a backlog  of  $5,000.00  is  reached. 
After  that,  the  accrued  interest  from  the 
bonds  and  savings  in  the  fund  plus  the  yearly 
subscriptions  from  the  Medical  Society  and 
the  Woman’s  Auxiliary  be  used  for  the  pur- 
poses for  which  the  fund  was  established. 

Mrs.  Brown  explained  the  motion  that  had 
been  passed  by  the  House  of  Delegates  of 
the  Medical  Association  last  year  eliminating 
the  word  “nursing”  from  the  Benevolent 
Fund  amendment.  She  then  made  a motion 
that  we  amend  our  Benevolent  Fund  Amend- 
ment striking  out  the  word  “nursing”  in  order 
to  coincide  with  the  Amendment  of  the  S.  D. 
Medical  Association.  Mrs.  D.  S.  Baughman 
seconded  the  motion.  Motion  was  carried. 

7.  Mrs.  H.  R.  Brown  nominated  Mrs.  A.  Red- 
ing of  Marion,  S.  D.  as  the  new  member  of  the 
Benevolent  Fund  Committee.  Mrs.  G.  S. 
Adams  seconded  the  nomination.  Motion 
carried. 

8.  Resolution  Report  was  given  by  Mrs. 
C.  E.  Robbins  putting  the  S.  D.  Woman’s 
Auxiliary  on  record  opposed  to  any  form  of 
Socialized  Medicine.  Resolution  to  read  as 
follows: 

WHEREAS,  a study  of  federally  operated 
compulsory  health  insurance,  as  practiced 
abroad  and  as  proposed  for  this  nation,  re- 
veals no  bettering  of  public  health;  and, 

WHEREAS,  such  a study  offers  abundant 
evidence  of  disadvantages  to  the  public  in 
the  form  of  regimentation,  deterioration  in 
the  quality  of  service,  destruction  of  the 
necessary  doctor-patient  relationship,  vastly 
increased  cost  to  the  taxpayer;  and, 

WHEREAS,  the  benefits  desired  by  the 
proponents  of  socialized  medicine  are  already 
available  in  accordance  with  democratic 
principles  on  a voluntary  basis  and  at  lower 
cost  to  the  individual:  NOW,  THEREFORE, 

BE  IT  RESOLVED,  that  the  Woman’s 
Auxiliary  to  the  South  Dakota  State  Medical 
Association  go  on  record  as  unalterably  op- 
posed to  any  legislation  advocation  compul- 
sory health  and/or  compulsory  prepaid 


national  hospitalization  insurance  on  the 
grounds  that  it  is  scientifically  unsound, 
economically  wasteful,  and  politically  un- 
American, 

Resolution  Committee, 

Mrs.  R.  H.  Brown,  Watertown,  S.  D. 
Mrs.  J.  A.  Nelson,  Sioux  Falls,  S.  D. 
Mrs.  C.  E.  Robbins,  Perre,  S.  D. 
Adopted  at  Yankton,  S.  D. 

May  23,  1949. 

Mrs.  A.  P.  Reding  moved  we  approve  the 
Resolution.  Mrs.  H.  B.  Martin  seconded  the 
motion.  Motion  was  carried. 

9.  Mrs.  D.  S.  Baughman  moved  the  S.  D. 
Woman’s  Auxiliary  as  an  organization  adopt 
the  Resolution  against  Socialized  Medicine. 
Mrs.  G.  S.  Adams  seconded  the  motion. 
Motion  carried. 

10.  Mrs.  L.  H.  Kice  suggested  that  the  Chair- 
man of  the  Resolution  Committee  send  copies 
of  the  resolution  to  the  following: 

1.  President  of  the  United  States. 

2.  Senators  and  Representatives  from 

South  Dakota. 

3.  Whitaker  and  Baxter. 

4.  Dr.  George  F.  Lull,  Exec.  Sec.  of  A.M.A. 

5.  Margaret  Wolfe,  Exec.  Sec.  W.  A.  to 

M.  A. 

6.  Presidents  of  all  S.  D.  State  Woman’s 

Organizations. 

11.  Mrs.  G.  S.  Adams  made  a motion  that 
the  S.  D.  Woman’s  Auxiliary  contribute  ten 
dollars  to  each  of  the  Crippled  Children’s 
Home  Funds,  both  east  and  west  of  the  river. 
Discussion  and  explanation  followed  by  Mrs. 
James  Clark,  Sioux  Falls,  S.  D.  Mrs.  D.  S. 
Baughman  seconded  the  motion.  Motion 
carried. 

12.  Mrs.  H.  R.  Brown  made  a motion  that 
the  approval  of  all  bills  be  left  to  the  Execu- 
tive Board  and  that  a balance  of  $50.00  be 
left  in  the  account  of ‘the  S.  D.  Woman’s 
Auxiliary;  any  remaining  above  the  $50:00 
to  be  contributed  to  the  Benevolent  Fund. 
Mrs.  H.  B.  Martin  seconded  the  motion. 
Motion  carried. 

13.  A rising  vote  of  thanks  were  given  to 
the  following: 

1.  Mrs.  Luther  H.  Kice,  National  Pres. 
W.  A.  to  Med.  Assn.  Long  Island,  N.  Y. 

2.  Mrs.  C.  E.  Sherwood,  State  Pres.  — 
S.D.W.A.  to  Med.  Assn.  Madison,  S.  D, 

3.  District  No.  8,  Yankton,  S.  D. 

Mrs.  E.  R.  Schwartz  accepted  the  thanks  for 
District  No.  8. 

Meeting  adjourned. 

Respectfully  submitted, 

Mrs.  M.  R.  Gelber, 

State  Sec.-Treas. 
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DISTRICT  NO.  1 
ABERDEEN 

Alway,  Mrs.  J.  D. Aberdeen 

Berbos,  Mrs.  J.  N.  Aberdeen 

Bruner,  Mrs.  J.  E.  Aberdeen 

Bunker,  Mrs.  P.  C.  Aberdeen 

Calene,  Mrs.  J.  L. Aberdeen 

Cooley,  Mrs.  F.  H Aberdeen 

Eckrich,  Mrs.  J.  A. Aberdeen 

Graeber,  Mrs.  M.  Eureka 

Graff,  Mrs.  L.  W.  Britton 

Jones,  Mrs.  T.  D.  Aberdeen 

King,  Mrs.  H.  L.  Aberdeen 

King,  Mrs.  Owen  Aberdeen 

King,  Mrs.  B.  S.  Aberdeen 

McCarthy,  Mrs.  P.  Aberdeen 

McIntosh,  Mrs.  G.  A.  Eureka 

Martyn,  Mrs.  W.  E.  ....  Aberdeen 

Mayer,  Mrs.  R.  G. Aberdeen 

Murdy,  Mrs.  C.  Aberdeen 

Murdy,  Mrs.  R.  L. Aberdeen 

Pittenger,  Mrs.  E.  A.  ..  Aberdeen 

Ranney,  Mrs.  P.  T.  Aberdeen 

Rudolph,  Mrs.  E.  A.  ...  Aberdeen 
Schuchardt,  Mrs.  I.  L.  Aberdeen 

Steele,  Mrs.  G.  H. Aberdeen 

Vogele,  Mrs.  C.  L! Aberdeen 

Williams,  Mrs.  M.  S.  . . Conde 
DISTRICT  NO.  2 
WATERTOWN 

Argabrite,  Mrs.  J.  ...  Watertown 
Armalavage,  Mrs.  L.  J. 

Watertown 
Bartron,  Mrs.  C.  R.  . ..  Watertown 
Bartron,  Mrs.  H.  Jr. ..  Watertown 
Brown,  Mrs.  H.  R.  ....  Watertown 

Fedt,  Mrs.  D. Watertown 

*Hammond,  Mrs.  M.  J. 

Watertown 

Huber,  Mrs.  R.  Watertown 

Jorgenson,  Mrs.  M.  C.  Watertown 
Kilgard,  Mrs.  R.  M.  . Watertown 
Larson,  Mrs.  M.  S.  ....  Watertown 
Maxwell,  Mrs.  R.  T.  ..  Clear  Lake 
Randall,  Mrs.  O.  S.  ....  Watertown 

Reul,  Mrs.  T.  W.  Watertown 

Scheib,  Mrs.  A.  P.  ....  Watertown 

Stoltz,  Mrs.  C.  R. Watertown 

Vaughn,  Mrs.  J.  ....  Castlewood 
Walters,  Mrs.  S.  J.  ....  Watertown 

Willen,  Mrs.  A. Clear  Lake 

DISTRICT  NO.  3 
MADISON 

Austin,  Mrs.  D.  C.  Brookings 

Davidson,  Mrs.  M.  ....  Brookings 

Drobinsky,  Mrs.  M Estelline 

Grove,  Mrs.  E.  H.  . . . Arlington 
Gulbrandson,  Mrs.  G.  H. 

Brookings 

Henry,  Mrs.  R.  Brookings 

Hofer,  Mrs.  E.  A.  Howard 

Hurewitz,  Mrs.  M.  Colman 

Peeke,  Mrs.  A.  P. ....  Volga 

Plowman,  Mrs.  E.  T.  ..  Brookings 
Scheller,  Mrs.  D.  L.  . Arlington 
Sherwood,  Mrs.  C.  E.  . Madison 

Tank,  Mrs.  M.  C.  Brookings 

Westaby,  Mrs.  J.  R.  Madison 

Whitson,  Mrs.  G.  E. Madison 

Wold,  Mrs.  H.  R.  ...  Madison 
Moyer,  L.  B.  Lake  Preston 


DISTRICT  NO.  4 
PIERRE 

Askwig,  Mrs.  L.  C. Pierre 

Cowan,  Mrs.  J.  T.  Pierre 

Creamer,  Mrs.  F.  H Dupree 

Gutch,  Mrs.  C.  F.  ..  .....  ....  Pierre 
Fleischmann,  Mrs.  M.  S. 

Cheyenne  Agency 

Hetrick,  Mrs.  M.  A.  Pierre 

Martin,  Mrs.  H.  B.  Harrold 

Morrissey,  Mrs.  M.  M Pierre 

Murphy,  Mrs.  J.  C.  Murdo 

Nishimuri,  Mrs.  E.  T.  ...  Midland 

Riggs,  Mrs.  T.  F.  Pierre 

Robbins,  Mrs.  C.  E.  Pierre 

Salladay,  Mrs.  I.  R. Pierre 

Scherman,  Mrs.  Q Hoven 

Van  Heuvelen,  Mrs.  C.  E.  Pierre 
DISTRICT  NO.  5 
HURON 

Aadams,  Mrs.  H.  P.  Huron 

Buchanan,  Mrs.  R.  A.  Huron 

Hagin,  Mrs.  J.  C.  Miller 

Hohm,  Mrs.  P.  Huron 

Jacoby,  Mrs.  H.  Huron 

Kilpatrick,  Mrs.  W.  Woonsocket 

Lenz,  Mrs.  B.  T Huron 

Leigh,  Mrs.  F.  D. Huron 

Saylor,  Mrs.  H.  L.  Huron 

Saxton,  Mrs.  W.  H. Huron 

Tschetter,  Mrs.  Joseph  ....  Huron 

Tschetter,  Mrs.  John  Huron 

Tschetter,  Mrs.  Paul  Huron 

Pangburn,  Mrs.  M.  W.  Miller 

Hoyne,  Mrs.  A.  H.  Salem 

DISTRICT  NO.  6 
MITCHELL 

Ball,  Mrs.  . R.  . Mitchell 

Binder,  Mrs.  C.  F. Mitchell 

Bobb,  Mrs.  E.  C.  . Mitchell 

Delaney,  Mrs.  W.  A. Mitchell 

Delaney,  Mrs.  W.  A.  Jr.  Mitchell 

Delaney,  Mrs.  R.  J Mitchell 

Freyberg,  Mrs.  F.  W.  ..  . Mitchell 

Fritz,  Mrs.  W.  H. Mitchell 

Gillis,  Mrs.  F.  D.  Mitchell 

Lewis,  Mrs.  H.  R. Mitchell 

Lloyd,  Mrs.  J.  H.  Mitchell 

Mabee,  Mrs.  D.  R.  Mitchell 

Mabee,  Mrs.  O.  J.  Mitchell 

Moran,  Mrs.  C.  S Mitchell 

Skogmo,  Mrs.  B.  R. Mitchell 

Spellman,  Mrs.  G.  C.  Mitchell 

Tobin,  Mrs.  F.  J.  Mitchell 

Tobin,  Mrs.  L.  W.  Mitchell 

Vonburg,  Mrs.  V.  R.  Mitchell 

Weber,  Mrs.  R.  A.  ...  Mitchel 
DISTRICT  NO.  6 
SIOUX  FALLS 

Arneson,  Mrs.  W.  A.  Sioux  Falls 
Billion,  Mrs.  T.  J.  Sr.  Sioux  Falls 
Billion,  Mrs.  T.  J.  Jr.  Sioux  Falls 
Breit,  Mrs.  D.  H.  Sioux  Falls 
Brandon,  Mrs.  P.  E.  ..  Sioux  Falls 
Clarke,  Mrs.  J.  Y.  ....  Sioux  Falls 
Culbertson,  Mrs.  R.  A. 

Sioux  Falls 
Dehli,  Mrs.  H.  M.  Colton 

Dunn,  Mrs.  J.  E.  ...  Sioux  Falls 
Edwards,  Mrs.  T.  F.  Sioux  Falls 
Ericksen,  Mrs.  E.  G.  Sioux  Falls 


Ericksen,  Mrs.  O.  C.  Sioux  Falls 

Gage,  Mrs.  E.  E.  Sioux  Falls 

Green,  Mrs.  C.  D Parker 

Green,  Mrs.  R.  D. Sioux  Falls 

Grove,  Mrs.  R Sioux  Falls 

Greenfield,  Mrs.  R.  E. 

Sioux  Falls 
Greenough,  Mrs.-E.  Sioux  Falls 

Hage,  Mrs.  W.  J.  Sioux  Falls 

Harris  ,Mrs.  A.  M.  ....  Sioux  Falls 
Hermanson,  Mrs.  J.  M. 

Valley  Springs 

Hofer,  Mrs.  E.  J. Freeman 

Ihle,  Mrs.  C.  W.  Jr.  Sioux  Falls 
Kittleson,  Mrs.  H.  O.  Sioux  Falls 
Kittleson,  Mrs.  J.  A.  Sioux  Falls 
Kohimeyer,  Mrs.  F.  C. 

Sioux  Falls 
Lanam,  Mrs.  M.  O.  ..  Sioux  Falls 
Leraan,  Mrs.  L.  G.  ..  Sioux  Falls 
Larson,  Mrs.  C.  S.  Sioux  Falls 
Manning,  Mrs.  D.  H.  Sioux  Falls 
McDonald,  Mrs.  C.  J.  Sioux  Falls 
McDonnell,  Mrs.  E.  J.  Montrose 
McGreevy,  Mrs.  E.  J.  Sioux  Falls 
McGreevy,  Mrs.  J.  V.  Sioux  Falls 
Nessa,  Mrs.  N.  J.  ....  Sioux  Falls 
Nelson,  Mrs.  J.  A.  . ..  Sioux  Falls 
Nilsson,  Mrs.  F.  D.  ..  Sioux  Falls 
Ogborn,  Mrs.  R.  J.  ..  Sioux  Falls 
Opheim,  Mrs.  O.  V.  ..  Sioux  Falls 
Opheim,  Mrs.  W.  L.  Sioux  Falls 
Pankow,  Mrs.  L.  J.  ..  Sioux  Falls 

Reagan,  Mrs.  P. Sioux  Falls 

Rich,  Mrs.  E.  L.  Sioux  Falls 

Sercl,  Mrs.  H.  B.  ...  Sioux  Falls 
Shreves,  Mrs.  H.  B.  ..  Sioux  Falls 
Stevens,  Mrs.  R.  G.  ..  Sioux  Falls 
Stevens,  Mrs.  G.  . . Sioux  Falls 
Stahmann,  Mrs.  F.  S.  Sioux  Falls 
Quinn,  Mrs.  R.  H.  ....  Sioux  Falls 
Unruh,  Mrs.  B.  H.  ....  Sioux  Falls 

Volin,  Mrs.  H.  P.  Lennox 

Volin,  Mrs.  V.  V.  ....  Sioux  Falls 
VanDemark  Mrs.  R.  Sioux  Falls 
VanDemark,  Mrs.  W.  Sioux  Falls 
Wessman,  Mrs.  N.  E.  Sioux  Falls 
Wieseler,  Mrs.  R.  J.  Sioux  Falls 
DISTRICT  NO.  8 
YANKTON 

Auld,  Mrs.  M.  A.  Yankton 

Andre,  Mrs.  H.  C.  ....  Vermillion 

Adams,  Mrs.  G.  S.  Yankton 

Blezek,  Mrs.  F.  M.  ...  . .....  Tabor 
Ferguson,  Mrs.  R.  L.  Vermillion 

Eyres,  Mrs.  T.  Vermillion 

Haas,  Mrs.  F.  W.  Yankton 

Hansen,  Mrs.  H.  F.  ...  Vermillion 

Hieb,  Mrs.  W.  E.  Marion 

Hill,  Mrs.  J.  F.  Yankton 

Hohf,  Mrs.  J.  A.  Yankton 

Hubner,  Mrs.  R .F Yankton 

Johnson,  Mrs.  C.  Yankton 

Jordan,  Mrs.  J.  T.  ....  Vermillion 

McVay,  Mrs.  C.  B.  Yankton 

Ranney,  Mrs.  B.  Yankton 

Reding,  Mrs.  A.  P.  Marion 

Ohlmacher,  Mrs.  J.  C.  Vermillion 

Lacey,  Mrs.  V.  I. Yankton 

Sattler,  Mrs.  T.  H.  Yankton 

Stansbury,  Mrs.  E.  M.  Vermillion 


— 281  — 


SOUTH  DAKOTA 


Schwartz,  Mrs.  E.  R.  . ..  Wakonda 
Smith,  Mrs.  A.  J.  ....  ....  Yankton 

Tschetter,  Mrs.  D.  Yankton 

Williams,  Mrs.  D.  B.  ....  Yankton 

DISTRICT  NO.  9 
RAPID  CITY 

Brock,  Mrs.  E.  H.  Rapid  City 

Clark,  Mrs.  B.  S.  ..  ....  Spearfish 

Davidson,  Mrs.  H.  E.  . Lead 

Grau,  Mrs.  H.  Rapid  City 

Hamm,  Mrs.  J.  N.  Sturgis 

Hare,  Mrs.  L.  . ..  Spearfish 

Jackson,  Mrs.  A.  S.  — Lead 


Jernstrom,  Mrs.  R.  E.  Rapid  City 
Lemley,  Mrs.  R.  E.  Rapid  City 
McCroskey,  Mrs.  R.  C.  Rapid  City 
Merryman,  Mrs.  M.  P.  Rapid  City 

Miller,  Mrs.  G.  H.  Spearfish 

Owen,  Mrs.  G.  S.  Rapid  City 

Rudolph,  Mrs.  F.  A.  Rapid  City 
DISTRICT  NO.  10 
ROSEBUD 

Quinn,  Mrs.  R.  J.  Burke 

DISTRICT  NO.  11 

NORTHWEST  AREA 

Lowe,  Mrs.  C.  E.  Mobridge 


Steiner,  Mrs.  P.  K. Lemmon 

Totten,  Mrs.  F.  C Lemmon 

DISTRICT  NO.  12 
WHETSTONE  VALLEY 

Brauer,  Mrs.  H.  H Sisseton 

Duncan,  Mrs.  W Webster 

Gregory,  Mrs.  D .A.  ....  Milbank 

Hawkins,  Mrs.  A.  P Webster 

Karlins,  Mrs.  W.  H Webster 

Lie,  Mrs.  D.  — Webster 

Nolan,  Mrs.  B.  P.  Sisseton 

Pfister,  Mrs.  F. Webster 

Tauber,  Mrs.  K.  T.  Milbank 

Younker,  Mrs.  F.  T.  Sisseton 


GULLIBLE'S  TRAVELS 

July  18  — At  noon,  went  out  to  Sioux 
Valley  Hospital  where  I had  a quick  lunch 
and  then  talked  to  the  Senior  class  of  nurses 
on  doctor-nurse  relationships  and  the  powers 
that  would  socialize  medicine.  Those  are  two 
subjects  and  shouldn’t  be  said  in  the  same 
breath. 

Held  a phone  conversation  with  Dr.  C.  E. 
Sherwood  of  Madison  concerning  the  Board 
of  Medical  and  Osteopathic  Examiners. 
Board  meets  in  Pierre  tomorrow. 

July  19  — Received  call  from  Dr.  Van 
Heuvelen  in  Pierre  saying  that  the  Board  of 
Medical  and  Osteopathic  Examiners  would 
move  to  Sioux  Falls  into  our  office  as  sug- 
gested earlier.  Dr.  Paris  Pfister  of  Webster 
was  named  president  of  the  Board  and  Dr. 
Sherwood  is  Secretary. 

July  21  — Examining  Board  files  and  forms 
arrived  from  Pierre  and  have  been  draped 
around  the  office  in  what  we  fondly  hope 
are  appropriate  places. 

In  the  office  now  for  several  day  in  a row. 
Heard  from  Dr.  H.  Russell  Brown  of  Water- 
town  by  phone  that  action  should  be  taken  on 
Reorganization  Plan  No.  1 of  the  Federal 
Government.  Had  already  sent  one  telegram 
to  Senator  Karl  Mundt  who  is  a member  of 
the  committee  holding  hearings  on  the  plan. 

July  30-31  and  August  1 dashed  off  to  a 
meeting  to  discuss  Reorganization  Plan  No. 
1.  (Denver,  Colo.) 

August  2 — Called  Senator  Mundt  by  long- 
distance and  discussed  the  complicated  Re- 
organization Plan  and  the  Resolution  which 
would  kill  it.  (Plan  puts  Oscar  Ewing  in 
Cabinet  with  health  activities  under  his 
thumb).  Karl  stated  his  intention  to  vote 
against  the  Reorganization  which  pleases  us 
immensely.  His  action  on  this  and  other 
socialistic  schemes  merits  commendation  for 


one  Senator  doing  a conscientious  job  for  the 
taxpayer. 

Later  in  the  day  — Dr.  L.  J.  Pankow, 
Senator  Chan  Gurney  and  I participated  in  a 
conference  call  on  the  Plan.  Chan  promised 
to  investigate  further. 

August  3 — Attended  the  funeral  of  Dr. 
O.  Charles  Ericksen  who  died  suddenly  last 
weekend.  Dr.  Slaughter  and  Ohlmacher  of 
the  University  attended  with  Mr.  Whitcomb 
and  myself. 

In  the  afternoon’  attended  a meeting  of 
the  Ladies  Aid  of  the  East  Side  Lutheran 
Church  and  spoke  on  mental  health  problems 
in  the  State.  About  ninety  ladies  were  in 
attendance. 

August  4,  Thursday  — drove  to  Mitchell  to 
attend  the  District  Society  meeting  and  to 
discuss  the  1950  Annual  Meeting.  Dr.  Saxton 
made  his  presidential  visit  and  scientific 
papers  were  presented  by  Drs.  George  Spell- 
man and  Harvard  Lewis  of  Mitchell. 

August  10  — Drove  to  Rapid  City  with  the 
family  and  the  Whitcombs  — stopped  over- 
night at  the  very  fine  Gill  Motel  and  then 
drove  to  Spearfish  to  attend  Dr.  Hare's 
annual  fish-fry  for  the  Black  Hills  doctors. 

Renewed  acquaintanceship  with  Dr.  E.  V. 
Allen  of  Mayo  Clinic,  visited  with  the  Hares, 
and  saw  Dr.  George  Stevens  who  furthers  my 
education  at  every  turn.  He,  also  likes  fish. 

Drove  to  Deadwood  that  evening  and  dis- 
cussed mental  health  on  station  KDSJ  at 
8:00  P.  M.  and  before  a group  at  the  Meth- 
odist Church  at  8:20. 

Home  from  the  Hills  on  the  12th  and  in 
the  office  Saturday  morning.  Dr.  Frank 
Dickenson.  AMA’s  Research  director  stopped 
in  town  on  his  way  west  long  enough  to  have 
my  family  join  his  for  dinner  and  to  spend 
time  discussing  many  things. 
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REORGANIZATION  PLAN  NO.  1 
AND  OUR  SENATORS 

In  August  the  President  presented  to  Con-' 
“gress  Reorganization  Plan  No.  1 which  was 
supposedly  in  line  with  the  Hoover  Com- 
mission recommendations.  The  Commission 
recommended  that  the  Federal  Security  Ad- 
ministration be  given  cabinet  status  and  that 
all  medical  services  of  the  Federal  Govern- 
ment be  coordinated  under  an  administrator 
who  should  be  a doctor  of  medicine. 

In  his  reorganization  plan,  Mr.  Truman 
named  the  Federal  Security  Administration 
to  cabinet  status  but  left  medicine  under  the 
control  of  the  lay  cabinet  members,  who  auto- 
matically would  be  the  present  FSA  adminis- 
trator, Mr.  Oscar  Ewing. 

Needless  to  say,  such  subterfuge  under  the 
guise  of  reducing  expenditures  was  immed- 
iately attacked  by  persons  interested  in  the 
private  practice  of  medicine. 

Representatives  of  the  South  Dakota  State 
Medical  Association  contacted  Senator  Karl 
Mundt,  a member  of  the  committee  hearing 
arguments  on  the  Reorganization  Plan  and 
on  Senate  Resolution  No.  147  which  would 
defeat  the  Reorganization.  Senator  Mundt 
gave  assurances  that  he  would  vote  for  Senate 
Resolution  No.  147  against  Reorganization 
Plan  No.  1.  This  he  did  in  committee  and 
Senate  Resolution  No.  147  won  out  7 to  4. 
He  also  gave  his  assurance  of  voting  the  same 
way  on  the  floor  of  the  Senate  and  again  lined 
up  with  the  winners  60-32. 

A similar  discussion  with  Senator  Chan 
Gurney  brought  assurances  that  his  vote  on 
the  floor  would  be  against  the  Reorganization 
which  it  subsequently  was. 

South  Dakota  doctors  can  well  stop 
momentarily  to  consider  the  fact  that  our 
two  Senators  have  given  us  great  support 
during  their  terms  in  office.  That  support 
can  and  should  be  reciprocated  by  members 
of  the  Association. 


A NEW  FEATURE 

With  this  issue  we  start  a new  feature  to 
be  known  as  “Cuff  Notes”;  notes  gleaned  from 
other  scientific  journals  that  will  enable  the 
busy  practictionerto  keep  up  on  new  develop- 
ments in  medicine  without  persuing  endless 
scientific  media. 

Each  quotation  will  be  followed  by  a ready 
reference  showing  journal  and  author  so  the 
reader,  if  he  desires  more  information,  may 
consult  the  original  paper. 

“Cuff  Notes”  is  edited  by  Dr.  Don  H.  Man- 
ning, Sioux  Falls,  a member  of  the  Pubhca- 
tions  Committee,  who  has  stated  that  he  will 
welcome  interesting  notes  from  our  readers 
to  add  to  those  he  selects. 

It  is  the  hope  of  the  editors  that  “Cuff 
Notes”  may  become  one  of  our  most  popular 
features.  Your  comment  will  be  appreciated. 

O.  CHARLES  ERICKSON,  M.D. 

1896-1949 

Dr.  O.  Charles  Erickson,  Sioux  Falls,  passed 
away  after  a sudden  illness  July  30.  To  write 
an  obituary  as  is  usually  done  would  not  suit 
the  character  of  the  man  who  is  no  longer 
with  us.  An  editorial  is  more  to  the  point. 

O.  Charles,  as  everyone  knew  him,  was  an 
individualist.  His  practice  of  medicine  was 
as  solid  as  his  argumentation  was  volatile.  A 
man  of  great  ideas,  he  nevertheless  ministered 
to  his  patients  in  the  style  that  they  knew 
to  be  that  of  the  old  time  “country  doctor.” 

Loving  the  zest  of  an  argument,  he  clawed 
at  his  contemporaries  with  everything  he  had, 
and  although  he  would  usually  stick  to  his 
guns  til  the  fight  was  over,  it  was  obvious 
that  frequently  he  chose  his  side  of  the 
argument  just  to  hear  what  the  others  would 
say. 

Often  a thorn  in  the  side  of  his  local  med- 
ical society,  he  insured  them  that  all  con- 
troversial items  would  receive  full  considera- 
tion — it  was  not  in  him  to  do  otherwise. 

All  in  all,  Sioux  Falls  and  South  Dakota 
have  lost  an  able  practicioner  and  an  out- 
standing critic  of  the  status  quo. 
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CUFF  NOTES 

Edited  by 

D.  H.  Manning,  M.D.,  Sioux  Falls,  S.  D. 


Back  Pain  in  the  Nervous  Patient 

Vague,  shifting  backache  in  a depressed, 
apathetic  young  man  is  the  classical  early 
picture  of  Marie-Strumpell  arthritis.  Deep 
X-Ray  therapy  often  relieves  pain  and  cor- 
rects inflamatory  process.  Muscle  spasm  and 
deformities  can  be  corrected  by  rest,  heat, 
massage,  orthopedic  apparatus,  and  exercise. 

L.  D.  Baker,  M.D.  in  Nebraska  Med.  Jl. 
Dec.  1948. 

Roentgen  Therapy  for  Rheumatoid 
Spondylitis 

Rheumatoid  spondylitis  begins  low  in  the 
back  as  a sacro-ileitis  with  pain  and  stiffness, 
back  muscle  spasm,  dimished  chest  expan- 
sion, usually  an  increased  sedimentation  rate 
and  X-Ray  changes  in  the  sacro-iliac  joints. 
X-Ray  treatment  over  the  back  is  the  greatest 
single  aid. 

R.  H.  Freyberg,  M.D.  in  Penn.  Med.  Jl. 
Apr.  1948. 

Indigestion 

Functional  indigestion  or  dyspepsia  is  more 
common  than  any  form  of  organic  indigestion 
(ulcer,  cancer,  cholecystitis  and  so  on).  In 
such  individuals,  eructations,  belching  and 
moderate  degrees  of  gaseous  distention  are 
common. 

B.  J.  White,  M.D.  and  C.  F.  Geschickter, 

M.D. 

Treatment  for  Depression 

Any  depression,  regardless  of  type  or 
etiology  will  almost  always  specifically  re- 
spond to  electro-shock  therapy  in  a most 
dramatic  and  satisfying  manner.  It  is  prob- 
ably the  only  specific  treatment  we  have  in 
psychiatry. 

Edward  Delehanty,  Jr.,  M.D. 

Frostbite 

Question: 

How  may  one  prevent  the  development  of 
gangrene  in  patients  suffering  from  frostbite? 
Answer: 

Following  exposure  to  cold,  the  red  blood 
cells  aglutinate  and  form  masses  which  block 
the  arterial  tree.  Gangrene  may  follow.  If 


heparin  is  given  within  48  hours  and  con- 
tinued for  7 to  9 days,  the  masses  of  red  blood  ? 
cells  do  not  form. 

The  plasma  that  escapes  from  the  per-  J 
meable  capillaries,  and  which  ordinarily  ^ 
forms  blisters  and  deposits  of  fibrin,  is  kept 
in  a liquid  state  by  heparin.  For  fuller  details 
see  K.  Lange  in  New  England  Jl.  of  Med. 
Sept.  11,  1947.  j 

Ileojejunitis  j 

The  course  and  prognosis  in  ileojejunitis  j 
is  varied  depending  on  the  anatomic  location  j 
and  the  distribution  of  the  lesion.  Spontan-  j 
eous  healing  under  medical  treatment  is  j 
possible  with  the  apparent  restoration  to  good 
health.  Local  surgical  resection  where  pos- 
sible is  eminently  satisfactory;  where  the  1 
lesion  is  diffuse  and  progressive,  the  results 
are  disappointing  since  no  specific  antibiotic  | 
exists  for  the  disease  process.  l 

Burrill  B.  Cohn  M.D.  in  “Ileojejunitis”  | 

N.  Y.  St.  Med.  J.  49:  1808-11  Aug.  1949.  I 

Diagnosing  Skin  Diseases  | 

Ninety  per  cent  of  skin  diseases  seen  by  | 
general  practitioners  are  included  in  this  list:  £ 
Eczema,  dermatitis  venenata,  tinea,  acne,  o 
impetigo,  scabies,  psoriasis,  urticaria,  pity-  | 
riasis  rosea  and  epithelioma.  | 

1.  Have  the  patient  undress  completely  — i 
it  is  surprising  how  often  other  lesions  than  | 
those  first  shown  are  found,  and  the  patient’s 
denial  of  other  areas  is  often  misleading. 

2.  Ask  four  questions:  a.  Duration,  acute  or 
chronic,  b.  Location  of  rash?  c.  Presenting 
primary  lesion  is  a macule,  papule,  pustule,  or 
vesicle?  d.  Itching? 

3.  Careful  history  — occupation,  contacts, 
cosmetics,  character  of  onset,  physical  status, 
ingestion  of  drugs  and  so  on.  When  this  pro- 
cedure is  finished,  make  a mental  list  of  pos- 
sible diagnoses.  The  analysis  of  such  a list  is 
far  superior  to  the  usual  approach  of  looking 
at  a rash  and  waiting  hopefully  for  an  in- 
spiration. 

M.  H.  Coehn  Cohen,  M.D.  in  Pen.  Med.  Jl. 
May,  1948. 
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GISSENS  ARRIVE 
WINNER  LEAVE  WINNER 

In  one  of  the  fastest  turn- 
overs on  record,  the  Rosebud 
Community  Coop  Hospital 
hired  a man  and  wife  doctor 
team  and  then  lost  them  be- 
fore they  began  practice. 

Dr.  and  Mrs.  Gissen  moved 
to  Winner  from  New  York 
State  and  had  just  transfered 
to  the  South  Dakota  State 
Medical  Association  when 
they  changed  their  plans. 


RADIO  COMMITTEE 
BEGINS  ACTIVITY 

With  the  selection  of 
speakers  from  Aberdeen  and 
Rapid  City  for  radio  broad- 
cast, the  Radio  Committee, 
headed  by  L.  J.  Pankow, 
M.D.  of  Sioux  Falls,  has 
begun  recording  its  series  of 
5 minute  health  broadcasts. 

Speakers  selected  by  dis- 
trict chairman  J.  C.  Rodine 
of  Aberdeen  are  Drs.  Mayer, 
Calene,  Bunker,  Alway, 
Eckrich,  and  Pittenger  of 
Aberdeen. 

Dr.  A.  A.  Lampert  of  Rapid 
City  has  arranged  for  Drs. 
Skinner,  Dawley,  Bailey, 
Berkman,  Geib,  Kobza  and 
Hare  to  present  talks. 


NEW  AID  TO  DIABETES 
DETECTION  ANNOUNCED 

The  Ames  Selftester,  a new 
home  test  for  detecting  sugar 


in  urine  has  just  been  made 
available  by  the  Ames  Com- 
pany, Elkhart,  Indiana.  It  is 
now  on  sale  through  drug- 
stores to  the  public.  This 
simple,  inexpensive  test 
which  can  be  easily  and  con- 
veniently performed  by  any- 
body, is  approved  by  the 
Council  of  the  American  Dia- 
betes Association  for  use  in 
the  new  Diabetes  Detection 
Drive  and  is  also  accepted  for 
advertising  by  the  American 
Medical  Association.  Its  pur- 
pose is  to  bring  those  with 
glycosuria  to  their  physicians 
for  diagnosis. 

The  American  Diabets  As- 
sociation has  estimated  that 
at  least  one  million  people  in 
the  United  States  have  dia- 
betes, but  don’t  know  it. 
These  unknown  diabetics  can 
be  saved  the  more  severe 
complications  of  the  disease 
if  they  are  discovered  early 
and  placed  under  control.  But 
up  to  now  insurance  ex- 
aminations and  other  check- 
ups have  only  uncovered 
about  55,000  new  cases  a 
year.  The  majority  of  dia- 
betics thus  remain  unknown 
— and  unprotected. 

The  American  Diabetes  As- 
sociation will  conduct  a 
strenuous  drive  during  Na- 
tional Diabetes  Week,  Oc- 
tober 10-16.  An  intensive 
public  education  program  to 
begin  the  Diabetes  Detection 


Drive,  a year-round  effort, 
will  be  conducted  through 
magazines,  newspapers,  radio 
and  television,  beginning  Oc- 
tober 1. 

EXAMINING  BOARDS 
MOVE  TO  SIOUX  FALLS 

The  new  State  Board  of 
Medical  and  Osteopathic  Ex- 
aminers have  moved  their 
central  office  from  the  State 
Capitol  in  Pierre  to  the  of- 
fices of  the  State  Medical  As- 
sociation in  Sioux  Falls. 

Miss  Helen  Sundstrom,  of- 
fice secretary,  will  assist  the 
Secretary-Treasurer  of  the 
Board,  Dr.  C.  E.  Sherwood,  in 
maintaining  the  records. 

The  move  was  voted  at  the 
July  19th  meeting  of  the 
Board  in  Pierre. 

Paris  Pfister,  M.D.,  Web- 
ster, is  President  of  the 
Board,  J.  Cheney  D.  C.  of 
Sioux  Falls  is  Vice-President. 
Dr.  D.  L.  Kegaries  and  C.  B. 
McVay  complete  the  Board 
roster. 


CONSTRUCTION  SLATED 
IN  FEBRUARY 

Plans  are  being  formulated 
for  the  construction  of  the 
new  medical  science  build- 
ing at  the  University  of 
South  Dakota.  Construction 
is  slated  to  begin  around  the 
middle  of  February,  1950  at 
a cost  of  $600,000.00. 


— 285  — 


ASSOCIATION  EXHIBITS 
AT  STATE  FAIR 

The  South  Dakota  State 
Medical  Association  ex- 
hibited in  the  Health  Build- 
ing at  the  State  Fair  which 
was  held  in  Huron  the  early 
part  of  September. 

The  exhibit  was  made  up 
of  literature  from  the  AMA’s 
Educational  Campaign  and 
the  Association’s  Prepayment 
Insurance  program. 

Dale  Whitcomb  of  the 
executive  office  attended  the 
booth  during  the  fair  and 
was  assisted  by  Dave  John- 
son of  St.  Paul  Mercury  In- 
demnity Co. 


WEEKLY 

HEALTH  COLUMN  IS 
ASSOCIATION  PROJECT 

A weekly  health  column 
will  be  inaugerated  in  a num- 
ber of  weekly  newspapers 
throughout  the  State  on  Oc- 
tober 3rd. 

Plans  call  for  the  executive 
office  of  the  State  Medical 
Association  to  prepare  the 
short  presentations  for  the 
lay  public  and  members  of 
the  publications  committee 
will  approve  the  column  be- 
fore it  is  sent  to  the  papers. 

Members  of  the  Committee 
are  R.  G.  Mayer,  M.D.,  Aber- 
deen, Chairman,  D.  H.  Man- 
ning M.D.,  Sioux  Falls  and 
Donald  Slaughter,  M.D.,  Ver- 
million. 


STAFF  CHANGES  MADE 
IN  EXECUTIVE  OFFICE 

Changes  in  staff  of  the  As- 
sociation’s executive  staff  see 
Mrs.  Patty  Butler  leaving 
after  two  years  and  seven 
months  service  as  secretary 
to  the  executive  secretary, 
and  Mrs.  Dorothy  Barkley 
leaving  after  more  than  a 


years’  service  as  clerk  in  the 
Veteran’s  Affairs  Section. 

Mrs.  Bulter  was  replaced 
by  Miss  Helen  Sundstrom, 
Beresford,  and  Mrs.  Barkley 
by  Miss  Dorothy  Anderson, 
Sioux  Falls. 


MEDICAL  SCHOOL 
ANNOUNCES  APPOINT- 
MENTS 

Keith  Sehnert  and  Sher- 
man Lindell  have  been  ap- 
pointed Huron  Foundation 
Fellows  in  physiology  and 
pharmacology  at  the  Univer- 
sity of  South  Dakota.  A.  C. 
Peterson  has  been  appointed 
graduate  assistant  in  anat- 
omy and  W.  E.  Engelhard 
and  N.  A.  Trotter  have  been 
appointed  graduate  assistants 
in  microbiology. 


SOUTH  DAKOTA 
RECEIVES  CREDIT 

Word  has  been  received 
from  Lt.  Jack  Myers,  M.  C. 
that  credit  for  his  enlistment 
in  the  U.  S.  Army  has  been 
given  to  the  South  Dakota 
Medical  Association. 

Dr.  Myers  was  a former 
A.  S.  T.  P.  student  at  the 
University  of  South  Dakota. 


SCHOOL  OF  MEDICINE 
AWARDED  FUNDS 

The  University  of  South 
Dakota,  School  of  Medicine, 
has  recently  been  awarded 
$5,000.00  from  the  Federal 
Security  Agency  to  co- 
ordinate and  improve  card- 
iovascular teaching.  The  pro- 
ject director  for  this  work  is 
Doctor  T.  E.  Eyres,  Professor 
of  Public  Health. 

Doctor  Willard  O.  Read  of 
the  University  of  Missouri, 
who  has  been  recently  ap- 
pointed associate  in  phys- 
iology, will  handle  the  pure 


physiological  end  of  this 
teaching.  In  addition.  Doc- 
tor Donald  F.  Rayl,  recently 
appointed  associate  in  clinical 
physiology,  and  Doctor  Tom 
Billion,  who  has  also  been  re- 
cently appointed  clinical  as- 
sociate in  physiology,  and 
Doctor  T.  H.  Sattler,  assist- 
ant professor  of  medicine, 
will  handle  the  clinical  end 
of  this  teaching  correlating 
it  with  the  basic  science  facet 
of  cardiovascular  teaching. 


NEW  APPOINTMENTS 
AT  UNIVERSITY 

Doctor  James  Steele  has 
been  appointed  assistant  pro- 
fessor of  radiological  anat- 
omy and  clinical  assistant 
professor  of  radiology  at  the 
University  of  South  Dakota, 
School  of  Medicine.  In  ad- 
dition to  Dr.  Steele,  Doctor 
F.  J.  Abts  has  been  raised  to 
clinical  associate  professor  of 
gynecology  and  Doctor  C.  B. 
McVay  has  been  elevated  to 
associate  professor  of  sur- 
gical anatomy. 


RADIOLOGISTS  REBEL 
AT  SOCIALIZING  IDEA 

The  following  is  excerpts 
from  a letter  which  was  re- 
ceived by  the  State  office 
from  the  American  college  of 
Radiology. 

The  American  College  of 
Radiology  views  with  alarm 
and  dismay  all  proposed  pro- 
grams relating  to  the  distri- 
bution of  medical  services 
which  place  the  diagnostic 
aspects  of  medicine  in  a 
category  apart  from  the  gen- 
eral practice  of  medicine. 

In  addition  to  the  legisla- 
tion brought  up  by  this  con- 
gress not  a few  prominent 
members  of  the  medical  pro- 
fession have  recently  pro- 
mulgated similar  plans  em- 
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phasizing  a difference  in 
what  they  have  termed  “the 
practice  of  the  diagnostic 
specialties”  and  the  practice 
of  medicine.  The  American 
College  of  Radiology  is  most 
disturbed  by  these  medical 
spokesmen  in  that  they  have 
apparently  seen  in  the  social- 
ization of  diagnostic  medicine 
relief  from  demands  for 
socialization  of  all  medicine. 
Theirs  is  a tragic  error.  The 
medical  profession  and  most 
of  the  rest  of  the  nation  has 
come  to  understand  that 
medicine  cannot  and  will  not 
be  socialized  in  a vacuum. 


ACADEMY  OF 

NEUROLOGY  HOLDS 
FIRST  MEETING 

The  American  Academy  of 
Neurology  held  its  first  na- 
tional scientific  meeting  at 
French  Lick  Springs,  In- 
diana on  June  1,  2 and  3. 
Almost  300  attended  the  ses- 
sions, during  which  some  38 
scientific  papers  were  pre- 
sented. Highlighted  were 
practical  clinical  studies  and 
retaining  therapy  of  the 
neurologically  disabled  pa- 
tient. Major  General  Paul  R. 
Hawley  addressed  the  mem- 
bership on  “The  Place  of 
Neurology  In  American  Med- 
icine In  The  Future.” 

The  American  Academy  of 
Neurology  was  founded  two 
years  ago  in  response  to  a 
growing  need  for  a national 
organization  to  actively  fos- 
ter the  progress  of  clincal 
neurology.  Growth  of  this 
relatively  young  organiza- 
tion has  been  rapid,  and  it 
now  has  over  700  members. 
At  the  French  Lick  Meeting, 
the  Academy  adopted  a 
resolution  requesting  that 
neurology  be  adequately  rep- 
resented under  the  National 


Mental  Health  Act. 

Current  officers  of  the 
Academy  are:  Dr.  A.  B. 
Baker,  President;  Dr.  Pearce 
Bailey,  Vice-President;  and 
Dr.  Joe  R.  Brown,  Secretary- 
Treasurer.  Dr.  Pearce  Bailey, 
of  Washington,  D.  C.,  is  the 
President-elect  and  Dr. 
Howard  Fabing,  of  Cin- 
cinnati, Ohio,  is  the  Vice- 
President. 

All  communications  should 
be  addressed  to  Dr.  Joe  R. 
Brown,  Secretary,  American 
Academy  of  Neurology,  Mayo 
Clinic,  Rochester,  Minnesota. 


TWO  S.  F.  MEN  ARE 
INTERNS  IN  ARMY 

Two  medical  school  grad- 
uates from  Sioux  Falls  have 
been  commissioned  first  lieu- 
tenants in  the  army  medical 
corps  reserve,  accordng  to  an 
announcement  from  the  of- 
fice of  the  surgeon  general, 
department  of  the  army. 

The  two  officers  are  For- 
rest G.  Dannenbring,  son  of 
Mr.  and  Mrs.  H.  G.  Dannen- 
bring, Rt.  4 Sioux  Falls,  and 
Paul  H.  Stavig,  son  of  Mr. 
and  Mrs.  Paul  H.  Stavig  of 
Sioux  Falls.  Dannebring,  a 
graduate  of  the  University  of 
Iowa,  was  assigned  to  Fit- 
zimmons  General  hospital, 
Denver,  Colo.,  and  Stavig,  a 
graduate  of  the  University  of 
Minnesota,  will  intern  at 
Madigan  General  hospital. 
Ft.  Lewis,  Washington. 


MITCHELL  DISTRICT 
HEARS  TWO  PAPERS 

Two  scientific  papers  high- 
lighted the  regular  Mitchell 
District  meeting  Thursday, 
August  4th.  Dr.  George 
Spellman  of  Mitchell  spoke 
on  “Heart  Failure”  and  Dr. 
Harvard  R.  Lewis  discussed 
“Low  Back  Pain.” 


Twenty  members  of  the 
district  were  in  attendance  as 
were  the  State  Associations’ 
president.  Dr.  Wm.  Saxton  of 
Huron,  and  executive-secre- 
tary, John  C.  Foster. 

The  meeting  followed  a 
dinner  at  the  Lawlor  Hotel 
at  6:30  P.  M. 

Committee  appointments 
were  made  for  the  coming 
Annual  Meeting  which  will 
be  held  in  Mitchell. 


MEDICAL,  OSTEOPATHIC 
BOARD  CHANGES  MADE 

Gov.  George  T.  Mickelson 
named  five  members  to  the 
state  Board  of  Medical  and 
Osteopathic  Examiners.  The 
medical  doctors  on  the  board 
are  Dr.  Paris  F.  Pfister,  Web- 
ster, three  years;  Dr.  Donald 
L.  Kegaries,  Rapid  City,  two 
years;  Dr.  Clarence  Sher- 
wood, Madison,  five  years; 
and  Dr.  C.  B.  McVay,  Yank- 
ton, 1 year. 

Dr.  J.  H.  Cheney,  Sioux 
Falls,  an  osteopathic  phys- 
ician, was  appointed  to  a 
four  year  term. 


FORMER  UNIVERSITY 
PROFESSOR  RECEIVES 
APPOINTMENT 

Dr.  John  E.  Summers, 
formerly  Associate  in  Anat- 
omy, The  University  of  South 
Dakota  has  been  appointed 
chief  resident  in  Surgery, 
The  Myers  Clinic,  Philippi, 
West  Virginia  for  July  1, 1949 
to  July  1,  1950. 


OVER  100  PERSONS 
ATTEND  SPEARFISH 
MEET 

Over  one  hundred  doctors, 
auxiliary  members  and 
guests  attended  the  annual 
summer  meeting  of  the  Black 
Hills  District  Medical  Society 
at  Spearfish,  August  11. 
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As  is  the  custom  at  the 
summer  meeting,  Dr.  Lyle 
Hare  enticed  the  fish  to  jump 
out  of  Sand  Creek  and  178 
fine  specimen  of  trout  laid 
down  their  lives  for  the 
hungry  throng. 

During  the  meeting  which 
followed  an  excellent  meal, 
Drs.  E.  D.  Riner,  and  Harold 
Riner  were  taken  into  mem- 
bership. Dr.  E.  V.  Allen,  of 
the  Mayo  Clinic,  presented  a 
paper  on  “The  Anti-Coagu- 
lants — Heparin  and  Dicu- 
meral.”  Dr.  Hare  was  again 
named  general  practitioner  of 
the  year  from  the  Black  Hills 
District. 


NEWS  OF 
NEW  DOCTORS 
Doctor  Donald  F.  Rayl  has 

located  in  Sioux  Falls  Clinic 
building  where  he  will  do 
General  & Throacic  Surgery 
including  broncoscopy  and 
esophagoscopy. 

Doctor  Rayl  received  his 


medical  education  at  the  Uni- 
versity of  South  Dakota  and 
at  John  Hopkins  University, 
school  of  medicine.  After 
graduation  in  1943  Dr.  Rayl 
received  his  intern  training 
at  the  Johns  Hopkins  Hos- 
pital. 

=[s 

Dr.  Warren  R.  Anderson 
has  joined  Doctor  Will  Don- 
ahoe  in  the  practice  of 
Pediatrics  at  Sioux  Falls. 

Dr.  Anderson  was  grad- 
uated from  the  University  of 
Minnesota,  school  of  Med- 
icine in  1942  and  interned  at 
the  Minneapolis  general  hos- 
pital. 

* * * 

Dr.  W.  A.  H.  Councill.  Jr.. 

a graduate  of  the  University 
of  Virginia,  Department  of 
Medicine  has  located  at 
Clark,  South  Dakota. 

* * * 

Doctor  John  W.  Donahoe 

has  joined  his  father  Dr.  S.  A. 
Donahoe  in  Sioux  Falls.  Doc- 


tor Donahoe  will  specialize 
in  internal  medicine. 


HEALTH  GROUPS 
SPONSOR  KUSD 
PROGRAMS 

It  was  decided  in  the  Mar- 
vin-Hughitt  Hotel  in  Huron 
August  27,  at  a meeting  of 
health  groups  throughout  the 
State  of  South  Dakota  to  set 
up  and  sponsor  a series  of 
health  broadcasts  on  KUSD, 
Vermillion,  starting  some- 
time in  October. 

Among  those  groups  repre- 
sented at  the  meeting  were 
The  Medical  School,  Depart- 
ment of  Health,  Pennington 
County  Health  Unit,  KUSD, 
Medical  Association,  Vet- 
ernarian’s  Association,  Den- 
tal Association,  Polio  Founda- 
tion, Cancer  Society,  TB  As- 
sociation, Nurses  Association, 
Department  of  Public  In- 
struction, Service  to  the 
Blind,  Vocational  Guidance, 
Mental  Health  Association, 
and  Yankton  State  Hospital. 


Financial  and  Enrollment  Experiences 
South  Dakota  Injury-Illness  Expense  Plan 
From  Inception  February  12,  1947  to  June  30,  1949,  Inclusive 


Premiums  Premiums 

Written  Earned 


Financial  Experience 

^Losses  Loss  Ratio  to 

Incurred  Premiums  Earned 


Annual  Premiums 
Potential  of 
Writings  to  Date 


$238,206.58  $223,012.05 


$195,128.94 


87.50% 


$263,357.28 


^Losses  Incurred  include  Claims  Paid  and  Claims  Outstanding,  but  do  not  include  Loss  Ex- 
penses. 


Acquisition,  Administrative  and  Promotional  Expenses  are  not  included  in  above  figures. 


Enrollment  Experience 

Insured  Dependents 

Number  of  Participants 4,874  8,711 

Respectfully  submitted, 

C.  H.  Stevenson 
Secretary 

Ninth  report  to  Committee  for  Public  Medical  Care 
South  Dakota  State  Medical  Association 


Total 

13,585 
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PHARMACEUTICAL  DIVISION 

BLISS  C.  WILSON.  Editor 


NEWS  ITEMS  FROM  THE 
SECRETARY'S  OFFICE 

Mr.  and  Mrs.  M.  L.  Breen  of  Scotland,  S.  D. 
returned  recently  from  a vacation  trip  to 
New  York  and  other  points  of  interest  in  the 
east.  While  in  New  York  they  attended  the 
Rotary  International  Convention  where  over 
18,000  were  in  attendance  at  Madison  Square 
Garden.  While  in  New  York,  Mr.  Breen  was 
a guest  of  the  E.  R.  Squibb  Company  for  a 
day.  Max  Norris,  sales  manager  for  Squibb 
together  with  Mr.  Breen  toured  the  Penicilin 
and  Streptomycin  plant  at  New  Brunswick, 
New  Jersey  and  also  the  Research  building 
and  Ether  Plant.  Mr.  Breen  states  that  the 
Squibb  Company  is  manned  by  some  of  the 
most  brilliant  men  in  the  industry  and  you 
leave  their  plant  with  do  doubt  about  it  in 
your  mind.  After  ten  days  of  sight-seeing 
in  New  York,  the  Breens  visited  other  points 
of  interest  including  Washington,  D.  C.  where 
they  called  on  Senator  Chan  Gurney,  Senator 
Karl  Mundt  and  Representative  Harold 
Lovre. 

Arthur  E.  Schwarting  formerly  of  Waubay, 
South  Dakota  and  a 1940  graduate  of  the 
Division  of  Pharmacy  at  State  College,  has 
been  appointed  associate  professor  of  phar- 
macognosy at  the  University  of  Connecticut 
College  of  Pharmacy.  He  will  also  direct  the 
research  and  graduate  program  in  the  fields 
of  pharmacognosy  and  botany  at  the  college. 
Dr.  Schwarting  earned  his  Ph.  D.  degree  at 
Ohio  State  University  and  was  recently  on 
the  faculty  of  the  College  of  Pharmacy  at  the 
University  of  Nebraska. 

Bernard  W.  Fullenkamp  purchased  the 
Howard  Detlie  store  in  Hudson,  S.  Dak.  on 
August  1st.  He  expects  to  move  his  family 
from  Redfield  to  Hudson  about  September 
1st.  Their  second  child,  Mary  Ann,  was  born 
on  July  13th.  Mr.  Fullenkamp  was  pharmacist 
manager  of  the  Detlie  Drug  Store  in  Hudson 
before  he  moved  to  Redfield  where  he  worked 
in  the  Warne  Pharmacy  for  the  past  few 
years. 


Eugene  C.  Kuske,  a former  South  Dakota 
pharmacist  with  the  Vilas  Corner  Drug  in 
Pierre,  was  married  on  August  12th  in  Los 
Angeles  to  Betty  Morrison  of  Beverly  Hills, 
California. 

Pharmacist  Russell  H.  Buhn  has  purchased 
the  H.  J.  Schnaidt  drug  store  in  Parkston  ac- 
cording to  information  just  received.  Russ 
Buhn  has  been  with  the  Shirley  Pharmacy  in 
Brookings  where  he  completed  his  experience 
requirement  for  licentiate  pharmacist  in  June 
of  this  year.  After  being  in  business  in  Park- 
ston since  1906,  Mr.  Schnaidt  writes  that  he 
was  sure  glad  to  be  able  to  sell  although  bus- 
iness continues  very  good,  but  “I’m  tired  and 
want  to  get  out.”  Mr.  Schnaidt  was  a member 
of  the  Board  of  Pharmacy  from  1914  to  1920 
and  from  1927  to  1935. 

Pharmacist  Perry  E.  Rogers  who  has  been 
with  the  Kreiser  Drug  Store  in  Watertown 
for  the  past  year,  is  now  with  the  Stockmen's 
Hotel  Drug  Store  at  Elko,  Nevada  where  he 
has  applied  for  reciprocal  registration. 

Pharmacist  Robert  G.  Fisk,  son  of  Dr.  R.  R. 
Fisk.  Flandreau,  has  applied  for  reciprocal 
registration  as  a pharmacist  in  the  State  of 
Illinois. 

A new  registered  pharmacy  is  being  estab- 
lished in  the  Luther  Hospital  in  Watertown. 
Mr.  M.  T.  Wilkins,  formerly  of  Clark,  will  be 
the  Registered  Pharmacist  in  active  manage- 
ment of  the  new  pharmacy. 

Lester  Heilman  has  notified  the  Board  of 
Pharmacy  that  he  intends  to  open  another 
Drug  Store  in  Eureka.  South  Dakota  on  or 
about  November  1st  1949.  Lester  continued 
employment  with  the  Woodward  Pharmacy 
in  Aberdeen  until  September  1st  when  he  re- 
turned to  Eureka  to  establish  a pharmacy  in 
the  city  where  he  was  born  and  raised. 

Pharmacist  Norman  Porter  has  moved  from 
Pierre  to  Sioux  Falls,  where  he  took  over  the 
active  management  of  the  Independent  Drug 
Company  on  August  15th. 

The  Executive  Committee  of  the  S.  D.  Ph. 
A.  have  elected  Pharmacist  Carl  Anderson, 
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814  South  CovelL  as  Local  Secretary  for  the 
1950  convention  to  be  held  in  Sioux  Falls. 
Carl  is  well  qualified  for  the  position  being  a 
past  president  of  the  association  and  having 
assisted  with  the  convention  the  last  time  it 
was  held  in  Sioux  Falls.  He  is  well  acquainted 
with  the  pharmacists  in  Sioux  Falls  and  while 
his  principal  vocation  is  now  fishing  and 
hunting,  we  are  sure  that  he  will  find  time 
to  organize  convention  committees  which  will 
give  us  an  outstanding  meeting  in  1950. 

The  Alexandria  Herald  has  been  awarded 
the  contract  for  printing  of  the  1949  proceed- 
ings of  the  Pharmaceutical  Association. 
“Copy”  was  delivered  in  mid-August  and  we 
hope  delivery  to  members  can  be  made  at  an 
earlier  date  this  year.  Digests  of  all  of  the 
addresses  given  at  the  Aberdeen  convention 
have  or  will  be  printed  in  this  journal. 


SUPPLEMENT  TO 
A.Ph.A.  STAND  ON  COMPULSORY 
HEALTH  INSURANCE* 

In  this  phase  of  the  subject,  however,  the 
federal  government  should  supplement  ac- 
tivities of  the  medical, 
pharmaceutical  and 
other  health  pro- 
fessions rather  than 
attempt  to  supplant 
them.  Medical  care  is 
basically  and  essential- 
ly a medical  problem. 

It  can  only  be  solved 
with  the  active  support 
and  understanding  co- 
operation of  the  health 
professions. 

It  is  the  convention 
of  the  American  Phar- 
maceutical Association  that  greater  progress 
would  be  made  toward  the  solution  of  na- 
tional health  problems  if  they  were  regarded 
less  from  the  standpoint  of  their  political 
significance  and  more  as  truly  medical 
matters. 

The  American  Pharmaceutical  Association 
holds  the  view  that  compulsory  national 
health  insurance  would  retard  rather  than  ad- 
vance fundamentally  sound  contributions  to 


medical  care.  It  is  too  inconclusive,  too  un- 
suited to  the  American  way  of  doing  things 
to  be  relied  upon  in  correcting  the  defects  in 
medical  care.  Whatever  plan  is  adopted  must 
be  consistent  with  the  professional  ideals  and 
objectives  of  medicine  and  in  harmonious 
accord  with  those  social  and  political  con- 
cepts to  which  this  country  owes  its  progress 
and  its  greatness. 

This  is  not  the  time  to  encourage  socialistic 
experiments  either  in  medical  care  or  in  any 
other  phases  of  our  national  life.  This  is  not 
the  time  to  centralize  in  Washington  control 
over  the  medical  profession,  medical  educa- 
tion and  medical  research.  Rather,  every  at- 
tempt governmental  and  otherwise  should  be 
directed  at  strengthening  medical  care  within 
the  limits  of  free  enterprise.  Once  personal 
initiative  is  stifled  or  emasculated  it  can  no 
longer  be  depended  upon  to  give  the  Amer- 
ican people  those  high  standards  of  medical 
services  to  which  they  have  long  been  accus- 
tomed. 

While  the  American  Pharmaceutical  As- 
sociation is  opposed  to  any  attempt  to  solialize 

or  nationalize  the  field 
of  medical  care,  such 
as  would  be  the  likely 
effect  of  the  adoption 
of  compulsory  national 
health  insurance,  it 
recognizes  the  urgent 
need  of  providing  ade- 
quate medical  care  to 
all  within  the  frame- 
work of  free  enterprise 
medicine. 

The  realization  of 
this  objective  is  so 
basic  to  the  perpetua- 
tion of  American  constitutional  principles  as 
to  command  the  cooperation  of  medicine, 
pharmacy,  the  drug  industry  and  all  other 
professional  and  business  men  who  are  de- 
voted to  the  traditions  which  have  given  us 
the  highest  standard  of  living  anywhere  in 
the  world. 

* This  article  was  published  in  the  June  1949  issue 
of  this  Journal  but  was  not  the  complete  report. 
This  is  the  remaining  material  on  the  position  of 
A.  Ph.  A.  regarding  compulsory  health  insurance. 


DRUGGISTS! 

WRITE 

FRANK  H.  FRIDGEN 

1501  W.  12th  St.  Sioux  Fails 

FOR 

PANDA  FACTORY  FINISH  PRODUCTS 
AND 

ONYX  WHITE  LEATHER  DRESSING 


• AdaeniUed  Pnjoddddl  % 
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Modern  Therapeutic  Agents 

by  Edgar  Parry,  Instructor  in  Pharmacy 
South  Dakota  State  College 


A very  few  years  ago,  Folic  Acid  was  intro- 
duced on  a large  scale  as  the  agent  in  liver 
extract  which  was  specific  against  anemia. 
Today  it  is  being  denied  by  many  as  being  of 
any  value  at  all.  It’s  true  worth  lies  some- 
where between  these  extremes. 

Marocytic  anemia  is  that  anemia  which  is 
caused  by  a deficiency  in  some  blood  produc- 
ing factor.  A deficiency  of  the  “intrinsic”  fac- 
tor causes  the  anemia  of  pregnancy  and  per- 
nicious anemia.  A deficiency  of  the  “extrin- 
sic” factor  is  evident  of  pellagra.  Faulty  ab- 
sorption of  the  combined  factors  is  the  cause 
of  Sprue,  and  the  anemia  due  to  intestinal 
diseases.  Anemia  may  be  the  result  of  faulty 
storage  of  the  factors  in  the  liver  which  in 
turn  is  a result  of  liver  cirrhosis.  Of  these 
several  macrocytic  anemias,  pernicious  ane- 
mia is  the  hardest  to  cure.  It  is  characterized 
by  the  fact  that  unless  adequate  therapy  is  in- 
stituted, it  will  proceed  alternately  with  re- 
mission and  relapse  until  death  accurs.  Its 
effects  are  three  in  number;  (1)  A drop  in  the 
red  cell  count;  (2)  spinal  cord  degeneration, 
and  neurological  disturbances  which  include 
numbness  and  tingling  of  extremities,  head- 
ache, psychic  disturbances  and  difficulty  in 
walking;  (3  atrophy  and  inflamation  of  lingu- 
al mucosa,  resulting  in  glossitis  of  the  mouth, 
and  faulty  gastric  secretion. 

Folic  Acid  brings  about  a regeneration  of 
red  cells  in  most  types  of  macrocytic  anemia. 
It  is  a definite  aid  in  the  anemia  of  pregnancy 
and  infancy,  the  pellagra  type  anemia,  and 
Sprue.  It  brings  about  a hematopoietic  re- 
sponse in  pernicious  anemia,  but  cannot  be 
relied  on  to  stop  the  other  effects  of  pernici- 
ous anemia — the  neural  disturbances  and 
glossitis.  It  has  proven  effective  in  each  of 
these  manifestations,  but  has  not  cured  all 
three.  It  is  very  seldom  effective  against  the 
glossitis. 

Vitamin  B12  or  Cobione,  as  it  is  now  mar- 
keted, is  a red  crystalline  substance  obtained 
from  liver  extracts.  It  has  proven  effective 
against  all  three  of  the  manifestations  of  per- 
nicious anemia,  and  is  effective  in  all  the 


other  types  of  macrocytic  anemia.  The  glos- 
sitis is  healed  spectacularly  and  spinal  degen- 
eration is  helped  considerably.  Where  twen- 
ty to  fifty  thousand  milligrams  of  Folic  Acid 
are  needed  in  the  first  ten  days  to  show  a 
hematopoietic  response,  only  twenty  to  sixty 
units  of  B12  are  necessary  in  the  first  two- 
three  days  to  show  the  same  response.  One 
microgram  of  B12  is  equal  to  one  U.S.P.  per- 
nicious anemia  unit. 

B12  is  now  thought  to  be  the  anti  pernici- 
ous anemia  factor  as  supplied  by  the  liver. 
Its  dosage  varies  with  the  patient  and  will 
probably  lie  between  8 and  100  micrograms. 

We  mentioned  that  one  type  of  macrocytic 
anemia  was  caused  by  liver  cirrhosis  or  dam- 
aged liver.  This  may  in  turn  be  caused  by  in- 
sufficient protein  in  the  diet,  alcoholism,  car- 
bon tetrachloride  or  arsenic  poisoning,  severe 
shock,  or  persistent  biliary  diseases. 

Methione  is  one  of  the  ten  essential  amino 
acids  in  the  body.  It  is  the  one  most  active  in 
repair  of  the  liver  and  kidney.  It  is  capable  of 
regenerating  liver  tissue  with  or  without  the 
aid  of  proteins  and  vitamins  in  the  diet.  It  is 
given  in  combination  with  liver  extract  or 
yeast  to  bring  about  a fast  regeneration  of  the 
liver  and  therefore  of  the  blood.  It  has  been 
given  to  Rh  incompatible  mothers  for  last  six 
months  of  pregnancy  in  order  that  the  infant 
might  be  born  alive,  and  when  injected  into 
the  erythroblastic  infant,  is  a material  aid  in 
helping  it  to  survive. 

Choline  is  a constituent  of  lecithin  which 
causes  emulsification  of  fats  in  the  body  so 
they  may  be  used  and  not  accumulated.  It  is 
considered  essential  to  the  body  to  prevent 
fatty  degeneration  of  the  liver  and  therefore 
liver  cirrhosis.  It  is  given  empirically  to  pre- 
vent and  to  cure  cirrhosis.  There  is  no  valid 
evidence  that  a deficiency  exists  in  man,  as  a 
normal  diet  should  provide  enough.  Neither 
has  it  been  demonstrated  that  choline  thera- 
py is  superior  to  adequate  diet. 

Protein  Hydrolysates  is  a mixture  of  the 
ten  essential  amino  acids  of  their  precursors. 
They  were  developed  to  provide  a concen- 
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trated  form  of  protein  for  the  patient  who 
was  unable  to  digest  ordinary  food. 

In  the  body,  proteins  are  broken  down  to 
these  ten  amino  acids.  These  in  turn  are  used 
to  build  new  tissue,  hormones,  antibodies, 
and  enzymes;  and  the  remainder  is  deamina- 
ted  and  converted  to  non-nitrogenous  materi- 
als such  as  carbohydrates  and  fats,  and  the 
nitrogen  from  these  is  excreted  as  urea.  A 
person  has  nitrogen  equilibrium  when  the 
nitrogen  intake  is  equal  to  the  nitrogen  excre- 
tion. He  is  said  to  have  a negative  balance 
when  the  nitrogen  intake  is  less  than  nitrogen 
excretion.  Protein  hydrolysates  are  indicated 
when  such  a condition  exists.  A negative  bal- 
ance is  likely  to  occur:  (1)  In  surgical  pa- 
tients. The  wound  speeds  up  the  nitrogen  ex- 
cretion, while  pain,  loss  of  appetite  and  poor 
gatrointestinal  function  greatly  reduces  ni- 
trogen intake.  This  retards  recovery  and  pre- 
disposes to  surgical  shock.  (2)  In  pregnancy 
and  lactation.  A minimum  of  seventy-five 
grams  of  protein  per  day  is  required.  (3)  In 
acute  infections.  This  is  evidenced  by  a raise 
in  urea  nitrogen  excretion  and  due  to  produc- 
tion of  antibodies  and  wasting  away  of  tissue. 
(4)  Production  of  antibodies.  (5)  In  severe 
thermol  burns.  Nitrogen  needed  for  rebuild- 
ing and  replacing  lost  tissues  and  blood  ser- 
um. (6)  In  liver  cirrhosis.  Hydrolysates  in- 
clude Methionine  and  are  probably  the  main 
aid  to  the  sick  liver.  (7)  Babies  with  allergy 
for  milk  or  who  lack  appetite.  (8)  In  peptic 
ulcer.  Patients  with  gastric  ulcers  have  a diet 
to  which  alkalies  are  added.  This  inactivates 
pepsin  in  the  stomach  and  there  is  no  protein 
digestion. 

Amino  acid  therpy  in  ulcers  does  two 
things.  It  provides  the  protein  material  which 
is  needed  for  repair  and  healing  of  the  ulcer, 
and  being  amphoteric  in  nature  (both  basic 
and  acidic)  it  neutralizes  the  gastric  acids  by 
binding  them  to  the  amino  acid  molecule  as 
is  shown  in  the  reaction  under  Resinot.  Upon 
entering  the  intestines,  the  bound  acid  is 
neutralized,  leaving  the  amino  acid  free  again 
where  it  is  absorbed  without  further  diges- 
tion. Tablets  of  purified  casein,  which  con- 
tains amino  acid-protein,  are  now  on  the  mar- 
ket and  are  good  when  used  as  an  antacid. 

. The  common  antacids  have  several  disad- 
vantages. Aluminum,  bismuth,  and  calcium 
salts  are  constipating.  Magnesium  salts  are 
laxative.  Sodium  bicarbonate  predisposes  to 


alkalosis  and  formation  of  kidney  stones.  To 
overcome  this,  one  company  introduced  a res- 
in which  was  inactive  in  the  body  but  which 
had  a free  amino  group  on  the  molecule.  It 
was  called  amberlite  IR-4.  It  has  been  re- 
placed by  others  now. 

The  action  of  the  resin  antacids  in  neutral- 
izing acids  is  demonstrated  in  the  outline. 
Whittier  laboratories  now  have  a new  com- 
bnation  called  Resmicon  which  contains  resin 
for  neutralizng  the  acid,  and  mucin  which 
coats  the  lining  of  the  stomach.  Their  main 
advantage  is  that  they  cannot  effect  the 
acid-base  balance  of  the  body,  and  cannot  al- 
kalinize  the  urinary  tract. 

Methocel  is  a new  bulk  laxative.  It  is  an 
inert  powder,  which,  when  mixed  with  water 
at  body  temperature,  swells  and  forms  a col- 
loidal gel.  The  company  advertises  it  as  a 
substance  which  will  form  a collodoin-like 
film  over  minor  abrasions,  or  as  something  to 
be  used  in  ointments  to  form  a tough  surface 
and  obviate  the  need  of  a bandage.  The  film 
is  formed  when  the  gel  is  exposed  to  air. 

Within  the  last  few  years.  Curare  and  In- 
tocostrin  were  introduced  as  useful  nerve- 
block  agents.  Curare,  like  nicotine,  blocks 
conduction  of  nerve  impulses  in  all  autono- 
mic ganglia  and  in  all  reflex  ganglia  of  the 
spinal  cord.  Since  the  action  on  the  spinal  re- 
flex gangia  predominates,  it  is  used  as  a re- 
laxant for  striated  muscle.  The  new  Europe- 
an drug  Myonesn,  sold  under  the  name  of 
Tolserol,  has  a similar  action  with  several  ad- 
vantages. It  has  a much  wider  safety  margin 
than  Curare,  the  amount  causing  respiratory 
paralysis,  being  in  most  cases  twice  the  ther- 
apeutic dose.  When  used  as  a preoperative 
muscle  relaxant  for  abdominal  operations,  it 
potentiates  barbiturates  and  at  the  same  time 
gives  a better  balance  to  the  analgesic,  nar- 
cotic, and  relaxant  components  of  the  anes- 
thetic mixture  than  does  Curare.  Another  ad- 
vantage, it  is  effective  orally  in  20%  propy- 
lene gycol  in  cherry  syrup,  while  Curare  is 
always  given  by  injection.  It  has  no  effect  on 
uterine  muscles  and  has  been  used  as  an  aid 
in  childbirth.  It  has  drawbacks  too.  It  is  not 
equally  effective  in  all  people  and  patients 
have  been  lost  by  overdosing.  There  is  no  an- 
tidote for  an  overdose,  while  the  action  of 
Curare  can  be  termnated  with  Prostigmine 
and  oxygen.  It  has  been  disappointing  as  a 
muscle  relaxant  in  poliomyelitis  therapy.  It 
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is  quite  successful  when  used  with  shock 
treatment  and  spastic  arthritis. 

Parpanit  is  still  experimental  in  this  coun- 
try. It  appears  to  be  effective  in  blocking  im- 
pulses to  striated  muscles  and  thus  relaxing 
them,  but  ha  sa  side  action,  its  effect  in  block- 
ing the  parasympathetic  system  as  well.  The 
result  is  contractive  of  the  blood  vessels  with 
poorer  circulation  and  a rise  in  blood  pres- 
sure. It,  like  Tolserol,  is  effective  in  control- 
ling convulsions  and  tremors.  It  is  not  too 
good  as  a preanesthetic  relaxant. 

Dibutoline  is  an  American  experimental 
drug.  Its  action  parallels  that  of  atropine  and 
is  the  result  of  depressing  the  parasympathe- 
tic nerves.  It  is  used  to  control  the  spasms  of 
the  involuntary  muscles.  It  is  faster  and 
longer  acting  than  atropine,  the  spasms  being 
relieved  from  one  to  twenty-four  hours.  This 
is  longer  than  the  pharmacologic  life  of  the 
drug  and  demonstrates  some  residual  effect 
of  the  drug. 

Rutin  is  included  here  because  it  is  being 
included  in  many  high  blood  pressure  medi- 
cines, and  the  next  group  of  drugs  we  will 
discuss  are  those  capable  of  reducing  hyper- 
tension. Capillary  fragility  is  a weakening  of 
the  capillary  vessels  n the  blood  circulatory 
system  occuring  in  a number  of  conditions, 
notably  hypertension,  apoplexy,  intraocular 
hemorrhage  such  as  that  associated  with  se- 
vere diabetes,  and  in  bleeders  of  various 
types.  Capillaries  are  made  fragile  by  typer- 
tension,  infections,  irradiation,  or  severe  heat 
or  cold.  Some  drugs  such  as  potassium  thio- 
cyonate  increase  fragility.  Rutin  brings  ten- 
sile strength  of  capillaries  back  to  normal. 

It  was  found  that  people  who  suffer  from 
fragile  capillaries  have  a forty  percent  higher 
incidence  of  hypertension  than  those  with 
normal  capillary  strength.  Rutin  has  been  in- 
cluded in  blood  pressure  preparations  to  re- 
pair these  capillaries  and  help  bring  blood 
pressure  back  to  normal.  Rutin  restricts  the 
loss  of  tissue  from  gangrene  following  frost- 
bite. It  may  prevent  anaphylactic  shock — 
probably  by  preventing  release  of  histamine. 
It  reduced  the  effect  of  irradiation  at  Bikini. 
It  is  interesting  to  note  that  in  one  study 
made,  only  one  out  of  forty-two  rheumatoid 
arthritis  patients  had  normal  capillary  fra- 
gility. 

Next  we  have  a group  of  drugs  classed  as 
ganglionic  blocking  agents.  High  blood  pres- 


sure and  several  vascular  disorders  are  the 
result  of  either  stimulation  of  the  sympathe- 
tic nervous  system  which  causes  constriction 
of  the  peripheral  blood  vessels,  making  the 
heart  pump  harder  to  keep  circulation  up,  or 
of  arterio  sclerosis  and  clogged  arteries. 
Where  hypertension  and  vascular  disorders 
are  of  neurogenic  origin,  i.e.  due  to  fear,  ex- 
citement, worry,  etc.,  there  is  hope  of  counter- 
acting the  resultant  constriction  if  suitable 
blocking  agents  are  found  that  will  stop  the 
stimuli  before  it  reaches  the  end  organs. 

For  more  than  a decade  the  search  for  such 
drugs  has  ended  with  disappointment.  Sur- 
geons do  a sympathectomy  by  severing  the 
whole  area  of  nerves  which  suppy  the  affect- 
ed limb  in  vascular  disorders  and  in  neuro- 
genic hypertension,  but  this  operation  is  ap- 
plicable in  only  thirty-five  to  forty  percent  of 
the  cases.  Early  drugs  which  were  investi- 
gated for  their  blocking  action  include  For- 
neau  Compound  933  F,  Yohimbine,  and  Ergo- 
tamine tartrate.  All  of  them  exhibited  high 
toxicity  or  serious  side  effects. 

Drugs  available  today  as  blocking  agents 
include  Etamon  Chloride,  Tetraethylammo- 
nium  Chloride  and  Priscol,  which  has  been 
renamed  PriscOline  since  these  outlines  were 
drawn  up.  The  most  interesting  of  the  newer 
experimental  drugs  is  probably  Dibenamine. 
All  are  effective  in  blocking  reflex  vasopres- 
sor responses.  Etamon  is  a generalizing  block- 
ing agent  interrupting  the  normal  transmis- 
sion of  stimuli  in  both  the  autonomic  systems. 
The  result  is  a slight  lowering  of  blood  pres- 
sure and  relief  from  nerve  nduced  constric- 
tion of  blood  vessels  in  the  extremities,  which 
result  is  due  to  blocking  the  sympathetc  sys- 
tem. However,  blocking  the  parasympathetic 
system  also  produces  side  effects  as  loss  of  ac- 
comodation, alteration  of  urinary  bladder 
function,  a decrease  in  gastrointestinal  notili- 
ty  and  in  gastric  secretions. 

Its  indications  in  vascular  disorders  include 
Buergers  Disease,  Thrombophebitis,  Rey- 
nauds  disease,  varicose  ulcers,  frostbite, 
trench  foot  or  Immersion  foot,  and  certain 
causalgias.  It  causes  some  decrease  in  blood 
pressure  also.  In  cases  where  the  disturbance 
of  circulation  is  due  to  permanent  clots  of 
thickened  walls  rather  than  nerve-induced 
spasm,  Etamon  may  relieve  pain  but  still  will 
not  restore  circulation.  It  serves  here  as  a di- 
agnostic agent.  Priscoline  and  Dibenamine 
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are  also  diagnostic.  Etamon  is  contraindi- 
cated in  severe  hypertension  and  cardiovas- 
cular renal  disease. 

Priscoline  effectively  blocks  just  part  of 
the  sympathic  system.  It  results  in  improved 
circulation  in  peripheral  vessels  in  doses  of 
25  to  50  milligrams,  and  in  temporary  reduc- 
tion of  blood  pressure  in  doses  of  75  to  200 
milligrams.  It  is  not  recommended  in  relief 
of  hypertension,  as  serious  hypertension  may 
result  from  large  dosage.  It  may  also  cause 
flushing  of  the  skin,  nausea  and  palpitation. 

Dibenamine  resembles  Priscoline  inits  ac- 
tion. It  is  slightly  more  active  in  reducing 
hypertension  and  has  been  used  to  reduce 
early  or  moderately  advanced  blood  pressure 
and  restore  circulation  in  vascular  disorders. 
It  has  less  tendency  to  lower  normal  blood 
pressure  than  Etamon,  but  can  cause  serious 
hypertension.  It  also  blocks  the  excitatory 
nerves  going  to  the  heart,  and  this  makes  it 
suitable  for  use  during  anesthesia  to  protect 
against  cardiac  irregularities.  Miosis  persists 
as  long  as  it  is  in  the  body,  and  nasal  conges- 
tion is  common.  It  may  cause  transient  hal- 
lucinations or  paramnesia,  which  has  some- 
what excited  the  pshychiatric  field. 

The  reduction  of  blood  pressure  caused  by 
Dibenamine  and  Priscoline  can  be  counter- 
acted by  posterior  pituitary,  while  Etamon  is 
controlled  by  neostigmine.  These  drugs  are 
not  standard  agents  yet,  but  the  Council  on 
Pharmacy  and  Chemistry  of  the  A.M.A.  con- 
siders them  safe  to  use  with  caution. 

Hormones  are  included  in  this  discussion 
because  of  a reintroduction  of  buccal  therapy. 
This  has  been  tried  before  but  never  too  suc- 
cessfully. Buccal  therapy  is  allowing  a pellet 
to  disolve  in  the  mucous  between  the  lower 
jaw  and  cheek  and  being  absorbed  directly 
into  the  blood  stream.  Hormones  cannot  be 
given  orally  because  on  passing  through  the 
liver  via  the  portal  vein  from  the  stomach  en 
route  to  the  blood  stream,  they  are  largely  in- 
activated. Buccal  therapy  bypasses  the  liver 
and  goes  directly  into  the  blood  stream.  This 
would  do  away  with  the  daily  or  weekly  in- 
jections now  given. 

The  old  objections  to  this  type  tablet  are 
supposedly  overcome  by  the  new  Polyhydrol. 
It  is  not  supposed  to  simulate  salivation,  is 
easily  absorbed,  pleasant  tasting  and  non-ir- 
ritating, and  its  effectiveness  approaches  that 
of  the  injection. 


The  Estrogens  are  the  female  hormones 
which  stimulate  the  accessory  reproductive 
organs  and  controls  their  growth.  It  curbs 
the  action  of  the  pituitary  gland  and  is  there- 
fore helpful  in  the  menopausal  syndrome. 

Desoxycorticosterone  is  from  the  adrenal 
cortex  and  is  essential  for  some  basic  reac- 
tion in  the  organism.  It  probably  regulates 
metabolism  in  the  body.  A deficiency  results 
in  Addison’s  Disease— a loss  of  sodium  from 
the  body  resulting  in  weakness,  dehydration, 
loss  of  appetite  and  weight,  and  a highly  pig- 
mented color. 

Progesterone  is  the  Corpus  Lutens  hor- 
mone produced  by  the  Corpus  luteum  the 
first  three  months  of  pregnancy  and  there- 
after by  the  placenta.  It  is  necessary  for  full 
term  pregnancies.  It  is  used  experimentally 
in  migraine  headaches. 

I have  included  some  of  the  newer  antihist- 
amines and  tried  to  compare  them  as  well  as 
T could  with  an  old  standard  Pryibenzamine. 
Comparisons  are  based  on  a number  of  re- 
ports made  by  various  doctors  who  had  tried 
as  many  as  four  of  these  drugs  on  from  twen- 
ty to  fifty  patients  each  for  hay  fever  or  for 
drug  rash,  etc. 

I am  sure  the  theory  of  the  antihistamines 
is  familiar  to  all  of  you.  In  allergic  condi- 
tions, foreign  proteins  such  as  pollen,  drugs, 
etc.,  enter  the  blood  stream  and  cause  produc- 
tion of  antibodies  in  the  individual.  These 
antibodies  release  histamine,  an  amino  acid, 
which  localizes  or  focuses  itself  at  certain 
spots  producing  the  reactions  in  the  body  list- 
ed under  “action”  in  the  outline.  These  re- 
actions are  contraction  of  the  bronchioles, 
body  edemas  due  to  increased  capillary  per- 
meability, vasodilation,  and  stimulation  of 
the  secretory  glands.  These  reactions  mani- 
fest themselves  as  shown  under  “Uses.” 

Antihistamines  are  substances  which  coun- 
teract the  action  of  histamine  by  either  com- 
peting for  the  sit  of  action  or  detaxifying  it  at 
the  site  of  action.  No  antihistamine  is  ideal 
as  yea,  none  safeguards  against  all  symptoms 
of  allery;  and  none  safeguards  all  people 
against  an  yone  reaction.  The  companies  are 
racing  to  find  the  one  which  is  the  best  safe- 
guard with  least  toxicity. 

Like  vitamins,  they  are  being  tried  on  ev- 
erything. If  taken  early,  they  are  supposed  to 
lessen  or  even  avert  the  effects  of  the  com- 
mon cold.  One  report  claimed  Pyribenzamine 
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alleviated  the  symptoms  of  morphine  with- 
drawal. The  theory  was  that  in  anti  mor- 
phine substance  was  built  up  in  the  body 
during  addiction,  an  don  withdrawal  this  sub- 
stance creates  the  craving  and  symptoms. 
Ppribenzamine  supposedly  neutralizes  this 
substance. 

On  comparison,  Pyribenzamine  and  Neoan- 
tergan  were  the  best  for  hay  fever,  with  An- 
tistine  the  least  effective.  Hydryllin  was  65% 
effective  in  asthma  where  others  were  only  as 
much  as  25%.  This  is  a combination  of  Bene- 
dryl  and  aminophyllin  which  is  a C.N.S.  stim- 
ulant to  overcome  the  drowsiness  of  Bene- 
dryl  and  stimulate  the  heart.  Best  for  hives 
and  serum  sickness  was  Neohetramine.  The 
longest  acting  were  Decapryn  and  Trimeton. 
The  percentage  of  patients  who  reacted  to  the 
drug  is  listed  under  tolerance.  The  newer 
drugs  show  less  toxicity  but  are  not  much 
more  effective  than  the  old  drugs  such  as 
Benedryl,  Pyribenzamine,  and  Histadyl. 

Page  seven  includes  some  external  drugs. 
Turacin  is  a powerful  antiseptic  which  is  ef- 
fective against  those  bacteria  which  have 
even  become  resistant  to  Penicillin,  Strepto- 
mycin, and  Sulphathiazole.  It  is  bacteriocidal 
in  dilutions  of  1:50,000.  Daily  application  over 
a month  or  so  may  build  up  a intolerance  or 
sensitivity  to  it.  Neither  is  Chloresium  a new 
drug.  Chlorophyll  preparations  have  been 
looke  don  with  raised  eyebrows  for  some 
time,  but  I found  a report  made  by  a large 
eastern  hospital  who  had  tried  it  out  on  some 
450  patients  and  reached  the  conclusion  that 
it  did  accelerate  healing  in  about  50%  where 
used  on  open  wounds.  I don’t  know  how  ef- 
fective the  toothpaste  is. 

Kwell  is  Benzene  Hexachloride  in  a vanish- 
ing cream  base.  This  is  the  same  ingredient 
sold  in  preparations  for  hog  mange,  lice,  etc. 
It  makes  a very  good  pediculoside,  replacing 
Larkspur. 

Bal  in  Oil  is  a British  Anti  Lewisite  Com- 
pound in  oil.  It  is  an  effective  antidote  to  the 
heavy  metals  arsenic,  mercury,  and  gold,  and 
useful  in  cases  of  poisoning  from  these  met- 
als. These  metals,  particularly  arsenic,  have 
an  affinity  for  the  sulphydril  groups  of  cer- 
tain nucleins  of  the  cell  through  which  the 
cell  carries  on  respiration.  Once  it  attaches 
itself  to  enough  of  these  groups,  the  toxic 
symptoms  of  arsenic  poisoning  is  felt.  Bal 
has  two  free  sulphydril  groups  in  its  molecule 


and  offers  a better  attraction  to  arsenic  than 
the  cells  do.  On  combination,  non-toxic  com- 
pounds are  formed  which  are  then  excreted. 
However,  Bal  itself  is  toxic  and  must  be  used 
with  great  caution. 

Terapterin  and  Diapteric  are  folic  acid 
derivatives  which  in  some  manner  relieve 
pain  in  Cancer  and  may  even  bring  about  re- 
gression of  cancer.  They  have  been  tried  only 
on  advanced  cancer  cases  as  yet  but  Terap- 
terin relieves  pain  in  50%  of  the  cases,  while 
Diapterin  is  effective  in  25%  of  the  cases. 
Two  theories  are  held  as  to  their  action.  They 
may  relieve  the  pain  by  causing  cancer  cells 
to  shrink,  or  they  may  inhibit  formation  of 
nucleic  acid  and  thus  be  metabolic  antagonists 
to  cancer  cells.  In  experiments,  they  protect 
50%  of  the  mice  inocculated  with  certain 
strains  of  poliomyelitis  virus. 

The  second  group  is  the  sulfone  group.  Di- 
asone  destroys  blood  cells  and  is  too  toxic  for 
general  use.  Sulfetrone  and  Promizole  are 
active  against  the  tubercle  bacillus.  To  over- 
come the  tendency  for  bacilli  to  become  re- 
sistant to  Streptomycin,  the  latest  regimen 
for  tuberculosis  is  Streptomycin  for  forty-two 
days,  then  one  of  the  Sulfones  for  two  weeks, 
then  alternating  Streptomycin  with  Sulfones 
thereafter.  They  are  slower  in  killing  the 
bacilli  than  Streptomycin. 

The  Leprosarium  at  Carville,  La.,  due  to 
use  of  Promin  and  Promizole,  turned  out 
more  than  twice  the  number  of  arrested  cases 
of  Leprosy  in  1946  than  was  discharged  on  an 
average  for  the  former  ten  years.  The  num- 
ber of  deaths  was  reduced  by  one  half  that 
for  the  average  of  the  previous  ten  years. 

Kollidon  is  a German  synthetic  substance 
used  in  the  last  war  where  plasma  was  need- 
ed. It  is  very  cheap,  very  stable  even  in 
damp,  humid  climates,  and  non-toxic. 

Calf  Plasma,  when  denatured  by  formalde- 
hyde and  ammonium  hydroxide  and  steriliz- 
ed makes  an  excellent  plasma  substitute.  The 
incidence  of  intolerance  and  homologous  ser- 
um jaundice  is  very  much  reduced  from  that 
of  human  plasma,  and  of  course  there  will  be 
unlimited  quantities. 

Paba  or  para  aminobenzoic  acid  is  an  old 
drug  with  a new  purpose.  It  has  been  found 
to  be  antirickettsial  against  Typhus  Fever 
and  Rock  Mounttain  Spotted  Fever.  It  has 
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side  effects  however,  which  will  probably 
cause  it  to  be  discontinued  in  favor  of  new 
antibiotics  as  soon  as  they  are  available.  It  is 
being  tried  experimentally  on  Rheumatic 
Fever. 

Staticin  has  probably  been  discontinued  al- 
ready with  the  advent  of  the  ninety-six  hour 
penicillin.  It  is  a substance  which  competes 
with  Penicillin  to  be  excreted  by  the  kidneys. 
As  long  as  it  is  present  in  the  body,  which  is 
about  four  hours,  it  is  excreted  instead  of  the 
penicillin  due  to  its  action  on  the  enzymes 
which  force  Penicillin  from  the  blood  stream 
at  the  glomeruli  of  the  kidneys.  It  was  espec- 
ially good  in  Bacterial  Endocarditis.  Its  side 
effects  however  includes  fever,  scarlet  rash, 
increased  capillary  fragility,  and  possible 
luekopenia. 

Hyaluronidase  is  an  enzyme  which  breaks 
down  cell  cement  by  hydrolizing  the  Hyalur- 
onic acid  present,  and  thus  promoting  spread 
of  injected  fluids.  This  increases  the  rates  of 
absorption  and  reduces  the  pain  associated 
with  injecting  large  volumes  of  fluid.  When 
given  with  epinephrine,  it  increases  the  area 
of  the  wheel  about  forty  percent.  It  is  used  in 
nerve  block  anesthesia  to  insure  a fully 
blocked  off  area.  It  is  used  on  dehydrated 
babies  also. 

THE  PUBLIC'S  HEALTH— 

YOUR  FIRST  CONCERN 

Environmental  Cancer 

The  definite  discovery  of  some  factors  in 
the  human  environment  which  causes  cancer 
is  as  a ray  of  light  in  the  darkness  of  cancer 
research.  The  cause  of  less  than  1 percent  of 
all  cancer  is  so  far  known,  and  it  cannot  be 
assumed  that  all  cancer  will  be  found  to  have 
their  causes  in  the  environment;  neverthe- 
less, a beginning  has  been  made. 

The  pharmacis  wll  be  especially  interested, 
for  many  carcinogenic  agents  so  far  idenifled 
are  chemicals  with  which  he  is  familiar.  Oth- 
ers may  concern  the  habits  of  industrial  occu- 
pations of  his  clients.  They  may  come  to  him 
seekng  remedies  for  supposedly  local  condi- 
tions which  in  reality  may  be  symptoms  of 
cancer. 

Execssive  exposure  to  intense  sunlight 
may,  with  some  people,  lead  to  skin  cancer. 


Skin  cancers  are  four  to  five  times  more  fre- 
quent in  Dallas  and  New  Orleans,  for  exam- 
ple, than  in  Pittsburgh  or  Detroit.  Fortunate- 
ly, skin  cancer  gives  early  warning  and  is 
readily  curable — in  its  early  stages.  (See  Ar- 
ticle 9 in  this  series.) 

The  mining,  manufacturing  and  use  of  ra- 
dio-active materials  and  the  use  of  x-ray  ap- 
paratus have  been  known  to  cause  cancer. 
One  of  the  most  famous  discoveries,  made 
years  ago,  was  the  case  of  the  luminous  dial 
painters  in  watch  factories.  Out  of  200  per- 
sons in  that  industry,  a score  have  died  of 
cancer  and  probably  more  will  die. 

Pharmacists  may  wish  to  caution  clients 
who  ask  their  advice.  Indiscriminate  use  of 
x-ray  machines  in  shoe-stores,  for  example, 
may  carry  cancer  hazard  to  the  exposed  tis- 
sues. In  some  cases  the  injudicious  use  of 
x-ray  by  the  medically  untrained  for  removal 
of  hair  has  actually  caused  cancer. 

Medicinal  preparations  containing  arseni- 
cals  and  coal  tar  have  been  known  to  cause 
skin  cancer,  when  used  to  an  excessive  degree 
over  prolonged  periods.  An  abnormally  high 
arsenic  content  in  drinking  water  has  caused 
cancer  of  the  skin  and  of  the  internal  organs. 

Other  proved  carcinogenic  agents  found  in 
the  occupational  environment  include  such 
metallic  compounds  as  chromates  and  nickel 
carbonyl,  and  various  dye  intermediaries.  In 
some  of  the  industries  using  these  compounds 
and  chemicals,  precautionary  steps  have  al- 
ready been  taken.  Certain  dye  plants,  for  in- 
stance, have  been  designed  to  eliminate  the 
worker’s  contact  with  betanaphthylamine. 

In  recent  years  there  has  been  an  apparent 
rapid  increase  on  cancer  of  the  respiratory 
system  among  men.  (See  Articles  2 and  11  in 
this  series.)  The  causes  are  not  definitely 
known,  but  lung  cancer  has  been  caused  un- 
der certain  conditions  by  the  inhaling  of  a 
number  of  industrial  carcinogens,  such  as 
radio-active  ores,  arsenicals,  chromium  com- 
pounds, tar  fumes,  and  nickel  carbonyl. 
Studies  of  the  effects  of  excessive  smoking 
are  so  far  inconclusive. 

Environmental  cancer  is  a subject  that 
holds  potential  tragedy,  because  it  is  essenti- 
ally controllable,  bright  hopes  for  the  future. 
It  deserves  study  not  only  by  scientists  but  by 
management  and  labor,  public  officials,  and, 
in  fact,  the  whole  nation. 
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The  Pharmacists  Responsibility  in  Keeping 

Livestock  Healthy* 

By  Dr.  G.  L.  Campbell 


I suspect  that  animal  health  interest  and 
animal  health  aid  by  the  pharmacist  had 
their  beginning  by  the  repetitious  exper- 
iences not  unlike  the  following:  In  a rural 
community  where  there  was  no  practicing 
veterinarian,  a farmer  came  in  to  see  his 
; pharmacist  in  whom  he  had  a lot  of  con- 
fidence in  respect  to  his  family’s  health  serv- 
ice, and  sought  advice  relative  to  his  sick 
I horse.  The  farmer  stated  that  a neighbor  had 
told  him  that  the  horse  had  colic.  He  inquired 
of  his  friend,  the  pharmacist,  what  colic  in 
his  horse  meant.  Now  this  pharmacist,  while 
thoroughly  trained  in  human  health  service, 
had  not  converted  that  knowledge  into 
animal  health  application.  However,  being 
relatively  informed  and  wanting  to  give  serv- 
ice, he  answered  his  farmer  friend  by  saying 
that  colic  in  the  horse  is  the  rumbling  to  and 
fro  of  the  intestinal  gaseous  contents,  crying 
out  “give  me  liberty  or  give  me  death.” 

! During  1939  the  sale  of  animal  health 
products  in  the  United  States  aggregated 
about  eighty  million  dollars.  However,  dur- 
i ing  the  war  years,  the  government  challenged 
I the  livestockmen  and  the  poultry  raisers  to 
‘ multiply  his  industry  to  meet  the  food  de- 
j mands  of  the  world.  As  a result  there  accrued 
I a tremendous  mortgage  and  health  liability 
j on  the  increased  number  of  livestock  raised. 

The  farmer  had  to  become  more  livestock 
I health  conscious.  He  likewise  had  to  become 
more  self-reliant  in  caring  for  his  animal’s 
ills,  for  sixty-five  hundred  available  vet- 
erinarians could  not  possibly  service  all  of 
the  livestock  nationwide.  That  is  when  the 
pharmacist  of  the  country  particularly  found 
themselves  basically  equipped  to  serve  animal 
kind,  as  well  as  mankind.  As  a result  of  this, 
animal  health  product  sales  now  aggregate 
one  hundred  and  thirty  million  dollars  a year 
in  the  United  States. 

Pharmacy,  in  the  field  of  animal  medicine, 
has  rapidly  progressed  since  the  war.  Five 
years  ago,  your  speaker,  a board  member  of 
the  St.  Louis  College  of  Pharmacy,  was  in- 


strumental in  introducing  the  first  organized 
curricular  course  of  Animal  Health  Pharmacy 
in  that  school,  and  has  taught  the  course  each 
year  since  that  date.  Such  curricular  courses, 
as  well  as  graduate  courses  have  been  in- 
stituted in  six  other  colleges.  Another  ‘one 
week’  graduate  course  in  Animal  Health 
Pharmacy  for  the  practicing  pharmacists  will 
be  conducted  at  the  St.  Louis  College  this 
October  and  I cordially  invite  all  pharmacists 
in  this  state,  who  are  interested,  to  enroll. 

Animal  Health  Pharmacy,  as  the  college 
course,  is  based  on  the  five  requirements  of 
successful  livestock  raising: 

1.  Foundation  strains  — or  the  very  best 
strains  for  breeding  stock  so  the  off-spring 
will  be  of  the  best.  Genetics  should  be  con- 
sidered here,  as  it  might  reduce  the  loss 
greatly  in  the  new  born  or  young. 

2.  Sanitation  — Sanitation  on  the  farm 
greatly  reduces  loss  due  to  diseases  and  in- 
fection. 

3.  Proper  nutrition  program. 

4.  Care  of  the  young. 

5.  Biological  products  for  prevention  of 
disease. 

I just  wanted  to  dwell  a little  on  these  re- 
quirements so  you  might  get  aquainted  with, 
not  only  what  I am  going  to  give,  but  it  also 
might  give  a preview  to  the  address  that  Dr. 
Carpenter  will  give.  I am  happy  to  see  that 
he  is  on  the  program  because  he  has  been  a 
hard  worker  in  the  course  of  animal  phar- 
macy. 

I have  brought  out  the  two  points  on 
Breeds  and  Breeding.  Sanitation  is  also  im- 
portant. The  Pharmacist  can  help  a great  deal 
in  knowing  what  disinfectant  to  suggest  to 
his  customers,  in  order  to  prevent  disease 
and  infection. 

It  has  been  found  that  nutriments  in  the 
soil  has  much  to  do  in  the  raising  of  good  live- 
stock. In  various  parts  of  our  country  there 
is  a decided  shortage  of  certain  nutriments 

* Presented  at  the  Annual  Meeting  of  the  South 
Dakota  Pharmaceutical  Association,  June  1949. 
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in  the  soil,  and  they  must  be  supplied  through 
some  other  source.  An  example  of  this  is 
Iodine.  We  find  that  particularly  in  the  Great 
Lake  Region  and  Rocky  Mountain  Region  — 
and  right  in  this  section  of  the  country  — 
there  is  a definite  shortage  of  Iodine  in  the 
soil.  Every  state  should  have  a Soil  Analyti- 
cal Laboratory,  whereby  it  would  be  possible 
to  ascertain  what  nutriments  a soil  from  a 
particular  part  of  the  country  contained. 

In  the  past  several  years,  serum  and 
vaccine  therapy  have  been  used  successfully 
in  the  care  of  the  new  born  and  young  cattle. 
In  combating  such  bacterial  diseases  as 
Brucellosis,  Mastitis,  Black-leg,  Cholera,  En- 
cephalitis, the  sulfanilamides  and  antibiotics 
are  used.  In  virus  infections,  aeromycin  has 
proven  very  successful. 

In  conclusion,  I wish  to  call  your  attention 
to  the  organization  of  the  Animal  Health 
Pharmacy  Association  which  had  its  incor- 
poration in  St.  Louis  of  March  of  this  year. 
It  comprises  in  membership  and  operation 
the  five  groups  of  pharmacy: 

1.  Practicing  pharmacists 

2.  Educators  — Colleges 

3.  Editors  of  Pharmaceutical  Journals 

4.  Veterinary  Product  Manufacturers 

5.  Wholesaler 

The  purpose  of  the  organization  is  to  associate 
all  pharmacists  that  are  interested  in  animal 
health;  and  to  promote  graduate  courses  in 
animal  health  pharmacy;  also  to  provide  the 
members  with  monthly  releases  pertinent  to 
animal  health.  This  endeavor  will  be  con- 
tributed to  by  the  member  firms,  the  manu- 
facturer and  wholesaler,  and  the  colleges  — 
and  publishers.  I trust  that  you  might  be- 
come interested  and  join  this  association  for 
its  worthy  cause. 

Agriculture  and  livestock  are  the  backbone 
of  this  country.  By  serving  these  industrial 
mediums  you  keep  the  dollars  rolling.  The 
lush  years  have  gone  when  you  could  sell 
anything.  Many  of  your  non-professional 
items  then  are  being  encroached  on  now.  I 
urge  you  to  get  into  the  animal  health  phar- 
macy field  to  stabilize  your  business  and  to 
stabilize  agriculture. 


R.  C.  PHARMACISTS 
ORGANIZE  SOCIETY 


Wednesday,  July  20th,  1949  the  registered 
pharmacists  of  Rapid  City,  South  Dakota  met 
and  organized  the  Rapid  City  Pharmaceutical 
Society.  Ideas  for  organizing  the  registered 
pharmacists  had  long  been  mentioned  but 
never  acted  upon.  This  is  an  important  step 
towards  closer  and  more  unified  association 
between  and  among  the  local  pharmacists. 
It  will  give  all  concerned  a much  more  satis- 
factory chance  to  represent  themselves,  to 
work  and  cooperate  with  the  Medical  As- 
sociation. 

Pharmacists  responded  and  turned  out  for 
the  initial  meeting  one  hundred  per  cent. 
Officers  elected  were:  Maurice  Francis,  Presi- 
dent; Leon  Hobart,  Vice-President;  M.  C. 
Beckers,  Secretary  and  Esther  Mallery,  Treas- 
urer. 

Officers  having  been  elected,  committees 
were  appointed  and  tentative  plans  by-laws, 
future  meetings,  etc.  were  discussed  and 
formulated.  It  is  planned  that  at  future  meet- 
ings entertainment  of  varying  nature  will  be 
furnished,  among  which  is  hoped  will  be 
movies  pertaining  to  recent  developments 
along  pharmaceutical  and  medicinal  lines. 

Truly,  we  can’t  held  being  enthusiatic  over 
our  newly  organized  group,  and  we  hope  to 
keep  you  posted  on  the  new  society’s  pro- 
gress and  accomplishments. 


Maurice  Francis 
Leon  Hobart 
M.  C.  Beckers 
Esther  Mallery 
D.  C.  Hobart 
O.  C.  Petersen 
Les  Olson 
L.  C.  Paulson 
Luella  Stubbe 
Gwen  Miller 
Nina  Lund 
Vic  Stolberg 


MEMBERS 

Andrew  Olson 
Welles  EerNisse 
Jean  Lampe 
H.  W.  Mills 
George  Lehr 
Ross  Plymell 
J.  Fendrich 
Kendall  EerNisse 
Cliff  Wooderick 
Fred  Eickhoff 
J.  O.  Foote 
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Surgical  Treatment  of  Malignant  Skin  Lesions* 

John  V.  Goode,  M.D. 

Southwestern  Medical  College,  Dallas,  Texas 


No  attempt  will  be  made  in  this  paper  to 
present  statistical  data  concerning  malignant 
skin  lesions,  since  excellent  reports  of  this 
nature  have  appeared  in  the  last  few 
years.  ^ • 2 The  general  principles  which  have 
proved  to  be  most  successful  in  the  manage- 
ment of  malignant  skin  lesions  will  be  dis- 
cussed, with  the  realization  that  there  may 
not  be  unanimous  agreement  with  these  prin- 
ciples. The  opinions  expressed  here  have 
been  formed  during  fifteen  years’  service  in 
various  tumor  clinics  located  in  Dallas,  Texas, 
where,  due  to  hot  dry  winds  and  many  months 
of  brilliant  sun  light,  skin  cancers  are  very 
commonly  encountered.  Another  factor  that 
may  play  a part  in  causing  the  high  incidence 
of  skin  cancer  in  Texas  is  the  large  number 
of  people-  there  who  handle  crude  oil.  It  is 
quite  possible  that  the  combination  of  crude 
oil  on  the  exposed  surfaces  and  the  intense 
sun  light  results  in  an  unusually  carcinogenic 
combination. 

Either  before  operation  or  during  an  opera- 
tion the  surgeon  must  decide  whether  he  is 
going  to  attempt  to  cure  his  patient  or 
whether  he  is  operating  as  a palliative  pro- 
cedure. If  the  operation  is  for  palliation,  the 
surgeon  should  use  the  simplest  procedure 
that  will  bring  about  the  desired  results,  re- 
alizing, however  that  at  times  amputation  of 
an  extremity  may  be  indicated  for  palliation. 
Since  most  palliative  operations  are  for  the 
relief  of  pain,  an  operation  should  cease  when 
the  painful  area  has  been  removed.  There  is 
no  excuse  for  taking  a few  lymph  nodes  out 
when  one  is  operating  to  remove  an  ulcera- 
ting lesion  or  excise  a painful  radiation 
necrosis.  Such  meddlesome  surgery  adds 
nothing  to  the  survival  rate  and  often  in- 
creases the  postoperative  suffering.  On  the 
other  hand,  if  the  operation  is  an  attempt  to 
cure  the  patient  of  cancer,  the  end  justifies 
the  means,  and  the  operation  should  be  just 
as  radical  as  necessary  to  remove  every  living 
cancer  cell. 

The  term  “recurrence”  is  a useful  one,  but 


it  should  be  remembered  that  when  a cancer 
appears  in  the  scar  made  for  its  removal,  this 
cancer  had  never  been  completely  removed. 
There  is  no  use  hiding  this  fact  behind  the 
term  recurrence,  which  suggests  vaguely  that 
the  tumor  came  back,  when  in  reality  it  never 
was  removed.  The  “recurrence”  represents  a 
continuation  of  growth  of  the  incompletely 
removed  primary  tumor.  The  first  attack  on 
a malignant  growth  offers  the  most  favorable 
opportunity  for  the  cure  of  the  disease.  This 
is  true  whether  the  attack  is  made  by  surgical 
removal  or  by  radiation  therapy.  There 
should  be  no  place  for  a timid  or  friendly 
attitude  toward  a cancer.  Removal  of  a 
growth  with  a modest  margin  of  safety  at  the 
first  attack  but  with  a determination  to  do  a 
more  radical  operation  if  its  recurs  is  all 
wrong!  The  same  could  be  said  for  the  prac- 
tice of  giving  a “little  X-ray  treatment”  to 
“heal”  a skin  cancer.  The  place  for  curative 
surgical  or  radiation  therapy  in  the  manage- 
ment of  a cancer  is  at  the  first  attack  on  it, 
and  not  as  a last  resort  after  one  or  more 
half-hearted  attempts  at  removal  of  the 
growth.  Each  partial  removal  of  a cancer  not 
only  fails  to  cure  the  disease  but  greatly  in- 
creases the  danger  to  the  patient  in  several 
ways.  The  cut  lymphatic  vessels  and  blood 
vessels  may  have  tumor  cells  squeezed  into 
them  during  the  manipulation  of  the  growth. 
It  is  possible  that  the  inflammatory  process 
which  accompanies  healing  of  a wound  may 
favor  spread  of  the  tumor,  and  it  is  certain 
that  if  infection  develops  in  the  wound,  tumor 
spread  is  favored.  Also,  if  primary  healing 
takes  place  after  incomplete  removal  of  a 
cancer,  the  remaining  tumor  cells  are  caught 
in  scar  tissue.  This  scar  makes  the  residual 
cancer  difficult  to  detect,  with  the  result  that 
the  second  operation  is  even  more  likely  to 
be  incomplete  than  was  the  first  operation.  In 
a similar  fashion,  a persistence  of  cancer  in 
the  scarring  that  follows  unsuccessful  radia- 

* Presented  at  the  Cancer  Symposium,  Sioux 
Falls,  South  Dakota,  October  1948. 
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tion  therapy  is  more  difficult  to  treat  than  the 
primary  growth.  Such  tumor  cells  seem  to 
have  become  radiation-resistant.  Also,  the 
surrounding  tissues  are  less  viable  than  nor- 
mal so  that  they  stand  additional  radiation 
therapy  or  surgical  procedures  poorly.  From 
the  above  remarks,  it  seems  quite  obvious 
that  curative  treatment  of  cancer  anywhere 
should  be  an  all-out,  all-or-none  procedure, 
attempting  to  destroy  or  to  remove  every  liv- 
ing cancer  cell  at  the  first  attack,  whether 
this  be  made  by  radiation  therapy  or  by  some 
surgical  procedure. 

The  diagnosis  of  a skin  cancer  usually 
offers  very  little  difficulty.  At  times,  how- 
ever, it  becomes  necessary  to  remove  one  or 
more  portions  of  a suspicious  lesion  for 
biopsy.  There  is  no  disgrace  attached  to  the 
removal  of  a margin  of  a chronic  ulcer  for 
microscopic  examination.  In  fact,  one  way  to 
judge  the  excellence  of  a tumor  clinic  would 
be  to  check  its  percentage  of  biopsy  reports. 
Grave  suspicion  should  be  directed  toward 
any  clinic  that  is  so  infallible  it  rarely  resorts 
to  biopsy  examination  of  its  tumors.  Any 
ulcer  that  fails  to  heal  after  reasonable  care 
should  have  a portion  of  its  margin  with  the 
adjoining  normal  tissue  removed  for  micro- 
scopic examination.  If  the  first  specimen  is 
inconclusive  or  if  it  does  not  agree  with  the 
clinical  findings,  repreated  specimens  should 
be  taken  for  biopsy.  This  can  be  done  as  an 
office  procedure  with  the  bleeding  controlled 
by  electrical  coagulation  or  fulguration  or 
even  by  an  application  of  silver  nitrate  stick 
to  the  small  operative  wound. 

As  in  all  forms  of  cancer  therapy,  preven- 
tion of  the  development  of  the  full-blown 
skin  lesion  is  highly  desirable.  This  preven- 
tion is  accomplished  by  warning  the  public 
against  those  agents  that  lead  to  skin  cancer 
formation.  These  include  exposure  to  sun 
light,  wind,  arsenicals,  and  prolonged  or  re- 
peated radiation  exposures.  Other  preventa- 
tive measures  include  the  removal  of  pre- 
cancerous  keratoses,  chronic  ulcers  and 
sinuses  and  burn  scars.  Burn  scars  may  give 
rise  to  a particularly  dangerous  form  of 
squamous  cell  carcinoma.  It  seems  to  develop 
fifteen  or  twenty  years  after  the  burn,  but 
since  children  are  often  burn  victims  the  can- 
cer may  be  found  in  patients  only  twenty  or 
thirty  years  of  age.  Keloid  scars  at  points  of 
flexion  where  there  is  tension  and  cracking 


of  the  scar  should  be  excised  and  grafted  be- 
fore cancer  develops.  Skin  cancers,  both  basal 
cell  and  squamous  cell  types,  can  be  cured 
either  by  complete  surgical  removal  of  the 
tumor  or  by  complete  destruction  of  the 
growth  by  radiation  therapy.  With  small 
growths  or  in  areas  where  there  is  abundant 
loose  skin  it  makes  little  difference  which  of 
these  methods  of  attack  is  chosen  to  eradicate 
the  growth.  However,  in  certain  areas,  as  the 
face  or  Hps,  where  there  is  no  excess  of  skin, 
radiation  therapy  is  the  method  of  choice,  be- 
cause radiation  therapy  kills  the  more  vul- 
nerable cancer  cells  and  cdnserves  the  normal 
tissues.  Skin  cancers  of  the  ears  and  nose 
should  be  removed  surgically  because  the 
underlying  cartilage  stands  intensive  radia- 
tion poorly.  Similarly,  it  is  dangerous  to 
radiate  intensively  skin  cancers  of  the  hands 
and  feet  since  there  is  no  fat  there  between 
the  skin  and  the  underlying  tendons  and 
joints.  While  such  cancers  may  be  cured  by 
radiation  therapy,  the  resulting  necrosis  and 
scarring  is  likely  to  interfere  with  function 
of  the  hand  or  foot.  Excision  of  the  growth  on 
the  hand  or  foot  if  it  is  movable,  and  amputa- 
tion of  part  or  all  of  the  hand  or  foot  if  the 
lesion  is  fixed  is  the  method  of  choice  for  skin 
cancer  of  the  hand  or  foot.  After  an  area  has 
been  intensively  irradiated,  further  radiation 
is  dangerous,  and  if  a tumor  continues  to 
grow  in  such  an  area  it  should  be  removed 
surgically.  Following  this  procedure  further 
X-ray  therapy  can  be  given  if  necessary. 

Since  large  basal  cell  cancers  may  show 
areas  of  squamous  cell  carcinoma  in  one  or 
more  areas  of  the  margin,  it  is  advisable  to 
watch  carefully  the  lymph  nodes  draining 
areas  involved  by  skin  cancer,  regardless  of 
the  cell  type  reported  by  the  pathologist. 
Enlargement  of  lymph  nodes  due  to  the  in- 
fection that  accompanies  ulcerating  lesions 
should  recede  within  four  to  six  weeks.  If  ■ 
regional  lymph  nodes  enlarge  or  persist  as 
hard  structures  after  this  time  interval,  they 
should  be  removed  as  thoroughly  as  one  ■ 
cleans  out  the  axilla  for  cancer  of  the  breast.  ^ 
When  femoral  lymph  nodes  are  to  be  re-  i 
moved,  the  inguinal  and  iliac  nodes  should  | 
also  be  removed.  The  popliteal  nodes  are  j 
rarely  involved.  i 

There  is  no  worse  death  than  that  due  to  I 
ulceration  of  a cancer  into  large  superficial  ■! 
blood  vessels  such  as  the  axillary  or  femoral  - 
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vessels.  The  pain  associated  with  attempts 
at  control  of  hemorrhage  from  these  vessels 
is  almost  unbearable.  Packing  the  bleeding 
area  is  useless  and  deep  sutures  rarely  hold. 
For  these  reasons  palliative  surgical  removal 
of  breaking  down  lymph  nodes  near  large 
vessels  is  desirable,  even  if  more  radical  pro- 
cedures cannot  be  justified.  The  author  is 
entirely  in  accord  with  Pack’s^'  ^ suggestion 
that  interscapulo-thoracic  amputation  of  the 
upper  extremity  and  disarticulation  or 
hemipelvectomy  for  the  lower  extremity  at 
times  may  be  the  procedure  of  choice  for 
palliation  of  advanced  cancer  of  the  extrem- 
ities. This  is  particularly  true  if  the  cancer 
is  one  of  many  recurrences  over  several  years 
without  widespread  dissemination. 

The  early  diagnosis  of  malignancy  in  a 
melanoma'  may  be  very  difficult.  In  fact,  at 
times  even  after  microscopic  examination  of 
a melanoma  there  is  some  doubt  as  to  whether 
or  not  it  shows  the  anaplastic  changes  that 
mean  it  will  metastasize.  This  difficulty  of 
prognosis  is  particularly  evident  in  the  group 
of  prepubertal  melanomas.  For  this  reason 
and  also  because  the  treatment  of  a well  de- 
veloped malignant  melanoma  is  so  unsatis- 
factory, the  best  attack  on  this  lesion  is  to  re- 
move suspicious  benign  melanomas  before 
they  become  malignant.  Any  melanoma  that 
is  found  on  the  sole  of  the  foot,  under  finger 
or  toe  nails,  about  the  vulva,  or  in  a place 
that  is  constantly  irritated  or  traumatized 
should  be  removed.  The  perfectly  flat, 
subepithelial  blue-black  moles  are  to  be  re- 
garded with  more  suspicion  than  the  brown 
hairy  ones.  Also,  any  melanoma  that  in- 
creases rapidly  in  size,  becomes  darker  pig- 
mented, or  begins  to  weep  or  ooze  and  form 
a crust  should  be  removed  as  suspicious. 
When  small  pigmented  spots  develop  in  the 
skin  near  an  enlarging  melanoma  it  is  prob- 
able that  these  are  metastases.  Such  a 
melanoma  has  already  become  malignant,  and 
excision  should  be  much  more  radical  than 
that  employed  for  the  removal  of  a benign 
melanoma.  However,  since  even  benign  mel- 
anomas have  no  capsule,  they  should  be  re- 
moved with  a generous  amount  of  underlying 
fat  in  order  that  all  the  cords  of  melanoma 
cells  will  be  removed.  Such  deep  excision 
actually  makes  closure  easier,  but  more  im- 
portant, it  prevents  leaving  melanoma  cells 
trapped  in  scar  tissue  where  they  will  be 


squeezed  by  the  contraction  of  such  scar 
tissue.  It  is  possible  that  such  squeezing  may 
so  alter  melanoma  cells  that  they  become 
malignant  if  they  were  not  malignant  at  the 
time  of  the  incomplete  operation.  About 
half  of  malignant  melanoma  cases  tell  of  hav- 
ing had  a pre-existing  mole,  and  many  of 
these  relate  that  the  mole  was  “burned  off” 
or  “scraped  off”  or  “clipped  off”  several  years 
before  the  now  malignant  melanoma  ap- 
peared in  the  resulting  scar.  In  these  cases  it 
is  most  unlikely  that  the  growth  was  malig- 
nant from  the  start.  If  it  had  been  com- 
pletely removed  or  not  touched,  the  chances 
are  great  that  a malignant  melanoma  would 
not  have  developed  at  that  location. 

Since  malignant  melanoma  cells  are  quite 
resistant  to  radiation  therapy,  curative  treat- 
ment of  this  lesion  must  be  its  complete  sur- 
gical removal  with  a large  zone  of  skin  and  a 
still  larger  zone  of  subcutaneous  tissue  and 
underlying  fascia.  Whenever  possible  the 
lymph  nodes  draining  the  affected  area 
should  be  removed  with  the  intervening 
lymph  vessels  all  in  one  block.  Unfortunately, 
at  times  this  dissection  in  continuity  is  im- 
practical because  either  the  primary  growth 
is  so  far  from  the  draining  lymph  nodes  (toe 
to  groin)  or  it  may  be  impossible  to  predict 
which  path  the  spread  may  take;  for  example, 
a growth  near  the  midline  of  the  abdomen 
may  spread  to  either  groin  or  either  axilla 
and  growths  near  the  scapula  may  spread  to 
the  corresponding  axilla  or  base  of  the  neck. 
These  cases  present  the  most  difficult  problem 
of  all.  To  advise  amputation  of  an  extremity 
is  a very  serious  matter  at  best,  becoming  a 
tragedy  if  carried  out  unnecessarily.  All  sur- 
geons remember  one  or  two  cases  of  malig- 
nant melanoma  that  have  remained  local  for 
several  years  after  repeated  incomplete  re- 
movals. The  memory  of  these  few  cases, 
usually  in  quite  young  individuals,  keeps  the 
hope  alive  that  perhaps  amputation  can  be 
avoided  in  each  succeeding  case.  This  writer’s 
experience  does  not  justify  such  an  optimistic 
attitude. 

There  is  most  urgent  need  for  a method  or 
technique  of  recognizing  the  less  malignant 
forms  of  melanoma  so  that  unnecessary 
mutilation  can  be  avoided.  At  present  the 
careful  analysis  of  Pack^  indicates  that  his 
results  improve  as  his  operative  attack  be- 
comes more  radical.  He  now  advises  amputa- 
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tion  of  an  extremity  for  early  malignant 
melanoma  if  excision  in  continuity  of  the 
growth,  lymphatic  vessels  and  draining 
lymph  nodes  can  not  be  carried  out  in  one 
block.  He  also  advises  the  employment  of  a 
more  radical  amputation,  namely,  inter- 
scapulo-thoracic  amputation  for  the  upper 
extremity  and  disarticulation  of  the  hip  or 
hemipelvectomy  for  the  lower  extremity.  It 
is  significant  that  he  is  able  to  report  18.7  per- 
cent three-year  and  15.6  percent  five-year 
salvage  of  patients  with  melanoma  metastatic 
to  regional  lymph  nodes.  These  results  show 
that  the  disease  is  not  always  a fatal  one  even 
after  the  regional  nodes  are  involved,  but 
these  results  are  obtained  only  by  adopting  a 
very  radical  attitude  toward  the  disease. 
While  surgeons  may  object  to  the  idea  of  re- 
moving an  extremity  as  soon  as  the  diagnosis 
of  malignant  melanoma  is  made,  they  should 
have  much  less  objection  to  the  removal  of 
an  extremity  for  either  a local  recurrence  or 
a metastasis  to  the  regional  nodes.  This  is  a 
compromise  that  the  author  is  at  present  fear- 
fully advocating,  realizing  that  the  compro- 
mise may  lead  to  results  worse  than  the  loss 
of  an  extremity. 

SUMMARY 

A plea  has  been  made  for  early  accurate 
diagnosis  of  skin  cancer,  by  biopsy  if  neces- 
sary, and  its  treatment  by  early  radical  sur- 
gical or  radiation  therapy.  The  first  attack 
offers  the  best  opportunity  for  the  sure  of  any 
cancer.  Excision  of  a malignant  melanoma 
should  always  include  the  regional  lymph 
nodes  and  the  intervening  lymphatics.  Where 
this  is  impossible  without  amputation  of  an 
extremity,  such  an  amputation  must  be  con- 
sidered most  carefully. 
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GULLIBLE'S  TRAVELS 

August  27  — Drove  to  Huron  with  K.  J. 
Campbell,  president  of  the  South  Dakota 
Mental  Health  Association  to  attend  a con- 
ference of  health  agencies  on  the  subject  of 
radio  broadcasts  on  University  station  KUSD. 
Two  hour  meeting  lasted  all  day  at  Marvin 
Hughitt  Hotel  and  ended  with  a decision  to 
cooperate  in  a series  of  broadcasts. 

Home  for  several  days  and  then  off  to 
Huron  again,  this  time  with  Dale  Whitcomb 
to  set  up  an  exhibit  on  our  insurance  plan  and 
educational  material  at  the  State  Fair.  Dave 
Johnson  from  St.  Paul  Mercury  assisted. 
After  setting  up  the  display  on  Sept.  4th  I 
left  for  Deadwood  where  for  the  next  week  I 
was  employed  by  Uncle  Sam  as  a member  of 
the  Federal  Grand  Jury.  Gained  much  know- 
ledge of  Indian  lore  — mostly  sordid. 

Drove  to  Rapid  City  after  jury  duty  and 
talked  to  a fine  gathering  at  the  Business  and 
Professional  Women’s  Club  on  Tuesday 
Sept.  13.  Dr.  Frieda  Radusch  made  the  in- 
troductions. 

Left  Rapid  City  after  the  talk  and  drove 
home  overnight. 

Spent  the  rest  of  the  week  in  the  office  and 
then  on  Saturday  rode  in  the  luxury  of 
Dr.  L.  J.  Pankows'  Oldsmobile  to  Huron  to 
attend  a committee  meeting  on  Medical 
School  Affairs,  Saturday  Sept.  17th.  Took 
along  office  secretary  Helen  Sundstrom  who 
kept  track  of  the  meeting  notes. 

The  next  day  was  spent  at  the  Council 
meeting  which  is  reported  elsewhere  in  this 
issue. 

September  22  — Drove  to  Mitchell  to 
measure  the  Auditorium  at  the  Masonic 
Temple  to  plan  exhibit  space.  Returned  to 
Sioux  Falls  to  draw  spaces  for  thirty-five 
exhibitors.  Now  comes  the  task  of  selling  the 
space. 


POSITIONS  AVAILABLE 

General  practicioner  to  associate  with  two  doc- 
tors in  Lemmon,  South  Dakota.  Excellent  financial 
arrangements.  Write  Journal  (A-11) 

^ * 

Internist  for  clinic  group  in  city  of  5,000.  Ex- 
cellent hospital.  Salary  for  the  first  year.  Other 
arrangements  later.  Write  Journal  (B-1) 

* * 

Internist  for  group  in  city  of  12,000.  Write  Jour- 
nal (B-2) 

* * *. 

Internist,  pediatrician,  E.  E.  N.  T.,  for  city  of 
12,000.  Excellent  prospects.  Write  Journal  (B-3) 
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CUFF  NOTES 

Edited  by 

D.  H.  Manning,  M.D.,  Sioux  Falls,  S.  D. 


Chronic  Ulcerative  Colitis 

Ulcerative  colitis  is  primarily  a medical 
problem  and  remains  so  in  approximately  60 
percent  of  cases. 

Medical  management  must  be  comprehen- 
sive and  thorough  with  special  attention  to 
both  nutritional  requirements  and  under- 
lying emotional  factors. 

The  tendency  to  withhold  the  benefits  of 
surgery  until  the  situation  is  desperate  can- 
not be  too  strongly  condemmed. 

Ileostomy  does  not  cure  ulcerative  colitis. 
Perforation  and  severe  hemorrhage  have 
occurred  weeks,  or  months  after  ileostomy. 
Cases  cured  by  early  ileostomy  would  cer- 
tainly have  responded  to  bed  rest,  high  pro- 
tein feedings  and  maintenance  of  moral. 

Ileostomy  should  be  regarded  as  the  first 
step  leading  to  colectomy.  Colectomy  should 
be  proceeded  with  as  soon  after  ileostomy  as 
feasible  where  malignancy  is  suspected  or 
proven,  or  in  the  presence  of  polyposis  or  per- 
sistant free  discharge  of  pus  and  blood.  Other- 
wise colectomy  may  be  postponed  for  6 to  12 
months. 

The  victims  of  this  malady  deserve  earlier 
comprehensive  medical  management  and 
somewhat  earlier  surgical  intervention  if 
chronic  invalidism,  high  operative  mortality, 
or  even  the  incidence  of  malignancy  are  to  be 
materially  reduced. 

P.  PI.  T.  Thorlakson,  M.D.  Winnipeg, 
Canada  in  the  Journal  of  the  International 
College  of  Surgeons,  Aug.,  1949. 

^ ^ ’4: 

Aureomycia  in  Syphilis 

Aureomycin  has  been  shown  to  have  a satis- 
factory therapeutic  effect  on  patients  with 
early  syphilis,  and  those  with  late  skin 
syphilis.  The  results  in  neurosyphilis  are  less 
pronounced  but  are  encouraging. 

Reactions  consist  of  nausea,  vomiting  and 
diarrhea. 

Paul  A.  O’Leary,  M.D.  in  “Treatment  of 
Syphilis  of  Oral  Use  of  Aureomycin.”  J..Okla. 
Med.  Ass’n.  42:315-319  August  1949. 


Acute  Porphyria 

Acute  porphyria  should  be  considered  in 
the  differential  diagnosis  of  any  case  of  un- 
usual abdominal  complaints,  or  of  symptoms 
referable  to  the  central  nervous  system,  par- 
ticularly when  these  occur  together.  If  the 
possibility  is  kept  in  mind,  it  is  probable  that 
many  more  cases  will  be  recognized  than 
have  been  in  the  past. 

Joseph  M.  Hayman,  Jr.,  M.D.  in  “Porphy- 
ria” in  O.  St.  Med.  J.  45:800-805  Aug.  1949. 

* * 

Farm  Accidents 

During  the  first  4 months  of  1948  over  a 
quarter  of  a million  people  who  were  living 
on  farms  were  injured  seriously  enough  to 
lose  at  least  one  days  time  from  their  regular 
activities.  The  cost  of  medical,  dental,  and 
hospital  care  exceeded  11  million  dollars,  and 
the  total  time  lost  was  over  6 million  man 
days  excluding  time  lost  by  fatally  injured  or 
permantly  and  totally  disabled.  Thos.  G. 
Robinson;  Am.  Jl.  Public  Health  Aug.  1949. 

* * * 

Gleanings 

Three  quarters  of  all  babies  born  last  year 
will  live  to  the  age  of  60  and  one  half  will  be 
alive  at  the  age  of  72  even  if  there  is  no 

further  improvement  in  mortality. 

* * * 

Value  of  Early  Recognition  and  Early 
Therapy  in  Cerebral  Palsy 

Cerebral  palsy  is  widespread,  there  are  7 
born  each  year  per  100,000  population.  Of 
these  seven,  1 will  die  in  infancy  and  2 will 
be  feebleminded,  leaving  4 who  are  treatable 
or  educable.  Of  these  four  1 will  be  severe, 
2 will  be  moderate  and  1 mild.  The  physician 
should  see  that  the  children  with  this  con- 
dition are  directed  to  a center  where  they 
can  be  given  the  proper  therapy,  the  proper 
education  and  instruction.  These  children  do 
not  do  automatically  those  things  which  they 
should  do,  but  they  can  be  taught  a different 
type  of  muscle  control  by  early  training  in 
good  patterns  of  behavior  before  bad  habits 
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are  established.  Margaret  Watkins;  Jl.  Am. 
Med.  Womens  Ass’n.  Feb.  1949. 

* ❖ ❖ 

The  Significance  of  an  Ulcerating  Lesion  in 
the  Stomach 

After  Gastro-enterostomy 

27'/  of  gastric  lesions  after  gastro-entepos- 
tomy  for  duodenal  ulcer  are  carcinomas.  54% 
of  gastric  lesion  after  gastro-enterostomy  for 
gastric  ulcer  are  malignant. 

H.  K.  Gray  and  K.  A.  Lofgren;  Proc.  Staff 
Meeting,  Mayo  Clinic,  Oct.  1948. 

^ 

Acute  Pancreatitis 

Treatment  should  be  conservative:  (1)  Re- 
lief of  pain — Morphine  should  be  avoided  be- 
cause of  its  possible  vagotoxic  action.  Dem- 
erol is  the  analgesic  of  choice.  (2)  Treatment 
of  shock  and  dehydration  by  plasma,  blood 
transfusion,  and  I V glucose  solutions.  (3) 
Avoid  hormonal  stimulation  by  continuous 
Wangensteen  suction  to  prevent  HCl  from 
reaching  the  duodenum.  (4)  Avoid  nervous 
stimulation  of  the  pancreas  by  withholding 
vagus  stimulating  drugs.  Atropine  gr.  1/75 
to  1/150  every  4 hours  is  beneficial.  Calcium 
gluconate  may  be  given  if  hypocalemia  is 
present. 

H.  L.  Bockus  and  E.  C.  Raffensberger;  N.  Y. 

State  Jl.  of  Med.  Oct.  1948. 

^ 

Treatment  of  Syphilis  of  the  Central  Nervous 
System  with  Penicillin 

Doses  of  less  than  4 million  units  of  peni- 
cillin are  unsatisfactory  in  the  treatment  of 
neurosyphilis.  Early  asymptomatic  neuro- 
syphilis and  acute  syphilitic  meningitis  re- 
spond best  to  penicillin.  It  is  least  effective  in 
patients  with  meningovascular  syphilis, 
dementia  paralytica,  tabes  or  optic  atrophy. 

Albert  Heyman;  Am.  Jl.  Med.  Sc.  June  1947. 

H:  ^ ^ 

Significance  of  Bronchiectasis 

The  enlargement  of  the  bronchi  is  not  the 
significant  aspect  of  the  disease  bronchiec- 
tasis. Of  greater  importance  is  the  loss  of 
cleansing  mechanism  of  the  bronchi  leading 
to  the  retention  of  infection,  mucus  and 
foreign  matter.  Retention  causes  progression 
of  the  disease,  toxic  absorption,  recurring 
pneumonitis,  and  many  other  complications. 

Treatment  is  directed  especially  toward 
providing  drainage  constantly,  supplemented 
by  chemotherapy  and  all  supportive  meas- 


ures which  will  increase  the  resistance  of  the 
patient.  Where  resection  of  all  lobes  or  seg- 
ments of  lung  is  feasible,  it  offers  permanent 
cure  of  the  disease. 

Duane  Carr;  et.  al.  Disease  of  the  Chest 
Aug.  1949. 

:j:  * :i: 

Colonic  Irrigation 

Contra-inlications:  (1)  loose  sphincter  (2) 
Painful  hemorrhoids  or  fistula  (3)  debilitate 
patients  (4  Numerous  polyi  (5)  tuberculosis 
(6)  rectal  infections  (7)  painful  skin  lesions 
around  anal  opening  (8)  massive  carcinoma 
or  other  malignant  tumors  (9)  severe  diverti- 
culitis. 

Indications:  (1)  cleansing  including  re- 
moval of  fecal  impaction  (2)  diagnosis  to  aid 
in  making  a better  rectal  exam,  and  better 
X-Ray  studies.  (3)  corrective  therapy  in 
atonic  or  hypertonic  colons. 

C.  O.  Mollander;  Arch,  of  Physical  Medicine 
Aug.  1949. 

* * 

Intussusception  in  Childhood 

The  optimum  treatment  of  untussusception 
is  by  surgical  reduction  of  the  intussusception 
after  rapid,  but  important,  preoperative  pre- 
paration. Resection  may  be  necessary.  The 
mortality  rate  has  been  reduced  to  2.7%. 

R.  E.  Gross  and  P.  F.  Ware;  New  Eng.  Jl. 
Med.  Oct.  1948. 


7th  DISTRICT  MEETS 
AT  V.  A.  HOSPITAL 

Over  100  doctors  attended  the  dinner  meet- 
ing of  the  7th  District  Medical  Society  which 
was  held  at  the  V.  A.  Hospital  Tuesday 
October  4th. 

Paul  Dickensheets  of  the  Veteran’s  Ad- 
ministration opened  the  evening  by  welcom- 
ing the  physicians  to  the  new  V.  A.  Hospital. 

Dr.  William  Saxton,  Huron,  President  of 
the  Association  was  present  for  his  official 
visit  to  the  7th  District  Society. 

Speaker  for  the  evening  was  Doctor  E.  T. 
Evans  who  spoke  on  Problems  in  the  Lower 
Limb. 

Pn^c^iLe 
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LETTER  TO  THE  EDITOR 

The  study  of  twins  is  of  great  value  in 
providing  information  concerning  the  re- 
spective importance  of  hereditary  predis- 
position and  environmental  influences  in 
man.  The  results  of  the  use  of  this  method 
have  shown  a hereditary  predisposition  to 
tuberculosis,  diabetes,  and  tumor  formation, 
and  a high,  medium  or  low  intelligence 
quotient. 

There  is  some  a priori  evidence  showing  an 
hereditary  predisposition  for  peptic  ulcer. 
Only  six  cases  of  the  occurrence  of  peptic 
ulcer  in  the  one  or  both  of  mono-  or  dizygous 
twins  have  been  reported  in  the  readily  acces- 
sible literature.  Since  twins  are  born  in  1 of 
86  births  and  identical  twins  in  1 of  344  births 
and  the  general  incidence  of  ulcer  is  from  5 
to  10  per  cent  there  should  be  plenty  of 
material  available. 

I should  like  to  ask  physicians  to  cooperate 
in  assemblying  such  material  by  sending  me 
cases  in  which  (1)  one  or  both  twins  develop 
peptic  ulcer,  (2)  the  site  of  the  ulcer,  (3)  the 
age  of  onset  of  ulcer,  (4)  the  type  of  twins 
(monovular  or  diovular),  (5)  the  sex  of  the 
twins,  (6)  the  date  of  birth  of  the  twins,  and 
(7)  the  number  and  age  of  the  brothers  and 
sisters  and  the  absence  or  presence  of  ulcer  in 
each. 

Yours  sincerely, 

A.  C.  Ivy,M.D. 

Department  of  Clinical  Science, 
University  of  Illinois, 

1853  West  Polk  Street, 

Chicago  12,  Illinois 


THANK  YOUR  SENATOR 
By  a vote  of  60  to  32,  the  Senate  rejected 
Reorganization  Bill  No.  1 which  would  have 
created  a welfare  department,  thereby  con- 
solidating federal  health,  education  and  wel- 
fare activities,  under  the  jurisdiction  of  Oscar 
Ewing,  Federal  Security  Administrator. 

The  medical  profession  contends  that  the 
plan  would  lead  to  socialized  medicine  in 


the  United  States,  by  virtue  of  putting  Health 
under  a Welfare  Department,  giving  added 
power  to  Mr.  Ewing.  The  profession  owes  a 
debt  of  gratitude  to  our  loyal  senators  who 
fought  and  prevented  passage  of  this  bill;  37 
Republican  and  23  Democrats  (mostly 
southern). 

Dr.  Joseph  Lawrence,  the  A.  M.  A.  director 
in  Washington,  suggests  that  you  write  a 
cordial  letter  of  thanks  to  your  senator  — 
just  as  there  was  a flood  of  requests  and 
petitions  of  opposition. 

So  write  Senators  Chan  Gurney  and  Carl 
Mundt  — both  voted  “No.” 

W.  H.  Saxton,  M.D. 

President 


REPORT  OF  DELEGATE  TO  THE  98th 
ANNUAL  SESSION  OF  THE 

AMERICAN  MEDICAL  ASSOCIATION 

The  annual  session  of  the  American  Med- 
ical Association  was  held  in  Atlantic  City  on 
June  6th  to  10th,  1949.  This  meeting  drew  the 
second  largest  attendance  in  the  history  of 
the  AMA.  More  than  thirteen  thousand  phys- 
icians were  registered  and  the  total  attend- 
ance was  in  excess  of  thirty  one  thousand. 
The  House  of  Delegates  had  its  usual  nearly 
100^  attendance  at  all  sessions. 

Dr.  Seale  Harris  was  selected  by  the  As- 
sociation to  receive  1949  distinquished  service 
medal.  Dr.  Harris  resides  at  Birmingham, 
Alabama  and  is  Professor  Emeritus  of  Med- 
icine in  the  University  of  Alabama.  Other 
nominees  were:  Dr.  Alfred  Blalock,  of  Balt- 
imore and  Dr.  Shields  Warren,  of  Boston. 
This  award  is  presented  annually  “on  the 
basis  of  meritorious  services  in  the  science 
and  art  of  medicine.” 

Dr.  Ernest  E.  Irons  of  Chicago  assumed  the 
presidency  of  the  association  at  this  meeting. 
Annual  elections  were  held  and  Dr.  Elmer  L. 
Henderson  was  made  President-elect  by 
unanimous  vote.  Dr.  Henderson  has  just 
served  two  terms  on  the  Board  of  Trustees 
and  has  been  its  chairman  during  the  past 
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year.  Dr.  F.  F.  Borzell  and  James  P.  Ruling 
were  re-elected  speaker  and  vice-speaker  of 
the  Flouse  of  Delegates.  Two  vacancies 
existed  in  the  Board  of  Trustees.  Dr.  Louis  H. 
Bauer  was  re-elected  to  succeed  himself  and 
become  new  Chairman  of  the  Board.  Dr. 
F.  J.  L.  Blasingame  of  Wharton,  Texas  was 
elected  Trustee  to  fill  the  position  vacated  by 
Dr.  Henderson.  Dr.  George  F.  Lull  and  Dr. 
J.  J.  Moore  were  re-elected  secretary  and 
treasurer  respectively. 

As  the  press  widely  announced  through  out 
the  country,  Dr.  Morris  Fishbein’s  activities 
in  the  American  Medical  Association  have 
been  changed  upon  recommendation  of  the 
Board  of  Trustees.  Henceforth,  Dr.  Fishbein 
will  confine  his  activities  to  Editorship  of 
the  Journal.  It  was  stipulated  that  he  com- 
pletely eliminate  writing  and  speaking  on  all 
controversial  issues,  excepting  scientific  sub- 
jects. The  Diary  in  Tonics  and  Sedatives”  in 
the  AM  A Journal  will  be  discontinued.  In 
preparation  for  the  time  when  Dr.  Fishbein 
will  retire,  Dr.  Austin  Smith  has  been  ap- 
pointed Associate  Editor  of  the  Journal  and, 
for  several  months  past,  has  been  in  training 
as  assistant  editor. 

The  Board  of  Trustees  felt  that  this  action 
was  necessary  because  the  editor  had  come  to 
be  looked  upon  by  the  public  as  official 
spokesman  for  the  association.  The  Board 
called  attention  to  the  Thirty  Seven  Years  of 
faithful  service  of  Dr.  Fishbein  to  the  AMA 
and  paid  tribute  to  his  many  outstanding 
accomplishments. 

During  the  current  year  a national  meeting 
of  all  interested  groups  will  be  called  to  con- 
sider and  elaborate  on  the  AMA  12  point  pro- 
gram for  the  advancement  of  medicine  and 
public  Health  in  the  United  States.  Labor, 
Agriculture,  and  Business  representation,  and 
all  other  interested  groups  will  be  invited  to 
this  conference. 

In  the  field  of  medical  service,  action  was 
taken  to  encourage  further  the  development 
of,  and  enrollment  in,  the  many  voluntary 
prepayment  plans. 

Consumer-controlled  health  plans,  such  as 
the  cooperatives,  were  given  much  considera- 
tion by  the  House  of  Delegates.  A set  of 
twenty  basic  principles  was  adopted  by  the 
House  to  be  used  as  a guide  by  state  or  county 
medical  societies  in  giving  approval  to  in- 
dividual plans  within  their  jurisdiction. 


Extensive  reports  were  made  on  the  present 
status  of  the  National  Educational  Campaign 
of  the  AMA.  Clem  Whitaker  and  Leone  Bax- 
ter, directors  of  the  campaign,  spoke  at  great 
length  on  the  subject  and  other  reports  were 
received.  Information  presented  indicated 
definite  progress  is  being  made  and  results 
are  forthcoming.  In  this  grass-roots  campaign 
to  educate  all  people  regarding  the  dangers 
of  compulsory  political  health  insurance, 
success  will  be  achieved  only  through  the 
wholehearted  participation  of  each  local  and 
state  medical  association  and  each  individual 
member. 

Of  necessity  this  report  will  not  include  a 
host  of  other  matters  which  were  deliberated 
and  acted  upon.  The  Journal  of  the  AMA  re- 
ports these  in  detail  in  the  proceedings  and 
there  they  are  available  to  all. 

Your  delegate  attended  the  Conference  of 
Presidents  and  other  state  medical  associa- 
tion officers  as  well  as  a portion  of  the  Grass 
Roots  Conference  of  County  Medical  Society 
Officers.  Both  of  these  meetings  were  in- 
teresting, instructive,  and  well  attended. 

In  concluding,  I desire  to  thank  you  again 
for  your  confidence  in  permitting  me  to  rep- 
resent the  association  as  your  delegate. 

Respectfully  submitted, 

H.  Russell  Brown,  M.D. 
Delegate  to  AMA 


DIABETES  COMMITTEE  REPORT 
C.  F.  Morsman,  M.D.,  Chairman. 

At  the  annual  meeting  of  the  South  Dakota 
State  Medical  Association  last  spring  pro- 
vision was  made  for  a committee  on  diabetes. 
Doctor  C.  F.  Morsman  of  Hot  Springs,  Doctor 
B.  T.  Lenz  of  Huron  and  Doctor  T.  J.  Billion, 
Jr.  of  Sioux  Falls  were  appointed  by  the  State 
Medical  Association  President,  Doctor  W.  H. 
Saxton,  to  comprise  the  members  of  the  com- 
mittee. The  committee  held  a meeting  with 
Doctor  Saxton  in  Huron  on  September  11th. 
The  diabetes  problem  was  thoroughly  dis- 
cussed. 

Plans  were  made  to  organize  South  Dakota 
physicians  on  a district  basis  in  the  interest  of 
known,  unknown  and  potential  diabetics. 
Letters  were  sent  to  the  president  of  each  of 
the  twelve  district  medical  societies  suggest- 
ing that  a committee  or  representative  on 
diabetes  be  appointed  or  elected  for  each  dis- 
trict society.  It  was  decided  that  South 


— 306  — 


OCTOBER  1949 


Dakota  join  the  American  Diabetes  Associa- 
tion and  its  affiliated  societies  in  the  Diabetes 
Detection  Drive  Week  of  October  10  to  16, 
1949.  The  American  Diabetes  Association  is 
a national  organization  and  is  very  active. 
It  is  composed  of  about  twelve  hundred  doc- 
tors throughout  the  country.  The  Committee 
suggest  that  the  physicians  of  South  Dakota 
search  continuously  for  the  unknown  diabetic. 

The  high  incidence  of  diabetes  was  noted. 
It  is  estimated  that  there  are  one  million 
known  diabetics  in  the  United  States  and  an- 
other million  which  have  never  been  dis- 
covered. In  all  likelihood  South  Dakota  has 
her  share  of  known  and  unknown  diabetics. 
The  number  of  potential  diabetics  is  con- 
stantly increasing.  It  is  thought  by  many  that 
eventually  we  will  have  over  four  million  in 
the  United  States. 

Unknown  diabetics  are  most  likely  to  be 
found  among  blood  relatives  of  known  dia- 
betics, the  obese,  and  the  elderly.  It  is  the 
desire  of  the  Committee  that  as  many  un- 
known diabetics  as  possible  be  discovered  and 
placed  under  treatment.  Known  diabetics 
should  be  encouraged  to  visit  their  physicians 
often  in  order  that  their  lives  may  be  pro- 
longed and  their  efficiency  and  happiness 
enhanced. 

The  local  committees  and  representatives 
have  the  duty  of  bringing  the  unknown  dia- 
betics and  the  family  physician  together.  It 
is  only  by  working  jointly  with  their  patients 
and  the  general  public  that  physicians  can 
discover  the  unknown  diabetics.  Every  per- 
son, including  the  physician,  should  ask  him- 
self, “Am  I one  of  the  million  unknown  dia- 
betics?” 

Three-fourths  of  the  district  societies  have 
arranged  for  committees  or  representatives 
to  make  local  plans  in  the  search  for  South 
Dakota’s  share  of  unknown  diabetics  and  for 
continuous  effort  to  better  the  lot  of  all  South 
Dakota  residents  who  are  afflicted  with  dia- 
betes. The  members  (5f  the  Committee  feel 
that  the  campaign  in  the  interest  of  South 
Dakota’s  diabetics  can  be  successful  if  all  of 
our  physicians  will  join  in  this  important 
drive.  Every  effort  should  be  made  to  im- 
press upon  the  general  public  the  importance 
of  the  diabetes  problem. 


MINUTES  OF  COUNCIL  MEETING. 
SEPTEMBER  18,  1949 
Marvin  Hughitl  Hotel 
Huron,  South  Dakota 

The  meeting  was  called  to  order  at  1:30  by 
Chairman,  Dr.  D.  A.  Gregory.  Roll  call  fol- 
lowed; officers  present  were  Saxton,  Robbins, 
Pankow,  Mayer,  Brown,  Gregory,  executive 
secretary  Foster,  and  attorney  Karl  Gold- 
smith. Councillors  present,  Stoltz,  Whitson, 
Morrissey,  Lenz,  VanDemark,  Stansbury, 
Jernstrom,  Quinn,  Gregory,  Gillis. 

Dr.  Gillis  moved  the  reading  of  the  minutes 
of  the  previous  meeting  be  dispensed  with  be- 
cause they  have  been  published  in  the  Jour- 
nal, seconded  by  Stansbury  and  passed. 

Mr.  Foster  brought  up  the  subject  of  Mental 
Health  Association  Executive  Committee 
meeting  with  our  committee  on  Mental 
Health.  A discussion  followed  and  Whitson 
made  a motion  to  refer  the  matter  to  the 
committee  of  Mental  Health  for  their  action. 
Motion  seconded  by  Jernstrom  and  carried. 

Dr.  Jernstrom  made  a motion  that  the 
council  approve  participation  in  the  series  of 
broadcasts  planned  by  KUSD.  Pankow 
seconded  the  motion,  carried. 

A discussion  of  Reorganization  Plan  No.  1 
was  followed  by  a discussion  of  the  AMA’s 
twenty  principles  governing  lay  sponsored 
medical  plans.  A motion  was  made  by  Dr. 
Whitson  that  we  endorse  the  AMA’s  twenty 
points  and  do  not  send  a representative  to  the 
Chicago  meeting  concerning  opposition  to 
the  plan.  Dr.  Morrissey  seconded  the  motion, 
carried. 

Dr.  Slaughter  gave  the  report  of  the  Med- 
ical School  Affairs  Committee.  Dr.  Whitson 
made  a motion  that  we  approve  the  report  of 
the  Committee  on  Medical  School  Affairs. 
Dr.  Quinn  seconded  the  motion.  Carried.  The 
Dean  of  the  Medical  School  requested  that 
the  council  appoint  the  committee  on  Medical 
School  affairs  as  an  official  advisory  board 
to  the  administration  of  the  Medical  School 
relative  to  matters  pertaining  thereto.  A mo- 
tion was  made  by  Jernstrom  that  the  coun- 
cil designate  a committee  on  Medical  school 
affairs  as  an  advisory  committee  to  the  ad- 
ministration of  the  Medical  School.  Whitson 
seconded  the  motion.  Carried. 

A discussion  of  bids  for  the  printing  of  the 
constitution  was  followed  by  a motion  by 
Dr.  Quinn  that  the  bid  of  Midwest-Beach  be 


— 307  — 


SOUTH  DAKOTA 


approved  as  the  lowest  of  the  five  entered. 
Stansbury  seconded,  passed. 

Dr.  Gillis  made  a motion  that  a $50.00  mem- 
bership be  taken  in  the  National  Society  for 
Medical  Research.  Seconded  by  Dr.  Whitson, 
passed. 

Dr.  Saxton  brought  up  the  subject  of  the 
Pound  Law.  A discussion  followed.  No 
action  taken. 

Dr.  Whitson  nominated  Dr.  Lyle  Hare  of 
Spearfish  as  General  Practitioner  of  the  year. 
Jernstrom  seconded  the  motion.  Unanimous 
ballet  cast  in  favor  of  the  nomination.  Dr. 
Brown  led  a discussion  on  techniques  for  pro- 
motion of  Dr.  Hare’s  candidacy  nationally. 

Foster  announced  the  North  Central  Con- 
ference at  St.  Paul  in  the  St.  Paul  Hotel,  on 
Sunday,  November  20,  1949. 

A report  of  the  AMA  assessments  received 
to  date  was  given  by  Foster. 

Dr.  Whitson  made  a motion  that  we  notify 
the  American  College  of  Allergists  that  we 
will  accept  one  of  their  men  on  the  annual 
program.  Selection  of  speaker  should  be  re- 
ferred to  the  program  committee.  Stansbury 
seconded  the  motion.  Carried. 

A discussion  of  group  mal-practice  in- 
surance was  followed  by  a motion  by  Brown 
that  the  matter  be  referred  to  the  Committee 
on  Medical  Defense,  consisting  of  Mills,  Gillis, 
and  Pangburn.  Seconded  by  VanDemark  and 
passed. 

A motion  was  made  by  Dr.  Pankow  to  en- 
dorse the  idea  of  referring  matters  of  emer- 
gency areas  designated  by  the  Board  of  Med- 
ical and  Osteopathic  Examiners  to  the  district 
society  in  such  areas,  Whitson  seconded  the 
motion.  Carried. 

A discussion  of  soliciting  additional  com- 
panies to  write  the  Injury  Illness  Expense 
Plan  was  started  by  Brown.  No  action. 

Executive  Secretary  Foster  read  a com- 
munication from  the  American  Social  Hy- 
giene Association  for  a resolution  directed  to 
city  officials  of  South  Dakota  to  aid  efforts  in 
dealing  with  prostitution.  A motion  that  the 
council  take  no  formal  action  was  made  by 
Whitson,  seconded  by  Quinn  and  passed. 

Dr.  VanDemark  discussed  polio  treatment 
and  fees  in  South  Dakota.  Joe  Dowling  of 
the  State  Polio  Foundation  and  W.  J.  Alten- 
burg  of  the  National  Polio  Foundation  dis- 
cussed the  fee  schedule.  After  changes  had 
been  made  in  the  schedule,  Whitson  made  a 


motion  that  with  the  corrections  made,  the 
Schedule  of  Payments  proposed  by  the  Na- 
tional Foundation  should  be  adopted.  Pankow 
seconded  the  motion.  Carried. 

Dr.  Jernstrom  made  a motion  that  the  sub- 
scription price  of  the  Journal  be  increased  to 
$2.00  pending  the  approval  of  the  Phar- 
maceutical Association.  Whitson  seconded, 
and  the  motion  was  passed. 

A booklet  on  community  health  councils 
was  discussed  and  passed  out  to  one  member 
from  each  district. 

A discussion  of  the  work  of  the  diabetic 
committee  was  carried  on.  October  10-15  is 
to  be  diabetic  week. 

Dr.  Jernstrom  made  a motion  that  we  en- 
dorse the  general  aims  of  the  Hoover  Com- 
mission Report  to  effect  economies  and  ef- 
ficiency in  Federal  Government.  Whitson 
seconded  the  motion,  and  it  was  passed. 

Dr.  Stoltz  discussed  the  Workman’s  Com- 
pensation Recommendations  by  the  Water- 
town  district.  The  report  of  “Special  Com- 
mittee for  Consideration  of  Workman’s  Com- 
pensation Material”  was  read  by  the  execu- 
tive secretary. 

Van  Demark  and  Pankow  brought  up  the 
matter  of  veteran’s  hospitalization.  Pankow 
made  a motion  that  the  executive  secretary 
write  to  the  AMA  and  find  out  what  had  been 
done  in  the  past  on  this  matter  and  what  can 
be  done.  Whitson  seconded  the  motion. 
Carried. 

Meeting  adjourned  at  4:40  p.  m. 
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Dr.  Lyle  Hare  Named 

Dr.  Lyle  Hare,  Spearfish  physician,  has 
for  the  second  time  in  as  many  years  been 
named  South  Dakota’s  General  Practicioner 
of  the  Year.  The  honor  was  voted  by  the 
Council  of  the  South  Dakota  State  Medical 
Association  at  its’  Fall  Council  Meeting  held 
in  Huron. 

Last  year,  after  his  nomination  by  the 
Black  Hills  District  Medical  Society  and  sub- 
sequent selection  of  the  State  Associations’ 
Council,  his  name  was  presented  to  the  Board 
of  Trustees  of  the  American  Medical  Associa- 
tion. 

Named  one  of  the  top  three  from  nomina- 
tions received  from  thirty  five  states,  he  was 
presented  to  the  House  of  Delegates  of  the 
A.M.A.  and  was  selected  for  the  second  place 
award  nationally  last  year  at  St.  Louis. 

This  year.  Doctor  Hare’s  name  will  be  pre- 
sented to  the  Board  of  Trustees  at  the  mid- 
year A.M.A.  Meeting  which  will  be  held  in 
Washington,  D.  C.  during  the  first  week  of 
December. 

Friends  and  colleagues  of  Dr.  Hare  have 
started  to  promote  his  candidacy  for  the  Na- 
tional Award.  John  C.  Foster  and  Dr.  H. 
Russell  Brown  are  guiding  the  campaign  and 
gathering  statements  from  state  and  national 
celebrities  on  behalf  of  the  Black  Hills  prac- 
ticioner. 

Dr.  Hare  was  born  in  Cedar  Rapids, 
Nebraska  November  26,  1885  but  moved  to 
Hill  City,  S.  D.  at  the  age  of  four.  He  grew  up 
on  a small  cattle  ranch  and  attended  high 


“Doctor  of  the  Year’’ 


Dr.  Lyle  Hare 


school  and  Spearfish  Normal  in  Spearfish 
where  he  graduated  in  1907.  Upon  completion 
of  his  medical  training  he  returned  to  Spear- 
fish where  he  intends  to  stay  for  the  re- 
mainder of  his  days.  Although  in  very  active 
medical  practice  he  still  finds  time  to  relax 
and  fish  at  his  cabin  on  Sand  Creek. 

In  spite  of  the  fact  that  he  won’t  talk  about 
his  own  medical  accomplishments  he  is  ex- 
tremely voluble  when  it  comes  to  his 
daughter,  Helen  Jane,  who  is  a Mayo  trained 
dermatoligist  now  practicing  in  Rapid  City. 
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ARMY  DESIRES 
CIVILIAN  DOCTORS 

The  Department  of  the 
Army  is  urgently  in  need  of 
Public  Health  Officers  to 
serve  in  a civilian  capacity 
with  the  occupation  forces  in 
Japan.  These  positions,  which 
involve  supervision  of  Jap- 
anese prefecture  (state) 
health  departments  in  all 
phases  of  preventive  med- 
icine and  medical  care  pro- 
grams, offer  an  excellent  op- 
portunity for  broad  exper- 
ience in  public  health. 

Minimum  acceptable  quali- 
fication requirements  are  a 
degree  in  medicine  plus  one 
year  internship.  Experience 
in  public  health  is  desirable 
but  is  not  mandatory. 

The  salary  for  these  posi- 
tions is  $6,235.20  per  annum 
plus  10'/  post  differential 
with  quarters  provided  at  no 
cost  to  the  employee.  In- 
dividuals selected  for  ap- 
pointment must  agree  to  re- 
main a minimum  of  two 
years.  Transportation  is 
furnished  to  and  from  Japan. 
Dependents  may  join  the  em- 
ployee in  approximately  6 to 
8 months  after  his  arrival  in 
the  command. 

Interested  applicants  may 
make  formal  application  by 
submitting  Civil  Service 
Commission  Standard  Form 
57  to  the  Department  of  the 
Army,  Office  of  the  Secre- 
tary of  the  Army,  Washing- 
ton 25,  D.  C. 


POST  - GRADUATE 
COURSE  TO  BE  HELD 

The  Modern  Treatment  of 
Fractures  and  other  Trau- 
matic conditions  will  be  the 
subject  of  the  Post-Graduate 
course  at  the  Massachusetts 
General  hospital  October 


24th  through  the  3rd  of  No- 
vember. 

For  further  information 
write  to  the  Harvard  Medical 
School,  25  Shattuck  Street, 
Boston,  Massachusetts,  As- 
sistant Dean,  Course  for 
graduates. 


$700,000  FOR  HEART  RE- 
SEARCH ANNOUNCED  IN 
NEW  PUBLICATION 

Approximately  $700,000 
has  been  allocated  for  heart 
research  this  year  by  the 
American  Heart  Association 
and  its  affiliates,  according 
to  The  American  Heart, 
quarterly  publication  of  the 
Association,  in  its  Septem.ber 
issue. 

Research  awards  from  the 
national  office  totalled  $250,- 
000  in  1949,  it  is  stated,  while 
research  funds  spent  by  af- 
filiates include  $213,000  dis- 
tributed by  the  New  York 
Heart  Association  (New  York 
City)  and  $144,000  by  the 
Chicago  Heart  Association. 
The  American  Heart  Associa- 
tion’s own  allocations  this 
year  were  from  funds  raised 
during  its  1948  Campaign;  a 
minimum  of  $380,000  from 
1949  Campaign  funds  has  al- 
ready been  ear-marked  for 
future  research  awards,  ac- 
cording to  the  publication. 

The  quarterly  journal  ap- 
pears in  its  inaugural  issue, 
an  eight-page,  letter-size 
publication  illustrated  with 
photographs.  It  is  published, 
according  to  a statement  on 
its  masthead,  “in  the  interest 
of  broader  public  under- 
standing and  support  of  the 
American  Heart  Association’s 
program  in  the  field  of  car- 
diovascular disease.  The  first 
issue  of  30,000  copies  will  go 
to  the  Association’s  8,000 
members  and  for  additional 


public  distribution  by  more 
than  40  affiliated  heart  as- 
sociations across  the  country. 


MENTAL  HEALTH 
MEETING  SEPT.  30.  1949 

Dr.  E.  H.  Stansbury  intro- 
duced the  subject  of  mental 
health  and  the  functions  of 
the  two  associations.  Those 
in  attendance:  Volin,  Gillis, 
Stansbury,  Haas,  Foster, 
Watson,  Goble,  Pfifer,  and 
Campbell. 

Dr.  Stansbury  stressed  (1) 
Detection  of  mental  ills  and 
acquainting  public  with 
problems.  Detection  and 
classification  depends  on 
schools  and  welfare  agencies. 
(2)  Referral  from  educational 
and  welfare  representatives 
to  family  doctors  and  then  to 
psychiatrists.  (5)  Lay  organ- 
ization should  not  be  con- 
cerned with  medical  treat- 
ment but  more  with  the 
political  aspects  of  providing 
facilities.  (4)  Relation  be- 
tween medical  profession  and 
state  institutions  depends  on 
persons  the  state  selects  to 
operate  said  institutions.  (5) 
Employment  of  psychiatrists. 

(6)  Present  plans  for  inspec- 
tion of  Yankton  by  A.  P.  A. 

(7)  Psychiatric  departments 
in  general  hospitals.  (8)  Im- 
provement of  facilities. 

Discussion 

Dr.  Gillis  discussed  briefly 
the  Yankton  State  Hospital 
as  compared  with  others  in 
the  area  and  the  medical 
work  done,  also  the  training 
of  nurses. 

K.  J.  Campbell  discussed 
the  background  of  the  Men- 
tal Health  Association,  its 
political  aspects,  educational 
program,  mental  health 
clinics,  personnel,  inspection 
of  the  institutions,  and  pre- 
institutional  care. 
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Dr.  Gillis  brought  up  the 
subject  of  nursing  training  at 
Yankton.  This  was  discussed 
by  Dr.  Haas. 

Dr.  Haas  also  discussed  the 
expenditures  of  appropria- 
tions. 

Dr.  Watson  led  a discussion 
of  the  public’s  position  on 
Yankton  State  Hospital. 

A summary  of  what  co- 
operation is  needed  was 
given  by  Dr.  Volin.  He 
brought  out  that  psychiatry 
begins  at  home,  and  the  need 
for  education  of  parents  and 
teachers. 

Mr.  Pfifer  discussed  the 
problems  of  old  age. 

A summary  of  the  meeting 
was  given  by  Dr.  Stansbury. 

It  was  decided  that  joint 
meetings  should  be  held 
twice  a year;  once  at  Huron, 
and  once  at  the  time  of  the 
State  Medical  Association 
meeting. 


NEWS  FLASHES 

AT  ABERDEEN  almost 
forty  members  and  guest  of 
the  Aberdeen  District  Med- 
p ical  Society  were  present  at 
the  dinner  meeting  held  in 
the  Sherman  Hotel  banquet 
room  Wednesday  evening, 
I September  28th.  Dr.  William 
Saxton.  President  of  the  As- 
sociation made  his  official 
visit  to  the  Aberdeen  Society. 
I Dr.  Myron  O.  Henry, 
I Orthopedic  surgeon  from 
Minneapolis,  Minnesota  was 
’ the  guest  speaker  and  pre- 
I sented  two  very  excellent 
I papers — the  first  before  din- 
1 ner,  “Homografts  in  Ortho- 
I pedic  Surgery”  and  the 
second  after  dinner,  “Ad- 
vances in  Treatment  of  Frac- 
tured Hips.” 

AT  RAPID  CITY  Mr.  E.  E. 

I Pengelly,  formerly  of  Meth- 
I odist  Hospital  in  Scotts  Bluff, 


Nebraska  has  been  appointed 
Administrator  of  Black  Hills 
General  Hospital  at  Rapid 
City. 

Work  is  progressing  on  a 
new  addition  to  the  Rapid 
City  Medical  Center  Build- 
ing. 

Dr.  James  V.  Yackley, 

formerly  of  Dennison,  Iowa 
is  now  associated  with  Dr. 
John  Erickson  of  Rapid  City. 
Dr.  Yackley  is  a graduate  of 
Creighton,  class  of  1943  and 
had  practice  in  Dennison  for 
the  past  several  years. 


PRESHO  HONORS 
DOCTOR  NEWMAN 

A banquet  honoring 
pioneer  Dr.  Fred  Newman 
was  attended  by  225  guests  at 
Presho  late  in  September. 
Dr.  Newman  has  been  in  ac- 
tive practice  in  Presho  for  44 
years  during  which  time  he 
has  delivered  an  estimated 
4,000  babies. 

Paying  tribute  to  the  work 
of  the  former  “horse  and 
buggy  doctor”  were  Dr.  Riggs 
of  Pierre,  Dr.  C.  S.  Bobb,  of 
Mitchell  and  ex-Gov.  M.  Q. 
Sharpe  and  Lt.  Gov.  A.  C. 
Miller  of  Kennebec. 

Dr.  Newman  is  a former 
mayor  of  Presho  and  served 
on  the  school  board  for  a 
number  of  years. 


NEWS  NOTES 
R.  G.  Mayer  M.D.,  Aber- 
deen, accompanied  by  Mrs. 
Mayer,  attended  the  annual 
meeting  of  the  North  Central 
Section  of  the  American  Uro- 
logical Association  in  Grand 
Rapids  early  this  month. 

Dr.  and  Mrs.  P.  V.  Mc- 
Carthy, Aberdeen,  attended 
the  American  Roentgen  Ray 
Society  meetings  in  Cincin- 
nati during  the  first  week  in 
October. 


F.  C.  Kohlmeyer  M.D., 
Sioux  Falls,  traveled  to 
Chicago  on  October  10  to  at- 
tend Opthalmalogical  meet- 
ings. 

E.  A.  Hofer  M.D.,  Howard, 

was  one  of  the  several  to  be 
present  at  the  American  Col- 
lege of  Surgeons  in  Chicago. 

Cancer  Commission  met  in 
Watertown  October  2nd. 


MEDICAL  SCHOOL 

AFFAIRS  COMMITTEE 
September  17,  1949 

Meeting  called  to  order  at 
4:30  p.  m.  by  Chairman  Don- 
ald Slaughter.  Members  Pan- 
kow,  Williams,  Saxton, 
Brown,  McVay  and  Execu- 
tive Secretary  Foster  were 
present. 

A discussion  was  held  on 
the  proposed  incorporation 
of  the  endowment  organiza- 
tion. 

Dr.  Pankow  brought  up  the 
subject  of  procurement  of 
dogs  for  the  University  Med- 
ical School. 

Dr.  Slaughter  announced 
that  representatives  of  the 
AAMC  and  the  AMA  will 
make  an  official  inspection 
and  survey  of  the  Medical 
School  on  September  28,  29, 
and  30. 

Chairman  of  the  committee 
on  Medical  School  Affairs 
respectfully  requests  the 
Council  of  the  State  Medical 
Association  to  designate  the 
committee  on  medical  school 
affairs  as  an  advisory  board 
to  the  administration  of  the 
medical  school  relative  to 
matters  pertaining  thereto. 

Meeting  adjourned  at  6:30 
p.  m. 

Second  session  Sunday 
morning  was  a final  discus- 
sion of  the  proposed  corpora- 
tion with  the  Association’s 
attorney  Karl  Goldsmith. 
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PHARMACEUTICAL  DIVISION 

BLISS  C.  WILSON.  Editor 


IMMUNOLOGY  — SERUM  AND  VACCINE 
TREATMENT* 

By  Henry  D.  Carpenter,  B.S.,  D.  V.  M. 

Globe  Laboratories,  Fort  Worth,  Texas 

The  intelligent  and  effective  use  of  biolog- 
ical products  for  the  treatment  and  preven- 
tion of  infectious  diseases  of  domestic  animals 
requires  an  understanding  of  the  fundamental 
principals  of  infection  and  immunity.  The 
term  “disease”  may  be  defined  briefly  as  any 
deviation  from  the  normal  state  of  health. 
Diseases  may  be  classified  in  two  main 
catagories;  namely,  infectious  and  non-infec- 
tious.  Infectious  diseases  are  those  which  are 
caused  by  living  organisms  such  as  bacteria, 
yeasts,  fungi,  viruses,  and  Protozoa.  The  word 
“germ”  is  a non-technical  term  which  in- 
cludes all  these  infectious  agents.  The  science 
of  Immunology  is  concerned  only  with  in- 
fectious diseases,  for  there  is  no  such  thing 
as  immunity  to  diseases  of  purely  metabolic, 
nutritional  , or  neoplastic  origin. 

The  Nature  of  Infection: 

The  term  “infection”  signifies  that  some 
infectious  agent  has  successfully  invaded  the 
animal  body  and  thereby  produced  an  ab- 
normal condition  which  we  call  disease. 
Manifestations  of  this  abnormal  condition, 
such  as  increased  temperature,  pulse,  and  res- 
piration, nasal  discharge,  diarrhea,  lameness, 
swelling,  etc.,  which  can  be  detected  in  the 
sick  animal,  are  known  as  symptoms.  Sym- 
ptoms reflect  abnormal  changes  in  the  phys- 
iology or  functioning  of  various  organs  and 
tissues.  Abnormal  changes  seen  in  various 
organs  and  tissues  at  post-mortem  examina- 
tion are  called  lesions.  Lesions  are  struc- 
tural or  anatomical  changes  brought  about 
directly  by  the  disease  process.  Different  in- 
fectious agents  have  different  effects  upon 
the  function  and  structure  of  organs  and 
tissues  of  the  body,  thus  producing  a variety 
of  symptoms  and  lesions  which  enable  the 
diagnostician  to  tell  one  disease  from  another. 

Different  organisms  or  infectious  agents 
vary  in  their  ability  to  invade  the  body  and 
produce  disease.  This  capacity  to  produce 
disease  is  called  virulence.  Since  the  term  is 


is  at  first  relatively  mild,  seems  to  gain  in 
force  and  momentum  as  more  and  more 
animals  become  affected. 

Some  of  the  important  factors  which  affect 
a relative  one,  we  refer  to  different  organisms 
as  being  highly  virulent,  moderately  virulent, 
slightly  virulent,  or  non-virulent,  depending 
upon  the  relative  capacity  to  produce  disease. 

Virulence  must  always  be  considered  in 
terms  of  the  susceptibility  of  the  host  animal. 
Susceptibility  is  a relative  weakness  or  lack 
of  resistance  of  the  animal  body  to  an  in- 
fectious agent.  The  opposite  of  susceptibility 
is  immunity  or  resistance  to  infection.  The 
following  example  may  help  to  clarify  the 
meaning  and  use  of  these  terms.  The  bacillus 
known  technically  as  Clostridium  chauvei 
produces  the  disease  Blackleg  in  cattle.  It  is 
correct,  therefore,  to  say  that  cattle  as  a 
species  are  susceptible  to  Blackleg  and  that 
the  Blackleg  Bacillus  is  virulent  for  cattle. 
Horses,  on  the  other  hand,  do  not  acquire  this 
disease.  They  are  resistant  or  immune,  and 
the  Blackleg  Bacillus  is  properly  described 
as  non-virulent  for  horses. 

Factors  which  Determine  Whether  or  Not 
Infection  Takes  Place 

Exposure  of  an  animal  to  an  infectious 
agent  does  not  necessarily  mean  that  this 
animal  will  become  infected.  The  establish- 
ment of  an  infection  depends  on  three  things 
— the  virulence  of  the  infectious  agent,  the 
susceptibility  of  the  host,  and  the  severity  of 
exposure. 

We  will  not  dwell  at  great  length  on  the 
many  factors  which  affect  the  virulence  of  in- 
fectious agents  except  to  note  that  virulence 
varies  greatly,  not  only  among  organisms  of 
different  species,  but,  also,  among  different 
strains  of  the  same  species.  One  factor  of 
great  practical  significance  in  disease  out- 
breaks is  that  rapid  repeated  passage  of  an 
organism  through  susceptible  animals  tends 
to  increase  its  virulence.  This  explains,  in 
part,  the  fact  that  a disease  outbreak,  which 

* Presented  at  the  Annual  Meeting  of  the  South 

Dakota  Pharmaceutical  Association,  Aberdeen, 

South  Dakota,  June  1949 
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the  susceptibility  of  the  host  are  age,  diet, 
parasitism,  exposure  to  severe  weather  con- 
ditions, and  the  presence  of  other  infections. 

Age  — As  a general  rule,  young  animals  are 
more  susceptible  to  infectious  diseases  than 
mature  animals. 

Parasitism  — Heavy  infestation  with  inter- 
nal parasites,  such  as  roundworms  and  tape- 
worms, tends  to  lower  the  natural  resistance 
of  an  animal,  thus  making  him  more  sus- 
ceptible to  disease. 

Diet  — Deficiencies  of  various  essential 
nutrients  likewise  lower  resistance.  Of  special 
significance  is  Vitamin  A which  is  essential 
for  maintaining  a normal  healthy  condition 
of  the  mucous  membrane  of  the  respiratory 
tract.  It  has  been  shown  that  in  pigs  a 
deficiency  of  Niacin,  one  of  the  B Vitamins, 
leads  to  increased  susceptibility  to  infectious 
necrotic  enteritis. 

Exposure  to  severe  weather  conditions, 

such  as  cold  and  rain,  tends  to  lower  re- 
sistance, particularly  when  these  changes  are 
sudden. 

The  presence  of  other  infections  has  a de- 
leterious effect  on  the  natural  resistance  of 
an  individual. 

Fatigue  — lowers  general  resistance. 

The  severity  of  exposure  is  an  important 
factor  in  determining  whether  or  not  infec- 
tion takes  place.  For  example,  an  animal 
might  be  able  to  overcome  or  withstand  ex- 
posure to  a few  bacteria,  but  if  the  number 
of  bacteria  were  in  the  hundreds  or  thous- 
ands, the  likelihood  of  infection  taking  place 
would  be  much  greater.  This  is  illustrated 
exceptionally  well  in  an  experiment  referred 
to  in  Merchants  “Veterinary  Bacteriology”  in 
which  a group  of  mice  were  inoculated  each 
with  a single  Anthrax  bacillus.  Only  28% 
died  of  Anthrax.  Another  group  was  inocu- 
lated with  5 organisms.  Sixty-five  percent 
died.  In  a third  group  v/here  the  dose  was  20 
organisms,  100%  died.  This  experiment 
demonstrates  that  the  more  severe  the  ex- 
posure, the  greater  the  likelihood  of  infection 
taking  place.  It  also  shows  that  individuals 
vary  in  their  susceptibility  to  infection. 

Types  of  Immunity 

Immunity  or  resistance  to  infectious  disease 
may  be  either  Natural  or  Acquired. 

Natural  Immunity  may  be  divided  into 
Species  Immunity  and  Individual  Immunity. 
There  are  many  examples  of  species  im- 


munity: Cattle  are  immune  to  Hog  Cholera. 
Man  is  immune  to  Canine  Distemper. 
Chickens  are  resistant  to  Anthrax.  Individual 
Immunity  is  a degree  of  resistance  possessed 
by  certain  individuals  but  not  by  others  of 
the  same  species.  In  an  uncontrolled  disease 
outbreak,  it  is  these  individuals  that  are  most 
likely  to  survive.  The  origin  of  this  individual 
immunity  is  not  well  understood. 

Acquired  immunity  may  be  either  active  or 
passive,  and  in  both  instances,  is  dependent 
partly  on  the  presence  of  antibodies  in  the 
blood  and  tissues  of  the  immune  animal. 
Antibodies  are  protective  substances  pro- 
duced by  certain  body  cells  as  a result  of 
effective  stimuli.  Stimulation  of  antibody 
production  may  be  brought  about  in  a variety 
of  ways: 

1.  Recovery  from  disease  — example 
Strangles  in  horses 

2.  Injection  of  killed  bacteria  (Bacterins) 

3.  Injection  of  hving  attenuated  bacteria 
(bacterial  vaccine)  • — example  Brucella 
Abortus  Vaccine 

4.  Injection  of  killed  virus  (virus  vaccine) 
— example  Rabies  Vaccine,  Encephal- 
omyelitis Vaccine 

5.  Injection  of  live  virus  — example  Fowl 
Pox  Vaccine,  Hog  Cholera  Virus 

6.  Injection  of  toxoid  — example  Tetanus 
Toxoid 

7.  Injection  of  toxin 

8.  Injection  of  live  virulent  cultures 

Note  that  all  of  the  agents  which  may  be 

used  to  stimulate  the  production  of  antibodies 
consist  of  infectious  agents  in  one  form  or  an- 
other, either  killed,  attenuated,  or  living  and 
fully  virulent.  Production  of  antibodies,  as  a 
result  of  recovery  from  disease,  is  a natural 
phenomenon.  The  injection  of  bacterins,  bac- 
terial vaccines,  virus,  vaccines,  and  toxoids 
represent  an  artificial  method  of  stimulating 
antibody  production  and  thus  an  active  im- 
munity in  susceptible  animals.  The  injection 
of  toxins  and  live  virulent  cultures  are  not 
ordinarily  employed  in  routine  vaccination 
because  of  the  great  danger  of  producing 
disease.  These  procedures  find  wide  applica- 
tion only  in  the  hyperimmunization  of  an- 
imals for  the  production  of  immune  serums. 

The  term  Active  Immunity  means  that  the 
body  cells  of  the  immunized  animal  were  ac- 
tive in  producing  the  antibodies  which  are,  in 
part,  responsible  for  the  immunity.  If  we  take 
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serum  from  an  immunized  animal  and  inject 
it  into  a second  individual,  we  merely  trans- 
fer pre-formed  antibodies  from  the  first 
animal  to  the  second.  The  immunity  result- 
ing in  the  second  animal  is  referred  to  as  a 
passive  immunity,  since  the  body  cells  of  the 
second  animal  were  not  active  in  producing 
these  antibodies.  Passive  Immunity  is  the 
type  of  resistance  obtained  by  treating 
animals  with  antibacterial  serums  and  anti- 
toxins, whereas  active  immunity  is  the  type 
resulting  from  the  injection  of  bacterins, 
vaccines,  and  toxoids. 

Characteristics  of  Active  and  Passive  Im- 
munity 

There  are  certain  differences  between  ac- 
tive and  passive  immunity  which  are  of  prac- 
tical significance  in  the  prevention  and  treat- 
ment of  infectious  diseases.  Active  immunity 
is  established  relatively  slowly  following  the 
injection  of  an  immunizing  agent.  Antibody 
production  begins  within  a short  time  after 
the  injection  is  made,  and  the  degree  of  im- 
munity increases  gradually,  reaching  its 
maximum  in  about  10  days  to  two  weeks.  The 
duration  of  an  active  immunity  is  relatively 
long  but  nevertheless  quite  variable.  The  im- 
munity resulting  from  Anthrax  vaccination 
probably  lasts  for  a few  months,  whereas  the 
immunity  from  Blackleg  vaccination  ordin- 
arily lasts  for  life. 

In  contrast  to  the  slow  development  and 
long  duration  of  an  active  immunity,  we  find 
that  just  the  opposite  is  true  of  a passive  im- 
munity. As  stated  previously,  a passive  im- 
mnuity  is  established  by  transferring  anti- 
bodies from  one  individual  to  another.  The 
effect  is,  therefore,  immediate  and  the  im- 
munity or  resistance  is  established  shortly 
after  the  injection  is  completed.  The  duration 
of  this  passive  immunity,  however,  is  re- 
latively short,  lasting  on  the  average  only  3 
or  4 weeks.  It  is  apparent,  therefore,  that  each 
type  of  immunity  has  its  own  advantages  and 
disadvantages  which  must  be  taken  into  con- 
sideration in  the  treatment  and  prevention  of 
infectious  diseases. 

It  is  obvious  that  an  active  immunity  is  to 
be  desired  most  because  of  its  lasting  effects. 
For  this  reason,  we  use  such  products  as 
vaccines,  bacterins,  and  toxoids  for  the 
routine  vaccination  of  healthy  animals.  Pas- 
sive immunity  produced  by  serum  injections 
has  its  greatest  application  in  the  treatment 


of  animals  already  sick  and  in  protecting  an- 
imals which  have  been  exposed  or  are  likely 
to  be  exposed  to  infection  in  the  immediate 
future.  Take  Shipping  Fever  of  cattle  for 
example.  This  is  a disease  to  which  cattle  are 
almost  certain  to  be  exposed  during  shipment. 
If  the  owner  can  anticipate  the  shipping  date 
at  least  two  weeks  in  advance,  he  would  vac- 
cinate these  animals  with  bacterin,  thereby 
producing  an  immunity  which  would  last  a 
relatively  long  time.  On  the  other  hand,  if  it 
is  necessary  to  ship  immediately,  the  product 
of  choice  would  not  be  bacterin,  which  re- 
quires 10  days  to  two  weeks  to  produce  its 
effects,  but  rather  Anti-Hemorrhagic  Septi- 
cemia Serum,  which  would  give  the  animals 
immediate  protection  lasting  approximately 
three  weeks. 

The  Production  and  Action  of  Antibodies 

We  mentioned  previously  a number  of 
agents,  such  as  bacterins,  vaccines,  and 
toxoids,  which  are  capable  of  stimulating  the 
production  of  antibodies.  All  substances 
which  have  this  property  are  known  as  anti- 
gens. The  term  antigen  may  be  defind  as  any 
substance  which,  when  introduced  into  the 
tissues  of  the  body,  stimulates  the  production 
of  antibodies,  and  when  mixed  with  these 
antibodies,  reacts  with  them  in  some  obser- 
vably way.  All  antigens  contain  protein, 
either  alone  or  in  chemical  combination  with 
carbohydrate.  The  chemical  struction  of  the 
antigen  contained  in  bacteria  varies  from  one 
species  to  another.  As  a result  of  this  differ- 
ence in  chemical  structure  of  antigens,  anti- 
bodies are  quite  specific  in  action.  For  ex- 
ample, the  antibodies  produced  in  response  to 
the  injection  of  Hemorrhagic  Septicemia  Bac- 
terin are  effective  only  against  the  hemorr- 
hagic septicemia  organism  and  not  against 
any  other  type  of  infection. 

Our  knowledge  regarding  antibodies  is 
somewhat  limited.  No  one  has  ever  seen  an 
antibody  or  isolated  it  in  pure  form.  We  know 
of  the  existence  of  antibodies  mainly  thru 
their  effects.  We  do  know  that  the  antibodies 
are  associated  with  a certain  protein  fraction 
of  the  blood  serum  called  globulin,  and  it  is 
believed  that  the  antibody  is  serum  globulin 
which  has  been  altered  chemically  in  some 
way,  this  chemical  change  being  responsible 
for  the  specific  action  of  antibodies.  Exper- 
imental evidence  indicates  that  antibodies  are 
produced  chiefly  by  certain  body  cells  known 
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as  reticulo-endothelial  cells.  These  cells  occur 
in  all  tissues  throughout  the  body,  but  are 
most  abundant  in  the  liver,  spleen,  and  lymph 
glands.  It  is  not  yet  known  exactly  how  anti- 
bodies are  produced  and  there  are  many 
theories  regarding  their  formation. 

The  classical  side  chain  theory  of  Paul 
Ehrlich  was  first  formulated  in  1897.  This 
theory  helps  greatly  to  explain  some  of  the 
intricacies  of  immunological  reactions. 

Ehrlich  considered  the  body  cell  to  contain 
many  chemical  groupings  or  side  chains 
capable  of  reacting  with  a wide  variety  of 
substances.  The  normal  function  of  these 
side  chains  is  to  maintain  the  nutrition  of  the 
cell  by  reacting  with  various  nutrient  sub- 
stances in  the  blood  plasma  and  incorporating 
them  into  the  cell.  When  any  antigenic  sub- 
stance gains  access  to  the  body,  it  reacts  with 
certain  of  these  chemical  groupings  in  the 
body  cells.  These  side  chains  are  then  no 
longer  available  for  nutritional  purposes.  The 
living  cell  being  very  adaptable  to  such 
changes,  starts  to  produce  more  of  the  side 
chains  to  replace  those  already  used.  The 
process  of  regeneration  goes  beyond  the  im- 
mediate needs.  An  abundance  of  the  side 
chains  are  produced  and  the  excess  is  cast 
off  into  the  circulation.  These  cast  off  side 
chains  are  antibodies. 

Ehrlich  expanded  his  theory  to  cover  three 
different  types  or  orders  of  antibodies,  de- 
pending on  the  nature  of  the  respective  anti- 
gen-antibody reaction. 

Antibodies  of  the  first  order  — antitoxin 

Antibodies  of  the  second  order  — agglu- 
tinins 
precipitins 
opsonins 

Antibodies  of  the  third  order  — compliment 
— fixing  antibodies.  Amboceptor 

The  active  immunity  which  is  produced  by 
the  injection  of  some  antigen,  such  as  bac- 
terin,  vaccine,  or  toxid,  is  due  not  only  to  the 
antibodies  produced  in  response  to  the  injec- 
tion, but  also  to  an  altered  state  of  re-activity 
on  the  part  of  the  body  cells.  In  other  words, 
if  the  body  cells  have  once  been  stimulated 
by  a particular  antigen,  they  become  more 
sensitive  to  future  contact  with  this  antigen 
and  produce  antibodies  more  rapidly  and 
abundantly  with  succeeding  exposures.  Thus 
although  the  antibodies  may  gradually  dis- 
appear from  the  blood  following  a single  in- 


jection, this  increased  sensitivity  of  the  body 
cells  enables  them  to  quickly  mobilize  their 
defenses,  produce  more  antibodies,  and  over- 
come the  specific  infectious  agent,  should  it 
gain  entrance  to  the  body. 

Classes  of  Immunizing  Agents 

It  is  noted  previously  that  there  are  several 
types  of  products  which  are  commonly  used 
to  produce  an  active  immunity.  We  should 
have  a clear  understanding  of  the  general 
nature  of  these  products,  their  composition, 
uses,  and  limitations. 

Bacterins  are  suspensions  of  killed  bacteria. 
The  y are  produced  by  growing  pathogenic 
org  misms  either  on  liquid  or  solid  media  and 
late  : killing  the  organisms  by  heat  or  by 
che  nical.  If  the  organisms  are  grown  on  solid 
media,  they  are  first  suspended  in  sterile 
physilogical  saline  before  the  killing  agent  is 
added.  Since  the  organisms  contained  in 
bacterins  are  dead,  they  cannot  produce 
disease. 

Bacterial  vaccines  are  suspensions  of  living 
attenuated  bacteria  for  use  in  producing  an 
active  immunity.  The  word  attenuated 
means  that  the  bacteria  have  been  weakened 
or  altered  in  some  way  so  that  their  disease 
producing  ability  is  greatly  diminished  or 
destroyed.  Brucella  Abortus  Vaccine  is  a 
good  example  of  a bacterial  vaccine.  The 
organism  in  this  case  has  been  weakened  by 
years  of  cultivation  on  artificial  media  so  that 
it  is  no  longer  capable  of  producing  Bang’s 
Disease  when  injected  into  cattle.  Neverthe- 
less, the  culture  has  still  retained  its  ability 
to  produce  a substantial  degree  of  immunity. 

Virus  vaccines  are  suspensions  of  virus  con- 
taining tissues.  The  virus  may  be  either  liv- 
ing or  dead,  depending  on  the  nature  of  the 
product.  There  is  no  way  that  viruses  can  be 
cultivated  artificially,  as  is  the  case  with  bac- 
teria, and  the  only  way  they  can  be  pro- 
pagated is  in  living  tissues.  For  this  reason. 
Rabies  Vaccine  is  a suspension  of  brain  and 
spinal  cord  tissue  obtained  from  animals  sick 
with  Rabies.  These  tissues  contain  large 
quantities  of  rabies  virus,  which  in  the  pro- 
cess of  manufacture  is  killed,  usually  with 
phenol. 

Encephalomyelitis  vaccine  is  also  in  this 
class.  In  this  case,  the  virus  is  cultivated  in 
the  tissues  of  chick  embryos  which  are  later 
collected  and  ground  to  a smooth  emulsion 
and  the  virus  killed  by  chemical  means. 


— 315  — 


SOUTH  DAKOTA 


Fowl  Pox  Vaccine  is  also  a virus  vaccine, 
but  in  this  instance,  the  product  contains  live 
virulent  fowl  pox  virus.  The  question  may 
logically  be  raised  at  this  point  — why  do 
some  products  contain  killed  infectious  agents 
while  other  products  contain  live  virulent 
organisms  or  viruses.  The  answer  to  this 
question  rests  on  two  factors;  namely,  ability 
to  immunize  and  safety  of  use.  Many  bacteria 
are  capable  of  producing  an  immunity  even 
though  dead.  Therefore,  bacterins  are  greatly 
to  be  desired  because  they  are  absolutely  safe 
for  use.  In  the  case  of  Bang’s  Disease,  it  has 
not  been  found  possible  to  immunize  animals 
with  killed  Brucella  organisms.  It  is  not  safe 
to  attempt  immunization  with  virulent  organ- 
isms because  of  the  great  danger  of  producing 
the  disease.  Consequently,  after  many  years 
of  research  by  the  Bureau  of  Animal  In- 
dustry, the  Strain  19  vaccine  was  developed 
which  is  both  safe  and  efficacious.  In  the 
case  of  the  virus  vaccines  for  rabies  and 
encephalomyelitis,  the  killed  viruses  produce 
a very  high  degree  of  immunity.  The  live 
viruses  would  not  be  safe  for  use  under  field 
conditions  because  of  their  extremely  high 
virulence. 

Fowl  Pox  Vaccine  contains  fully  virulent 
fowl  pox  virus  and  is  capable  of  producing 
the  disease  in  its  common  form,  when  handled 
carelessly  or  improperly,  but  when  used  as 
recommended,  it  is  quite  safe  and  attended 
with  practically  no  danger.  With  Fowl  Pox, 
it  is  essential  to  use  a live  virulent  virus 
since  it  is  impossible  to  immunize  against  this 
disease  with  a killed  virus. 

Toxoids  are  toxins  which  have  been  altered 
b}^  chemical  treatment  in  such  a way  that 
their  properties  have  been  destroyed  without 
impairing  their  ability  to  stimulate  antibody 
production.  The  most  widely  used  toxoid  in 
veterinary  medicine  is  Tetanus  Toxoid. 

The  biological  products  which  are  available 
for  the  production  of  passive  immunity  fall 
into  two  classes:  Antitoxins  and  Antibacterial 
Serums.  An  antitoxin  may  be  defined  as 
blood  serum  derived  from  animals  that  have 
been  hyperimmunized  by  repeated  and  in- 
creasing doses  of  toxoid  and  toxins.  The 
serum  from  such  animals  contains  antibodies 
known  specifically  as  antitoxin  which  react 
with  the  neutralize  and  specific  type  of  toxin 
used  in  immunizing  the  serum  producing 
animal.  Tetanus  antitoxin  is  a good  example 


of  this  class  of  product.  It  is  used  in  both  the 
prevention  or  treatment  of  Lockjaw.  Horses 
are  more  susceptible  to  this  disease  than  any 
other  domestic  animal,  and  it  is  standard 
practice  among  veterinarians  to  inject  at 
least  1500  units  of  Tetanus  Antitoxin  at  the 
time  of  any  surgical  operation  or  severe 
wound  on  a horse.  This  is  sufficient  to  pro- 
tect the  animal  against  Lockjaw  (Tetanus)  in 
the  event  that  the  Tetanus  bacillus  should 
find  its  way  into  the  wound. 

Antibacterial  serums  are  serums  derived 
from  animals  that  have  been  hyperimmunized 
at  first  by  the  injection  of  bacterins  and  later 
by  injections  of  live  virulent  cultures.  Anti- 
bacterial serums  contain  various  antibodies, 
such  as  aglutinin,  opsonin,  and  amboceptor, 
which  react  with  or  help  to  destroy  the 
specific  type  of  bacteria  which  were  used  for 
hyperimimunization.  Examples  of  this  class 
of  product  are  Anti-Hemorrhagic-Septicemia 
Serum  and  Anti-Swine-Erysiplas  Serum. 

Anti-Hog-Cholera  Serum  is  a similar  type 
of  product  with  the  exception  that  it  contains 
antibodies  which  are  active  against  the  virus 
of  Hog  Cholera  rather  than  being  active 
against  bacteria. 

Some  Practical  Problems  in  Field  Immun- 
ization 

It  is  obvious,  from  what  has  been  said  pre- 
viously, that  disease  and  immunity  are  com- 
plex entities  about  which  there  is  still  much 
to  be  learned.  It  should  be  clear  then  that 
difficulties  and  problems  of  a diverse  nature 
will  be  encountered  more  or  less  frequently 
in  the  routine  immunization  of  animals  in 
the  field.  There  are  several  factors  which 
should  be  kept  in  mind  in  attempting  to 
understand  and  evaluate  these  problems. 

The  nature  of  the  product  used  has  much  to 
do  with  the  immunological  response.  No 
biological  product  is  100%  effective,  although 
some  approach  this  degree  of  perfection. 
Tetanus  Antitoxin,  for  example,  is  nearly 
100%  effective  in  the  prevention  of  Tetanus. 
The  bacterins  employed  to  immunize  cattle 
against  Blackleg  likewise  have  an  excellent 
record  of  highly  effective  results.  The  same 
may  be  said  of  Fowl  Pox  Vaccine,  Encephal- 
omyetis  Vaccine  and  others.  However,  when 
we  approach  the  class  of  diseases  known  gen- 
erally as  mixed  infections,  we  find  it  ex- 
tremely difficult  to  obtain  the  same  degree  of 
immunity  as  in  the  case  of  the  above  men- 


— 316  — 


OCTOBER  1949 


tioned  products.  This  does  not  imply  that  the 
mixed  bacterins  are  without  preventive  value, 
for  their  wide  usage  for  many  years  by  the 
veterinary  profession  and  the  layman  indi- 
cates definitely  that  they  hold  an  important 
place  in  the  prevention  of  mixed  infections. 

The  general  condition  of  an  animal  at  the 
time  of  vaccination  has  much  to  do  with  the 
degree  of  immunity  finally  established. 
Healthy  animals  in  good  condition  respond 
most  favorably  and  develop  a more  sub- 
stantial immunity  than  do  animals  which  are 
not  in  good  health.  Consequently,  an  animal 
which  is  suffering  from  malnutrition,  parasi- 
tism, or  chronic  disease  may  fail  to  respond 
satisfactorily  to  vaccination  with  vaccines 
and  bacterins.  It  is  not  uncommon  in  the  field 
to  encounter  vaccination  failures  which  the 
laj^man  may  attribute  to  an  unsatisfactory 
product,  when  actually  the  trouble  is  that  the 
animals  vaccinated  were  not  capable  of  pro- 
ducing a normal  response  to  the  injection. 

Age  is  an  important  factor  in  determining 
the  degree  of  immunity  that  can  be  estab- 
, lished  with  any  particular  vaccination  pro- 
I cedure.  Young  animals,  as  a rule,  are  not  as 
I easily  immunized  as  are  mature  animals.  For 
example,  little  difficulty  is  encountered  in 
’ controlling  an  outbreak  of  fowl  typhoid  in 
i adult  chickens  by  proper  use  of  Cholera- 
Typhoid  Bacterin  and  appropriate  sanitary 
measures.  The  disease  occasionally  breaks 
out  in  young  chicks  and  here  vaccination  with 
bacterin  is  not  nearly  as  effective  because 
I young  chicks  are  not  capable  of  producing  the 
I same  degree  of  immunity  response  as  are 
adults.  The  immunity  which  they  do  develop 
is  of  a lower  order  and  of  relatively  short 
duration. 

The  immunization  of  swine  against  Hog 
! Cholera  presents  some  very  special  problems 
about  which  many  misconceptions  have 
j arisen.  There  are  two  methods  of  immunizing 
I swine  against  Hog  Cholera.  The  serum  alone 
I method  involves  the  use  of  Anti-Hog-Cholera 
I Serum  only.  Serum  alone  produces  a passive 
I immunity  which  will  protect  animals  for 
I varying  periods  of  time,  but  three  or  four 
weeks  is  probably  as  long  as  we  should  rely 
i on  such  treatment.  This  method  is  not  widely 
I used  in  this  country,  because  of  this  short 
p period  of  immunity. 

jii  The  simultaneous  method  of  vaccination 
I involves  the  use  of  virulent  Hog  Cholera 


Virus  and  Anti-Hog-Cholera  Serum,  both  of 
which  are  injected  at  the  same  time  into 
separate  parts  of  the  body.  The  serum  pro- 
duces a passive  immunity  which  enables  the 
pigs  to  overcome  or  withstand  the  virus  in- 
jection. Without  the  serum,  a susceptible  pig 
would  surely  die  of  Hog  Cholera.  The  virus  is 
an  active  immunizing  agent  and  stimulates 
the  body  cells  of  the  pig  to  produce  its  own 
antibodies.  The  resulting  immunity  is  of  a 
high  order  and,  under  normal  conditions,  lasts 
for  life.  Successful  vaccination  bj^  the  simul- 
taneous method  is  dependent  on  two  things — 
potent  serum  and  virus  and  healthy  pigs.  The 
purity,  safety,  and  potency  of  serum  and 
virus  on  the  market  is  thoroughly  insured  by 
regulations  and  inspections  of  the  Bureau  of 
Animal  Industry.  The  health  of  the  pigs  is 
not  as  easily  controlled.  For  satisfactory  re- 
sults, pigs  to  be  vaccinated  should  be  in  good 
condition  and  well  nourished.  They  should 
be  relatively  free  from  internal  parasites  and 
also  free  of  any  latent  infections.  The  general 
appearance  of  the  animals  to  be  vaccinated  is 
a fairly  reliable  index  of  their  state  of  nutri- 
tion and  degree  of  parasite  infestation.  Use 
of  a clinical  thermometer  will  generally  in- 
dicate whether  or  not  the  animals  are  suffer- 
ing from  any  active  infection.  It  is  extremely 
difficult,  however,  and  frequently  impossible 
to  determine  the  presence  of  latent  infections, 
that  is  those  infections  which  are  present  in 
the  body  but  not  yet  producing  any  sym- 
ptoms. Should  any  latent  infection,  such  as 
necrotic  enteritis,  be  present  at  the  time  of 
vaccination,  the  temporary  lowered  resistance 
of  the  animal  during  the  vaccination  reaction 
may  permit  this  latent  infection  to  gain  a 
strong  hold  in  the  tissues  and  organs  with  the 
result  that  some  animals  sicken  and  die.  On 
postmortem  examination.  Hog  Cholera  lesions 
are  nearly  always  found.  This  is  to  be  ex- 
pected in  any  pig  following  vaccination  with 
serum  and  virus.  In  the  field,  one  might 
erroneously  jump  to  the  conclusion  that  Hog 
Cholera  was  the  primary  cause  of  death  when 
such  is  not  the  case.  A very  careful  post- 
mortem examination  with  bacteriological 
tests,  if  necessary,  will  usually  identify  the 
latent  infection  which  is  the  primary  source 
of  the  trouble.  Every  pharmacist,  vet- 
erinarian, or  hog  raiser  who  sells  or  uses  Hog 
Cholera  Serum  and  Virus  should  understand 
this  problem  thoroughly  if  proper  treatment 
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is  to  be  instituted  in  post-vaccination  troubles 
of  this  type. 

Another  problem  frequently  arises  in  hogs 
which  have  been  successfully  immunized  for 
weeks  or  months  prior  to  the  onset  of  losses. 
There  is  substantial  evidence  that  certain 
diseases,  such  as  Hemorrhagic  Septicemia, 
Swine  Flu,  Necrotic  Enteritis,  Salmonella 
septicemia,  and  perhaps  other  infections,  will 
temporarily  destroy  or  reduce  the  active 
immunity  which  was  previously  established 
by  proper  vaccination.  Under  these  con- 
ditions, dead  pigs  frequently  show  Cholera 
lesions  on  postmortem  examination.  The  out- 
break cannot  be  controlled  until  the  primary 
disease  is  correctly  diagnosed  and  proper 
treatment  instituted.  Since  there  is  a lowered 
resistance  to  Hog  Cholera,  this  treatment 
should  include,  in  addition  to  other  things, 
the  administration  of  a liberal  dose  of  Anti- 
Hog-Cholera  Serum.  This  will  immediately 
raise  the  animals  resistance  to  Hog  Cholera 
and  provide  adequate  protection  against  this 
disease  until  the  primary  infection  is  des- 
troyed or  brought  under  control.  The  active 
immunity  of  the  animal  then  returns  to  its 
original  protective  level.  A correct  under- 
standing of  these  special  problems,  relating  to 
Hog  Cholera  immunity,  is  essential  if  post- 
vaccination diseases  are  to  be  treated  prop- 
erly and  brought  under  control  with  a min- 
imum loss  of  valuable  livestock. 


NEWS  ITEMS 

From  the  Secretary’s  Office 
Pharmacist  Raymond  W.  Andrew  has  been 
granted  a permit  to  manage  the  France  Drug 
Store  at  Canistota  for  Mrs.  E.  B.  France 
whose  husband  passed  away  early  this  year. 
Mr.  Andrews  had  been  looking  at  stores  for 
sale  and  after  seeing  how  much  a pharmacist 
was  needed  in  Canistota  he  agreed  to  take 
over  the  management  of  Mrs.  France’s  store. 

A permit  to  conduct  a pharmacy  has  been 
granted  to  Pharmacist,  John  J.  Lalley  to 
manage  the  Sween  South  Sioux  Drug  in 
South  Sioux  Falls.  This  new  drug  store  was 
opened  in  September  and  is  owned  by  Mr. 
G.  E.  Sween.  Pharmacist  Lalley  was  formerly 
in  the  insurance  business  in  Sioux  Falls. 

Pharmacist  Swen  Amunson  and  wife  of 
Mobridge  spent  a couple  of  weeks  vacation 
up  in  Alaska  this  summer. 

Pharmacist  Theodore  H.  Weisflock  and 


wife  are  enjoying  a visit  with  their  son’s 
family  near  Portland,  Oregon.  They  sold  out 
their  drug  store  at  Frankfort  early  in  July. 

Pharmacist  Elmer  Engebretson  of  Devils 
Lake,  North  Dakota  sent  a note  with  his 
South  Dakota  certificate  renewal  that  he  will 
have  a complete  set  of  Drug  Store  fixtures 
and  soda  fountain  for  sale  about  January, 
1950.  He  says  this  will  be  a real  snap  for  any 
pharmacist  who  wants  to  start  a new  store. 

Dr.  Earl  R.  Series,  Dean  of  Pharmacy  at 
the  University  of  Illinois,  has  informed  us 
that  South  Dakota  pharmacist.  Dr.  Noel  E. 
Foss  is  now  Dean  of  Pharmacy  at  the  Uni- 
veristy  of  Maryland  and  Dr.  Byrl  Benton  is 
Dean  of  Pharmacy  at  Drake  University,  Des 
Moines.  Dr.  and  Mrs.  Series  plan  to  attend 
the  South  Dakota  Grand  Chapter  of  Eastern 
Star  in  Rapid  City  on  October  10th. 

Laurence  C.  Sendelbach  who  was  formerly 
employed  as  a pharmacist  in  Sioux  Falls  is 
now  with  the  Menzel  Drug  Store  in  Pipe- 
stone, Minnesota. 


DRUGGISTS! 

WRITE 

FRANK  H.  FRIDGEN 

1501  W.  12th  St.  Sioux  Falls 

FOR 

PANDA  FACTORY  FINISH  PRODUCTS 
AND 

ONYX  WHITE  LEATHER  DRESSING 


Peter  DeBoer  recently  returned  from  the 
State  of  Washington  where  he  had  worked  in 
a professional  pharmacy  for  the  past  year. 
He  reports  that  industrial  conditions  are  fall- 
ing off  in  the  north  west.  Mr.  DeBoer  is  in- 
terested in  a position  as  pharmacist  or  buying 
a store.  He  is  now  at  Gettysburg  where  he 
formerly  owned  the  drug  store  which  is  now 
owned  and  operated  by  Kenneth  Jones. 

Pharmacist  Frank  L.  Base  reports  that  he 
has  discontinued  negotiations  with  R.  H. 
Isaak  of  Eureka  as  a co-partner  of  the  Eureka 
Drug  Company.  His  former  home  is  at  Tyn- 
dall where  he  may  be  contacted  regarding 
a position. 

M.  B.  Haugen  who  was  pharmacist  man- 
ager of  the  Hilton  Drug  in  Hartford,  passed  ^ 
away  on  August  29th  following  a stroke 
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of  the  American  Medical  Association  for  the  prophylactic  and 
therapeutic  relief  of  motion  sickness* 
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which  he  suffered  a few  days  earlier.  The 
store  is  owned  by  Mr.  C.  E.  Hilton  who  is  not 
a registered  pharmacist.  He  would  like  to 
employ  a young  pharmacist  that  would  be 
willing  to  take  an  interest  in  the  store  with 
the  view  of  owning  it  some  day. 

The  Dunning  Drug  Store  in  Sioux  Falls 
lost  their  pharmacist  manager  when  Harry 
M.  Kuhns  died  at  a local  hospital  at  8:30  p.  m. 
on  September  10,  1949.  Mr.  Kuhns  was 
stricken  with  a heart  attack  only  a few  hours 
before  his  death.  He  came  to  South  Dakota  in 
1906  and  was  in  the  drug  business  at  Can- 
istota,  Pukwana  and  Beresford  before  moving 
to  Sioux  Falls  in  1942.  The  position  left 
vacant  by  his  sudden  passing  was  filled 
promptly  by  Pharmacist  Harvey  L.  Widmark 
of  Ivanhoe,  Minnesota. 

Word  reached  our  office  early  in  September 
that  Pharmacist  Laura  May  Carroll  of  St. 
Luke's  Hospital  Pharmacy,  Aberdeen,  passed 
away  on  July  6,  1949.  We  had  visited  her 
pharmacy  in  late  June  and  she  was  very 
proud  of  their  new  pharmacy  quarters  and 
arrangement.  Patricia  Lucille  Procknow  who 
was  with  the  Laxson  Pharmacy  in  Canton 
following  her  registration  in  June,  has  filled 
the  position  left  vacant  by  Miss  Carroll’s 
death. 

Mrs.  Mary  Jeane  Noonan  Rothrock,  232 
Zimmerman  Blvd.,  Kenmore,  New  York 
writes  that  they  have  a son,  Thomas  Alan, 
born  March  25,  1949.  Following  her  registra- 
tion as  a pharmacist  in  1943,  Mrs.  Rothrock 
attended  Purdue  University  for  her  Doctor’s 
Degree  after  which  she  taught  in  a college 
at  Buffalo,  N.  Y. 

Pharmacist  William  E.  Bissell,  Plankinton, 
writes  that  he  suffered  a heart  attack  in  May 
and  is  very  slow  in  recovering.  He  is  not 
teaching  at  the  Training  School  this  year. 
During  summer  vacations  the  past  several 
years,  Mr.  Bissell  has  done  a lot  of  relief  work 
in  South  Dakota  pharmacies.  He  would  like 
to  do  more  relief  work  when  his  health  im- 
proves. 

Several  South  Dakota  pharmacists  residing 
in  other  states  have  answered  our  call  for 
more  pharmacists  in  South  Dakota.  Wm.  R. 
Kurle  former  owner  of  the  K.  & S.  Drug 
Store,  Frederick,  and  now  of  4148  — 49th  St., 
San  Diego,  Calif.,  is  interested  in  buying  or 
managing  a pharmacy  in  South  Dakota. 
Paul  G.  McCoy,  Heppner,  Oregon,  is  a young 


pharmacist  interested  in  buying.  Merle  E. 
Ball,  2301  23rd  St.,  Sata  Monica,  Calif.,  is 
interested  in  a good  position  paying  a good 
salary.  Clarence  O.  Engman,  611  Pershing  St., 
Hot  Springs,  New  Mexico  is  interested  in 
managing  a South  Dakota  store  on  a per- 
centage basis.  Others  interested  in  buying 
include,  Albert  A.  Abel,  1617  Broadway, 
Fargo,  N.  D.;  Arthur  M.  Anderson,  Red  Wing, 
Minnesota;  Edgar  H.  Light,  Box  326,  Pedro 
Miguel,  Canal  Zone;  A.  T.  Jacotel,  402  Ram- 
sey, East  Grand  Forks,  Minnesota. 

Vere  E.  Farrar,  former  owner  of  Woodward 
Pharmacy,  Aberdeen,  informs  us  that  he  has 
purchased  a drug  store  in  Los  Angeles.  His 
son-in-law,  Wallace  La  Vine,  registered  here 
in  June,  passed  the  California  Board  in  July. 
We  do  not  have  reciprocity  with  California  so 
Vere  plans  to  take  the  examinations  there  in 
October. 

Mrs.  Dorothy  Ullyot  Crouse,  recently  em- 
ployed in  the  Knutson  Drug  Stores  at  Clark 
and  Doland,  has  moved  to  Kansas  City, 
Missouri  where  her  husband  is  attending 
college.  Mrs.  Crouse  is  working  as  assistant 
manager  of  a chain  drug  store  in  Kansas  City. 
She  requests  that  we  extend  greetings  to  her 
pharmacy  friends  in  South  Dakota. 

Pharmacist  George  L.  Minard  has  pur- 
chased Dean  V.  Hockett’s  pharmacy  at  Phillip 
and  took  possession  on  September  12th.  Mr. 
Minard  was  formerly  located  in  Minneapolis, 
where  he  was  a salesman  for  Lederle  Lab- 
oratories. 

President  and  Mrs.  John  H.  Sidle  attended 
the  annual  convention  of  the  N.A.R.D.  in  New 
York  City  during  the  week  of  September  18, 
1949.  President  Sidle  was  the  official  dele- 
gate from  the  South  Dakota  Pharmaceutical 
Association.  The  Sidle’s  extended  their  trip 
after  the  convention  to  visit  friends  and  re- 
latives in  the  eastern  states. 
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Advances  in  Treatment  of  Fractures  of  the  Hip* 

Myron  O.  Henry,  M.D.,  Minneapolis,  Minn. 


During  the  past  20  years  the  great  pro- 
gress made  in  treatment  of  fractures  of  the 
hip  has  been  largely  due  to  improved  x-ray 
technique  and  the  discovery  of  inert  metals. 
Nails,  screws,  lag-screws,  screw-bolts,  flanged 
nails,  cannulated  nails,  pins,  wires,  and  blade- 
plates  have  been  devised;  they  are  advertised 
to  the  profession  in  such  profusion  that  one 
might  think  that  selection  of  the  right  gadget 
solves  the  problem  of  treatment.  In  spite  of 
our  increase  in  knowledge,  and  our  improved 
surgical  technique,  these  fractures  still  have 
a high  mortality  and  frequently  lead  to 
crippledom.  Recognition  of  the  type  of  frac- 
ture and  its  effect  upon  the  circulation  of  the 
proximal  fragment,  and  the  shearing  forces 
which  operate  to  favor  union  or  non-union, 
are  still  of  first  importance.  Familiarity  with 
modern  methods  of  treatment  and  the  avail- 
ability of  facilities  for  their  use  are  of  second- 
ary importance.  Lastly,  but  of  no  less  im- 
portance, is  the  skill  required  for  proper  ap- 
plication of  modern  methods. 

Until  quite  recently  it  was  thought  that 
intertrochanteric  fractures  are  not  serious 
and  that  they  always  unite  by  bony  union  — 
if  the  patient  survives.  Key  (1)  and  others 
(2)  (3)  have  shown  that  this  is  a miscon- 
ception, and  that  intertrochanteric  fractures 
have  a high  mortality,  and  require  a long 
healing  period,  which  is  often  beset  with 
serious,  if  not  fatal,  complications.  Trochan- 
teric fractures  have  been  classified  in  the 
literature  in  detail  as  basal,  peritrochanteric, 
transtrochanteric,  intertrochanteric,  and  sub- 
trochanteric. Such  classifications  are  only 
descriptive  of  the  anatomical  level  and  are 
of  no  value  in  planning  the  treatment.  The 
important  point  to  be  determined  is  whether 
the  fracture  is  stable  or  unstable.  Evans,  of 
Birmingham,  (2)  has  shown  that  “any  frac- 
ture with  cortical  instability  on  one  side 
(whether  due  to  cortical  overlap  or  cortical 
destruction)  tends  to  collapse  in  the  direction 
of  the  instability.”  Most  trochanteric  frac- 
tures are  comminuted,  most  of  them  are  un- 
stable, and  all  of  them  require  a healing 


period  (without  weight-bearing)  of  at  least 
16  weeks.  The  general  condition  of  the 
patient,  the  facilities  available,  the  financial 
status  of  the  patient,  and  the  skill  of  the  sur- 
geon are  the  factors  to  be  considered  in  de- 
ciding upon  the  types  of  treatment.  Some 
patients  should  be  treated  conservatively  — 
by  traction  in  a Thomas  splint,  or  with  a 
Boehler  nail,  or  in  a well-fitting  plaster-of- 
Paris  cast.  The  well-leg  traction  splint  is 
unsatisfactory  because  the  patient  is  actually 
more  uncomfortable  and  more  confined  than 
in  traction.  External-pin  fixation  is  men- 
tioned only  to  be  condemned  because  of  the 
too-frequent  complication  of  “pin  seepage.” 
Decubitus  ulcers,  mental  deterioration,  pul- 
monary and  genito-urinary  complications,  are 
probably  more  frequent  with  conservative 
treatment,  and  recent  statistics  (2)  indicate 
that  the  mortality  is  higher  — still  conserva- 
tive treatment  is  wisest  in  many  cases. 

Operative  treatment,  with  some  form  of  in- 
ternal fixation,  greatly  reduces  the  mortality, 
and  should  give  better  results,  and  requires 
a shorter  healing  period;  but  thrombophle- 
bitis and  pulmonary  complications  are  more 
frequent  after  internal  fixation.  Multiple 
pins  and  screws  may  give  good  internal  fixa- 
tion if  the  fracture  is  not  badly  comminuted; 
but  most  trochanteric  fractures  are  com- 
minuted and  in  spite  of  comminution  the 
blade-plate  gives  excellent  fixation  if  prop- 
erly introduced.  A curved  blade  or  a V- 
shaped  blade  seems  to  cut  less  in  the  can- 
cellous bone  of  the  femoral  neck.  Until  re- 
cently we  have  endeavored  to  center  the 
blade  in  the  fragment  of  the  neck.  Unstable 
fractures  may  telescope,  however,  allowing 
the  blade  to  perforate  the  head  and  trau- 
matize the  hip  joint.  (Fig.  1 A,  Fig.  1 B)  Often 
removal  of  the  blade  is  all  that  is  required 
because  the  fragments  are  usually  fairly  well 
consolidated  in  15  weeks.  Greater  security 
can  be  obtained  by  driving  the  blade  so  as  to 
impale  the  cortex  of  the  neck  upon  its  point. 

* Read  before  the  Aberdeen  District  Medical 

Society,  September  28,  1949,  Aberdeen,  S.  D. 
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(Fig.  2 A,  Fig.  2 B)  Early  motion  is  encouraged 
in  these  cases,  but  without  weight-bearing 
until  there  is  x-ray  evidence  of  solid  union. 

Despite  improved  x-rays  and  ingenious  de- 
vices for  internal  fixation,  intracapsular  frac- 
tures still  remain  a challenge  to  the  surgeon. 
Bony  union  can  be  obtained  by  closed 
methods  — Leadbetter  reduction.  Whitman 
impaction,  and  double-spica  cast.  Intracap- 
sular fractures  are  prone  to  undergo  avas- 
cular necrosis,  whether  treated  by  closed 
methods  or  by  some  form  of  internal  fixation. 
Good  x-rays  are  all  important  and  must  be 
studied  carefully  to  determine  the  type  of 
fracture  and  whether  or  not  it  is  impacted. 
Per  Linton,  of  Sweden,  (4)  has  emphasized 
that  the  “assumption  that  there  is  impaction 
depends  upon  close  contact  between  the 
fragments,  and  reasonable  stability.”  Clinic- 
ally there  should  be  freedom  from  pain  on 
passive  motion.  “An  impacted  fracture  can 
develop  into  a labile  one  presenting  great 
difficulty  in  maintenance  of  reduction”  (Per 
Linton).  Unless  an  impacted  fracture  is  im- 
pacted in  good  valgus  position  and  is  stable, 
it  should  be  fixed  internally.  The  prognosis 
for  bony  union  depends  upon  Pauwell’s  angle, 
which  is  the  angle  the  fracture  line  makes 
with  the  horizontal.  According  to  Watson- 
Jones  (5),  if  the  angle  is  less  than  30  degrees, 
the  prognosis  for  bony  union  is  excellent;  if 
it  is  from  30  degrees  to  50  degrees  good  in- 
ternal fixation  is  required  and  the  prognosis 
for  bony  union  is  fairly  good.  When  the  angle 
is  more  than  60  degrees  the  chances  of  sur- 
vival of  the  head  are  small,  and  some  type 
of  reconstruction  operation  should  probably 
be  performed  at  once  instead  of  an  internal 
fixation  procedure  which  is  doomed  to  failure. 

Threaded  wires,  Moore  pins,  screws,  lag- 
screws,  screw-bolts,  flanged  nails,  and  can- 
nulated  nails  have  all  been  used  with  success 
in  treatment  of  intracapsular  fractures  of  the 
hip;  but  all  such  devices  require  skillful 
craftsmanship  (and  good  surgical  judgement) 
for  their  proper  introduction.  Perfect  re- 
duction and  internal  fixation  with  any  type 
of  gadget  may  not  prevent  avascular  necrosis. 
In  1933  the  author  (6)  devised  a screw-bolt 
for  introduction  through  the  trochanter  which 
would  compress  the  fragments  together 
firmly.  While  successful  in  some  cases,  rota- 
tion of  the  head  occurred  in  others.  This  was 
prevented  by  use  of  a pin  along  side  the 


screw-bolt.  Further  studies  and  experience 
showed  the  screw  principle  for  compression 
and  close  apposition  would  not  always  hold 
in  the  cancellous  bone  of  the  femoral  neck, 
and  it  has  been  abandoned.  A Smith-Peter- 
sen  nail  introduced  between  two  guide  pins, 
which  prevent  rotation  of  the  head  while 
driving  the  nail,  has  given  best  results.  The 
angle  of  the  femoral  neck  is  found  by  placing 
a protractor  on  the  x-ray  of  the  sound  hip, 
and  the  length  of  the  nail  is  then  also 
estimated.  After  the  fracture  has  been  re- 
duced by  the  Leadbetter  method  two  pins 
are  introduced  from  the  trochanteric  side 
with  a hand-chuck  at  the  angle  and  distance 
estimated  from  the  x-ray  of  the  sound  hip. 
Fig.  3 A,  Fig.  3 B)  If  anteroposterior  and 
lateral  x-rays  show  good  reduction  and  the 
pins  in  good  position,  the  Smith-Petersen  nail 
is  then  driven  between  the  two  pins  which 
steady  the  head  and  prevent  its  rotation  dur- 
ing the  driving  of  the  nail.  Care  should  be 
taken  to  drive  the  nail  like  an  upright  letter 
Y — the  broad  limbs  of  the  flanges  do  not  cut 
the  cancellous  bone  as  the  single  flange  may 
if  the  nail  is  driven  in  the  inverted  letter  Y 
position.  One  pin  is  left  alongside  the  nail 
for  better  stability,  and  the  second  guide  pin 
is  withdrawn.  Wide  exposure  of  the  fracture 
site  and  nailing  under  direct  vision  may  be 
more  accurate  but  requires  more  extensive 
surgery,  increases  the  risk  of  the  operative 
procedure,  and  does  not  seem  necessary. 

Despite  good  reduction  and  good  internal 
fixation,  avascular  necrosis  of  the  proximal 
fragment  often  obtains.  When  there  is  x- 
ray  evidence  of  absorption  of  the  neck  and 
necrosis  of  the  head,  some  form  of  reconstruc- 
tion operation  should  be  considered  if  the 
condition  of  the  patient  will  permit  such  ad- 
ditional surgery  with  a reasonable  degree  of 
safety.  Many  types  of  reconstruction  have 
been  devised  and  all  have  given  good  results. 
They  resolve  into  two  types:  those  which  at- 
tempt to  preserve  the  head,  and  those  which 
discard  the  head  and  utilize  the  reshaped 
neck  with  transplantation  of  the  insertion  of 
the  abductors.  If  the  head  seems  to  be  viable 
and  fairly  sound,  the  author  prefers  the  Luck 
type  of  reconstruction.  (7)  This  operation 
must  be  reserved  for  patients  who  are  good 
surgical  risks.  (Fig.  4 A,  Fig.  4 B) 

In  patients  crippled  by  non-union  who 
must  accept  the  quickest  and  most  certain 
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Fig.  1 A.  Comminuted  intertrochanteric  fracture 
fixed  with  blade-plate. 


Fig.  1 B.  9 months  post-operative-telescoping  with 
perforation  of  blade  into  joint. 


Fig.  2 A.  Lateral  view  of  blade  centered  in  neck. 


Fig.  2 B.  Greater  security  gained  by  driving  blade 
through  cortical  bone. 
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Fig.  3 A.  Intracapsular  fracture  held  by  two  guide  Fig.  3 B.  Lateral  x-ray  of  same, 
pins  before  driving  nail. 


Fig.  4 A.  Non-union. 


Fig.  4 B.  Same  6 months  after  Luck  Reconstruc- 
tion. 
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Fig.  5 A.  Non-union  and  absorption  of  neck. 


piocedure  to  regain  a painless,  stable  hip,  the 
Whitman  reconstruction  is  the  operation  of 
choice.  It  is  quick,  sure,  and  requires  the 
shortest  healing  period  of  any  type  of  recon- 
struction. It  leaves  the  patient  with  some 
shortening  and  limited  motion,  but  it  does 
give  a reliable  extremity  for  weight-bearing. 
The  objection  to  this  operation  is  that  few 
patients  regain  enough  hip  flexion  to  enable 
them  to  put  on  their  own  shoe,  but  a long- 
handled  forceps  may  overcome  this  objection. 
The  important  point  is  a Whitman  reconstruc- 
tion is  to  re-implant  securely  the  abductors 
lower  down  upon  the  femoral  shaft.  (Fig.  5 
I A,  Fig.  5 B)  A new  device,  the  Jaenichen- 
Collison  (8)  metal  Femoral  Head  Prosthesis, 
is  fixed  upon  a trochanteric  plate,  and  may 
■ solve  the  problem  of  reconstruction  in  the 
' future,  but  it  is  still  in  the  experimental 
stage. 

Fractures  of  the  hip  are  the  same  today  as 
I they  were  a hundred  years  ago  — they  are 
still  a challenge  to  the  judgement  and  skill 
of  the  surgeon  and  are  still  attended  with  a 
j high  mortality;  but  statistics  prove  that  the 


Fig.  5 B.  Same  6 months  after  Whitman  Recon- 
struction. 


progress  in  treating  these  fractures  has  en- 
abled many  patients  to  enjoy  the  evening  of 

their  lives. 
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Malignant  Polyp,  Multiple  Intussusceptions 

and  Prolapse 

Report  of  an  unusual  case 

J.  V.  McGreevy,  M.D.,  F.A.C.S.,  E.  J.  McGreevy,  M.D. 

Sioux  Falls,  South  Dakota 


In  the  case  which  forms  the  basis  of  this  re- 
port, so  many  unusual  features  were  mani- 
fested that  we  considered  it  worthy  of  dis- 
cussion. 

One  operation,  performed  on  an  elderly 
white  adult  as  an  emergency  revealed  the 
following  unusual  features: 

(1)  Acute  intussusception  of  the  large 
bowel  due  to  a large  adenomatous  polyp  and 
another  intussusceptive  process  within  the 
first  intussusception. 

(2)  A prolapse  of  the  adenomatous  polyp 
and  double  intussusception  some  four  inches 
past  the  anal  orifice. 

(3)  Redundancy  of  the  sigmoid  colon  to 
allow  such  a circumstance  to  arise. 

The  patient  made  a complete  recovery  from 
these  complications  and  has  remained  well 
to  the  time  of  this  report. 

REPORT  OF  CASE 

McKennan  Hospital  Case  #90007 

A white  woman,  sixty-eight  years  of  age, 
was  admitted  to  the  hospital  on  September 
2,  1949  because  of  abdominal  pain  and  con- 
stipation of  twenty-four  hours  duration.  The 
pain  was  located  in  the  lower  abdomen  and 
was  cramp-like.  Three  days  before  the  ab- 
dominal pains  and  constipation  began  she 
had  severe  diarrhea,  since  then  she  has  ex- 
perienced obstipation  and  bright  blood  was 
wiped  from  the  anal  orifice  on  more  than  one 
occasion. 

On  examination  the  patient  appeared  to  be 
in  no  great  distress.  There  was  no  distention, 
spasm  or  rigidity  of  the  obdomen.  There  was 
mild  tenderness  in  both  lower  quadrants, 
especially  the  left.  No  mass  was  palpable  in 
the  abdomen.  Upon  rectal  examination  a 
large  mass  was  palpable  which  seemed  to  be 
attached  to  a long  thick  pedicle.  The  pedicle 
extended  beyond  the  reach  of  the  examining 
finger.  Leukocytosis  was  manifested  by  a 
count  of  19,250  leukocytes  with  96%  polys. 


Her  temperature  was  100  degrees  F.  and  re- 
sults of  urinalysis  were  negative. 

On  September  3,  1949  the  patient  was  sub- 
mitted to  proctoscopic  examination.  This  was 
futile  as  we  were  unable  to  pass  the  procto- 
scope above  or  around  the  now  edematous 
mass.  The  presenting  portion  of  the  lesion  ap- 
peared friable  and  had  a definite  cauliflower 
appearance.  A biopsy  was  removed  with 
cautery. 

Because  the  polyp  was  too  far  down  in  the 
rectum  to  be  removed  from  above  unless  it 
had  a long  neck,  without  borrowing  extra 
hazards  — and  because  the  mass  was  to 
edematous  to  allow  the  passage  of  a procto- 
scope with  removal  from  below  — a course  of 
watchful  waiting  was  begun'  hoping  the  re- 
moval of  the  biopsy  might  liberate  enough 
serum  to  allow  proctoscopic  and  fulgeration 
from  below. 


On  September  4,  1949  we  were  notified  in 
the  early  morning  that  the  patient  apparently 
had  some  bowel  protruding  from  the  rectum. 
She  complained  of  no  pain.  When  seen  the 
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patient  was  taken  to  surgery  and  under  a low 
spinal  (saddle)  anesthetic  examined  more 
closely.  It  was  found  that  the  neck  of  the 
polyp  was  in  reality  bowel  — that  the  patient 
had  an  intussusception  with  prolapse.  Then 
under  a Sodium  pentathol  and  gas  anesthetic 
the  abdomen  was  opened  through  a left  rec- 
tusmuscle  splitting  incision.  There  was  found 
to  be  an  intussusception  of  the  left  colon  into 
the  sigmoid  colon,  the  intussusception  pro- 
ceeding downward  into  the  mass  prolapsed 
from  the  rectum.  Gentle  traction  was  ap- 
plied to  the  upper  loop  of  the  left  colon  but 
the  intussusception  could  not  be  reduced  in 
this  manner.  Manual  pressure  was  then  ap- 


plied to  the  rectum  forcing  the  mass  upward 
out  of  the  sigmoid  colon.  As  the  bowel  was 
withdrawn  from  the  intussuscipiens  a second 
intussusception,  four  inches  long,  was  found 
within  the  first  and  at  the  point  of  the  second 
one,  a large  polyp  was  palpable  through  the 
wall  of  the  bowel.  The  remaining  colon  was 
examined  and  no  other  polyps  were  found.  In 
reducing  the  first  barrel  of  the  double  in- 
tussuscption  a rent  was  made  in  the  sigmoid 
colon  of  about  one  and  one-half  (IVa)  inches 
in  length.  The  bowel  appeared  quite 
edematous  and  thickened.  It  was  decided  to 
resect  the  lower  half  of  the  left  colon,  and 
sigmoid  colon,  removing  the  tumor  mass; 


and  do  an  end  to  end  anastomosis,  suturing 
the  upper  half  of  the  left  colon  to  the  lower 
sigmoid  colon.  This  was  done  with  no  dif- 
ficulty using  two  layers  of  suture  anteriorly 
and  posteriorly.  A colon  tube  was  inserted 
well  above  the  line  of  anastomosis  before 
closure  was  started. 

The  patient  was  placed  on  penicillin, 
dihydro  streptomycin,  negative  pressure  and 
intravenous  therapy.  The  postoperative 
course  was  uneventful.  Three  days  after  sur- 
gery the  Wangansteen  was  discontinued  and 
fluids  were  taken  per  mouth.  Five  days  post 
operatively  she  had  her  first  stools,  by  her- 
self, and  the  rectal  tube  was  removed.  She 
was  discharged  eleven  days  after  surgery. 
PATHOLOGICAL  REPORT:  Polyp  showing 
malignant  change. 

COMMENT 

Intussusception,  when  present  in  older 
children  and  adults,  is  almost  always  as- 
sociated with  some  organic  cause,  as  a rule 
a tumor  of  the  wall  of  the  bowel.  Meckel’s 
diverticulum,  fummas,  ulcers  of  dysentery, 
typhoid  and  tuberculosis,  parosites  and 
foreign  bodies  also  have  been  described  as 
the  cause  of  this  type  of  intussusception  com- 
mon to  adults.  This  is  of  course  in  marked 
contrast  to  the  intussusception  of  infancy  and 
childhood  in  which  a definite  etiologic  factor 
cannot  be  predicated. 

Among  one  thousand  cases  of  intussuscep- 
tions studied  by  Fitzwilliams,  multiplicity 
was  seen  in  twelve  cases  or  approximately 
one  per  cent.  Usually  intussusceptions  are 
localized  in  the  small  bowel  but  a few  may  be 
seen  in  the  colon  as  was  the  situation  in  our 
case. 

SUMMARY 

It  is  important  to  recognize  that  there  are  two 
types  of  intussusceptions;  that  which  affects  in- 
fants and  that  which  affects  adults.  Not  only  are 
the  causative'  factors  different  in  each  type  but 
what  is  more  important,  the  management  is  en- 
tirely different. 


HURON  GETS  DOCTOR 

Dr.  Clifford  Gryte,  graduate  of  the  Univer- 
sity of  North  Dakota  and  Bowman-Gray 
School  of  Medicine,  North  Carolina,  has  en- 
tered practice  at  the  Huron  Clinic,  Huron, 
South  Dakota,  as  an  internist. 

He  interned  and  received  his  residency  at 
Baptist  Hospital,  Winston-Salem,  North  Caro- 
lina. 
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A Discussion  of  Polio 

by  S.  B.  Siegeman,  M.D..  Salem,  So.  Dak. 


This  being  the  season  of  the  year  for  Polio 
and  there  being  a wide-spread  incidence  of 
the  disease  it  seems  a good  time  to  present  for 
the  consideration  of  the  profession  my  ex- 
perience, which  I am  convinced  has  done  a 
considerable  amount  of  good.  It  probably 
would  not  cure  a case  of  fully  developed  Polio 
but  I feel  sure  that  it  will  cut  short  many 
attacks  if  used  as  soon  as  there  are  any  pro- 
dromal symptoms. 

As  there  is  no  harm  to  the  patient  in  any 
way  there  is  no  reason  for  not  using  it  and 
especially  as  we  have  no  other  known  pre- 
ventive. After  all  prevention  is  much  to  be 
preferred  to  cure,  as  there  is  no  known  cure. 
Why  wait  for  crippling  and  lifetime  defects 
when  we  might  prevent  them?  I beg  of  you 
to  use  your  best  endeavors  and  knowledge  to 
prevent  crippling  and  deformities.  Don’t  wait 
for  a sure  diagnosis  but  beat  the  virus  to  the 
punch.  Here  is  a list  and  short  history  of  the 
1948  cases. 

CASE  NO.  1 — NANCY  A.  AGE  5 yrs. 

August  5,  1948.  Patient  complained  of 
Nausea,  vomiting  and  a slight  diarrhoea,  to- 
gether with  aching  in  the  legs  and  back. 
Temperature  101V2°,  pulse  110.  Prescribed 
Calomel  Va  grain  every  half  hour  until  the 
bowels  moved  a greenish  stool.  Absolute  rest 
in  bed  and  hot  packs  to  the  aching  parts. 
After  two  days  the  pains  in  the  back  and  legs 
subsided  and  the  temperature  was  normal. 
Kept  in  bed  for  three  or  four  days  more  and 
then  allowed  gradually  to  resume  normal 
activities.  Duration  of  illhess  and  recovery 
about  ten  days.  Recovery  complete. 

CASE  NO.  2 — JIMMIE  E.  AGE  4 yrs. 

August  15,  1948.  Patient  complained  of 
arms  and  legs  hurting  and  some  stiffness  of 
body  and  soreness  on  movement.  Bowels 
slightly  constipated.  Given  calomel  in  V4 
grain  doses  every  half  hour  until  the  bowels 
moved  a greenish  stool  and  2y2  grains  of 
aspirin  to  relieve  the  temperature  and  aching. 
Hot  packs  applied  to  the  legs,  arms  and  back 
continously  for  48  hours.  There  was  no  loss 
of  reflexes  or  movements.  Patient  kept  quiet 
in  bed  until  the  symptoms  were  all  gone,  and 


then  allowed  to  gradually  resume  normal 
activities.  Recovery  complete  in  a little  over 
a week. 

CASE  NO.  3 — BOBBY  B.  AGE  3V2  yrs. 

August  19,  1948.  Symptoms  — slight  fever, 
cross  and  some  vomiting.  Given  the  same 
treatment  as  above  and  the  recovery  was 
complete  in  about  four  or  five  days. 

CASE  NO.  4 — KAREN  E.  AGE  3 yrs. 

August  28,  1948.  Had  slight  nausea  and 
some  vomiting  during  the  preceding  night. 
Temperature  101°,  pulse  110,  complained  of 
soreness  in  arms  and  legs,  and  back  and  some 
stiffness.  She  was  given  the  same  course  of 
calomel  and  hot  packs  and  she  snapped  out  of 
it  in  48  hours,  kept  in  bed  for  three  days  and 
then  allowed  to  resume  her  usual  activities. 
CASE  NO.  5 — DEAN  B.  AGE  5 yrs. 

August  28,  1948.  Complained  of  pain  in 
back  and  legs.  Temperature  101.7°,  pulse  104. 
Patient  lay  very  still  in  bed  and  would  not 
move  unless  made  to  do  so  and  then  resented 
being  moved.  Bowels  were  constipated. 
Given  V2  grain  of  calomel  every  half  hour  for 
15  doses  and  again  15  doses  the  second  day  be- 
cause the  bowels  were  very  little  affected  by 
the  drug.  After  the  second  treatment  of  15 
doses  had  the  desired  result  in  greenstool. 
There  was  so  much  indifference  that  I feared 
the  case  was  one  of  the  bulbar  types  of  Polio. 
The  stupid  element  gradually  ceased  and  he 
became  normal  in  about  ten  days.  He  was 
kept  continually  in  the  hot  packs  to  the  arms, 
legs  and  back,  for  about  three  or  four  days, 
then  as  he  began  to  lose  the  soreness  they 
were  entirely  removed.  He  was  kept  in  bed 
for  about  two  weeks  before  he  was  allowed 
to  sit  up.  There  was  splendid  cooperation 
from  the  parents  and  he  is  completely  re- 
covered. Entire  time  consumed  about  three 
weeks. 

CASE  NO.  6 — WESLEY  G.  AGE  13  yrs. 

September  6,  1948.  Brought  to  my  office 
complaining  of  headache,  pains  in  back,  arms 
and  legs.  Some  nausea.  Temperature  100° 
plus,  pulse  96.  Given  Rx  for  calomel  and  or- 
dered to  take  V2  grain  every  half  hour  until 
the  bowels  moved  a greenish  stool.  Told  to 
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go  to  bed  and  keep  quiet  with  hot  packs  to  all 
the  aching  parts  except  the  head.  He  was  re- 
turned to  the  office  again  the  next  a.  m., 
September  7th,  and  said  he  could  not  take  the 
medicine  as  it  made  him  vomit  and  couldn’t 
stay  in  bed  because  he  was  so  nervous.  He 
was  told  of  the  imminent  danger  of  polio  and 
cautioned  to  "Do  as  told."  He  was  again 
brought  to  my  office  the  next  a.  m.,  Septem- 
ber 8th,  at  which  time  he  and  his  father,  who 
was  with  him  every  time,  were  very  em- 
patically  scolded  and  told  that  he  was  very 
likely  to  die  or  else  be  paralized  for  life.  His 
father  took  him  to  the  hospital  that  p.  m.  and 
the  next  a.  m.  he  had  loss  of  reflexes  and  use 
of  his  legs.  He  has  been  in  the  hospital  ever 
since  and  will  likely  be  permanently  crippled. 
CASE  NO.  7 — SALLY  N.  AGE  4 yrs. 

September  9,  1948.  Had  shght  fever,  some 
nausea  and  general  discomfort.  She  was 
given  the  calomel  as  perusual,  slightly  naus- 
eated but  the  medication  was  kept  up  until 
the  desired  result  of  greenish  stools  were  ob- 
tained. She  made  a rapid  and  complete  re- 
covery. 

CASE  NO.  8 — MR.  B.  R.  AGE  18  yrs. 

September  10,  1948.  Patient  came  com- 
plaining of  a general  feeling  of  discomfort 
and  pains  in  arms,  legs  and  back.  Was  afraid 
he  might  be  coming  down  with  Polio,  no  tem- 
perature or  pulse  above  the  normal.  He  was 
given  an  Rx  for  the  calomel  as  used  in  the 
other  cases  and  he  went  home  and  I have 
heard  no  more  from  him. 

CASE  NO.  9 — MR.  R.  R.  AGE  18  yrs. 

September  11,  1948.  Patient  came  feeling 
frightened  that  he  might  be  coming  down 
with  an  attach  of  Polio.  Complained  of  a 
feeling  of  general  discomfort  and  some  stiff- 
ness of  the  arms  and  some  pain  in  the  back 
(think  some  of  it  was  imaginary).  Rx  was 
given  for  calomel  in  V2  grain  doses  every  half 
hour  until  the  bowels  moved  a greenish  stool. 
Told  to  stay  in  bed  and  apply  hot  packs  if 
the  pain  didn’t  let  up.  Have  heard  no  further 
from  him. 

CASE  NO.  10  — JIMMIE  B.  AGE  6 yrs. 

October  6,  1948.  Called  to  house  and  found 
the  patient  in  bed  with  a temperature  of 
1011/2°,  pulse  96.  Generally  restless  and  had 
some  pain  in  the  back,  arms  and  legs.  The 
mother  was  very  badly  frightened  and  feared 
polio,  gave  the  boy  the  calomel  in  Vz  grain 
doses  every  half  hour  until  there  was  the 


desired  greenish  stool.  There  was  some 
nausea  and  vomiting  but  the  medicine  was 
given  as  per  orders.  There  was  no  loss  of 
reflexes  or  movement.  The  pain  ceased  in 
about  24  hours  and  the  hot  packs  were  re- 
moved after  the  pain  ceased.  The  boy  was 
kept  in  bed  for  4 to  5 days  and  then  allowed 
to  get  up  and  resume  his  usual  routine.  Re- 
covery was  complete  in  about  one  week. 
CASE  NO.  11  — DON  G.  AGE  23  yrs. 

October  20,  1948.  Called  to  see  this  patient 
on  account  of  a diarrhoea.  But  as  he  was 
complaining  of  generalized  pains  and  back- 
ache and  the  diarrhoea  had  been  going  on 
for  about  6 hours  there  was  an  intestinal  in- 
fection so  I prescribed  the  usual  calomel  as 
was  used  in  the  other  cases  except  that  I used 
1 grain  doses  instead  of  ¥2  grain  doses.  There 
was  an  absence  of  the  left  pettellar  reflex  and 
some  stiffness  of  the  legs.  The  greenish  stool 
occured  about  4:00  p.  m.  at  which  time  I saw 
him  again  and  as  his  mother  was  fearful  of 
Polio  I advised  that  he  be  taken  to  the  hos- 
pital. The  reflex  in  the  left  leg  was  present. 
He  made  an  uneventful  recorvery  and  was 
able  to  return  to  work  in  about  a week.  He 
was  kept  in  hot  packs  while  at  horne,  about 
8 hours. 

CASE  NO.  12  — ROBERT  L.  AGE  17  yrs. 

October  27,  1948.  Complained  of  pains  in 
back  and  legs  and  of  a tired  feeling  and 
weightiness  of  the  legs.  Temperature  101°. 
Ordered  to  bed  and  hot  packs  applied  to 
aching  legs  and  back,  given  the  calomel  in  ¥2 
grains  doses  until  the  bowels  moved  a green- 
ish stool.  He  didn’t  like  to  stay  in  bed  but 
was  made  to  do  so.  He  had  been  working  as 
a farm  hand  and  that  might  have  accounted 
for  the  tired  feeling.  He  was  kept  in  bed  for 
about  two  weeks.  No  symptoms  of  loss  of 
function  were  present  and  the  tired  feeling 
gradually  left.  Reflexes  were  normal  at  all 
times.  He  was  a high  school  student  and  so 
athletic  activities  were  forbidden  until  after 
the  Holiday  season.  Complete  recovery  in 
about  three  weeks. 

CASE  NO.  13  — JOYCE  E.  AGE  5 yrs. 

October  29,  1948.  Slight  fever,  101°,  pulse 
98.  Restlesness  and  complained  of  a little 
soreness  in  arms  and  some  aching  of  legs  and 
back.  Given  calomel  in  ¥2  grain  doses  every 
half  hour  and  2 ¥2  grains  of  aspirin  every  six 
hours  for  the  pain  and  fever  and  nervousness. 
On  November  2nd  noticed  stiffness  of  neck. 
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Plantar  reflexes  normal;  left  patellar  reflex 
absent,  right  normal.  Axillary  temperature 
99.4°.  Very  irritable  and  cried  most  of  the 
time  I was  there.  Given  another  series  of 
calomel  and  fortified  with  1/100  grain  of  Hg- 
CG  twice  daily  for  two  days.  November  3rd 
temperature  (oral)  100°,  pulse  104.  Stiffness 
more  marked  in  neck  and  also  in  the  spine. 
November  4th,  slight  general  improvement, 
neck  still  stiff,  November  5th,  more  general 
improvement,  the  neck  not  quite  so  stiff,  still 
sore,  however,  but  gradually  improving.  The 
hot  packs  were  kept  on  continually  from  the 
outset.  November  9th,  gradual  improvement 
but  still  kept  in  bed  and  the  hot  packs  were 
used  only  intermittently  as  needed  to  relieve 
pain  or  aches.  November  22nd,  able  to  sit  up 
in  chair  and  Mother’s  lap  and  is  able  to  walk 
but  very  weak;  with  only  slight  signs  of 
weakness  in  the  ankles.  No  paralysis.  Gain- 
ing nicely  and  the  reflexes  are  all  normal. 

The  HgCl-.>  was  used  because  it  would  be 
very  readily  absorbed  and  might  make  the 
calomel  action  more  effective,  especially 
when  the  material  was  absorbed  and  would 
act  as  a systemic  viricide. 

CASE  NO.  14  — JIMMIE  E.  AGE  13  yrs. 

November  3,  1948.  Patient  complained  of 
nausea  and  pain  in  his  back  and  legs.  Bowels 
were  constipated.  Temperature  100°  and  pulse 
was  96.  Soreness  over  the  legs  and  back  but 
no  where  else.  Reflexes  normal.  Given  the 
same  routine  of  Calomel  and  this  was  for- 
tified with  the  HgCla  in  1/50  grain  doses 
three  and  two  times  a,  day  for  two  days,  also 
given  5 grains  of  aspirins  for  the  aching.  Legs 
and  back  were  put  into  hot  packs  and  he  was 
kept  in  bed  for  the  four  days.  Hot  packs  con- 
tinuously for  the  first  48  hours.  Then  only 
during  the  day  time.  Recovery  seemed  to 
be  complete  in  less  than  a week.  Kept  home 
from  school  about  10  days. 

CASE  NO.  15  — NORMAN  O.  AGE  5 yrs. 

November  11,  1948.  Parents  came  to  me 
describing  this  child’s  symptoms,  which  were: 
some  headache,  little  soreness  of  the  back  and 
legs  with  nausea  and  slight  constipation. 
Parents  were  worried  fearing  Polio,  child 
given  prescription  for  Calomel,  half  grain 
doses  every  half  hour  until  the  bowels  moved 
a greenish  stool.  Two  and  one-half  grains  of 
aspirins  for  headache.  I saw  the  patient  some 
10  hours  later  and  ordered  hot  packs.  The 
medications  had  been  stopped  on  account  of 


its  being  night  and  I ordered  it  resumed, 
which  was  done.  Patient  made  a complete  re- 
covery, was  kept  in  bed  for  duration  of  in- 
disposition, recovery  complete  in  a week. 

CASE  NO.  16  — ELDON  S.  AGE  about  30  yrs. 

November  7,  1948.  This  man  had  mumps 
and  was  suffering  with  orchitis.  He  was  some- 
what afraid  of  polio  and  as  he  had  pains  in  his 
back  and  legs,  gave  him  the  routine  treat- 
ment of  calomel  and  HgC12  for  two  days.  He 
made  a very  rapid  recovery  in  three  to  five 
days. 

CASE  NO.  17  — SHIRLEY  B. 

February  18,  1949.  Patient  brought  to  of- 
fice suffering  bowel  and  stomach  upset, 
nausea  and  vomiting,  very  slight  fever  about 
99.5°,  Patient  given  calomel  as  per  usual,  V4 
grain  doses  until  bowels  moved  greenish 
stool.  Patient  O.  K.  in  48  hours. 

There  is  no  absolute  proof  that  these  cases 
were  all  Polio  nor  do  I think  they  were.  How- 
ever, am  very  certain  that  at  least  Cases  No. 
1,  2,  4,  7,  10,  11,  12,  14  and  15  were  suspicious 
and  definitely  had  prodromal  symptoms  of 
polio.  There  is  absolutely  no  doubt  about 
Case  No.  6 being  polio  which  was  proven  by 
subsequent  paralysis,  nor  do  I think  there  is 
any  doubt  about  Case  No.  13  being  Polio.  I 
think  Case  No.  5 would  justify  a diagnosis  of 
Polio. 

This  series  is  not  presented  to  offer  a cure 
nor  to  try  to  offer  anything  more  than  an  in- 
centive to  try  to  do  what  seems  to  be  in- 
dicated from  the  symptoms  given.  In  1912  I 
was  in  the  Central  part  of  the  state  where  I 
had  several  cases  with  like  symptoms  and  I 
am  sure  at  least  one  of  them  had  Polio,  al- 
though they  all  recovered  without  any  crip- 
pling results.  One  had  a wrist  drop  for  about 
three  years  which  entirely  disappeared  later. 
This  early  series  received  the  same  treatment 
without  the  Sister  Kenny  adjucent  of  hot 
packs.  My  sole  object  is  to  get  more  investi- 
gation into  the  means  of  preventing  the 
crippling  effects  of  polio  and  that  can  be  done 
only  if  we  instigate  treatment  at  the  very 
beginning  of  the  disease  or  symptoms. 

After  talking  with  several  physicians  about 
this  treatment  it  seems  to  be  their  opinion  it 
is  a rational  procedure  and  worthy  of  more 
investigation.  Will  appreciate  your  comments 
and  the  results  of  trials  if  you  make  use  of 
this  method  of  treatment. 
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A number  of  surveys  ^ have  shown  the  con- 
trbution  that  medical  schools  have  made  to 
the  physician  population  of  a given  city, 
state,  or  geographical  region.  I am  not  aware 
of  any  published  data  on  the  role  played  by 
basic  science  schools  in  terms  of  their  con- 
tributions to  the  physician  population  of  the 
given  states  concerned.  Do  the  graduates  of 
a two  year  school,  on  completion  of  their  med- 
ical course  of  study  at  a four  year  school,  tend 
to  return  to  practice  in  the  area  of  the  former 
school?  This,  and  related  questions,  have  been 
partially  answered  by  determining  (1)  those 
medical  schools  accomodating  the  graduates 
of  the  South  Dakota  School  of  Medical 
Sciences  and  (2)  the  eventual  area  in  which 
these  graduates  practiced  medicine.  Further, 
additional  data  on  related  subjects,  as  herein 
reported,  have  been  accumulated  to  ascertain 
the  contribution  of  the  South  Dakota  School 
of  Medical  Sciences  to  medical  education  for 
both  the  state  and  neighboring  areas. 

Residency  of  Students  Attending  South 
Dakota  School  of  Medical  Sciences.  — Six 
hundred  and  forty-six  (646)  students  have 
graduated  from  this  school  since  its  founding 
in  1907.  Four  hundred  and  thirty-six  (436) 
students  were  residents  of  South  Dakota,  for 
an  in-state  percentage  of  67.49  (Table  1). 
Residents  of  the  neighboring  states  of  Minn- 
esota and  Iowa  show  a combined  registration 
of  about  10  per  cent,  or  69  out  of  646  students. 
Six  additional  states,  none  of  which  are  from 
the  great  plains  or  north  central  area,  have 
each  contributed  more  than  1 per  cent  to  the 
total  out-of-state  registration. 

The  present  in-state  registration  is  some- 
what higher  than  the  average  figure  given 
above  (67%).  Classes  from  1946  to  1948  in- 
clusive show  an  in-state  residency  percentage 
of  71.1  with  the  entering  class  of  1948  exceed- 
ing all  others  (83.3%).  Two  factors  are  pri- 
marily responsible  for  this  increased  regis- 


tration of  in-state  students.  First,  the  past 
three  years  (1946-1948)  have  shown  an  over- 
all decrease  of  10  per  cent  in  numbers  of 
South  Dakota  freshman  medical  students  en- 
rolled in  schools  of  other  states  as  compared 
with  the  prewar  years  of  1938-1940.2  Sec- 
ondly, there  is  an  increased  demand  for  med- 
ical education.  South  Dakota  ranked  twenty- 
seventh  in  the  nation  for  the  academic  year 
1946-1947  in  number  of  freshmen  medical  stu- 
dents on  the  basis  of  population^,  while  last 
year  it  ranked  seventh  from  the  top.^  It  seems 
apparent  that  more  qualified  students  are  de- 
sirous of  studying  medicine  and,  in  lieu  of 
accommodations  elsewhere,  are  presently 
able  to  pursue  such  a course  largely  through 
the  maintenance  of  the  basic  science  school. 
Perhaps  it  is  more  than  mere  coincidence  that 
the  majority  of  those  states  without  medical 
educational  facilities  of  any  type  have  the 
lowest  ratios  of  medical  students  to  popula- 
tion.3'  ^ 

TABLE  1.— ANALYSIS  OF  RESIDENCY  OF  STUDENTS 
ATTENDING  THE  SOUTH  DAKOTA  SCHOOL  OF 
MEDICAL  SCIENCES. 


State  Number  % 


South  Dakota  436  67.49 

Iowa  . 51  7.89 

Minnesota  18  2.78 

New  York  15  2.32 

Illinois  14  2.16 

California  13  2.01 

Ohio  - 9 1.39 

Pennsylvania  9 1.39 

Washington  8 1.23 

Others  73  11.30 


Total  646  99.96 


Transfer  of  Students. — A total  of  633  stu- 
dents have  been  transferred  to  53  medical 
schools  on  the  completion  of  the  basic  science 
course  at  the  University  of  South  Dakota 
(Table  2).  More  than  two-thirds  (67%)  of  the 
total  number  have  through  the  years  been 

* Reprinted  with  the  permission  of  the  Journal  of 
the  Association  of  American  Medical  Colleges, 
Vol.  24,  No.  9,  September  1949. 
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accommodated  in  seven  schools,  as  follows  in 
numerical  order;  Rush,  Northwestern,  Wash- 
ington University  (St.  Louis),  Nebraska, 
Creighton,  Temple  and  Illinois.  It  is  to  be 
noted  that  all  but  one  of  these  seven  schools 
are  located  in  the  north  central  area  (mid- 

TABLE  2.— SCHOOLS  CONTRIBUTING  MORE  THAN  1 PER 
CENT  TO  THE  PHYSICIAN  POPULATION  OF  SOUTH 
DAKOTA  TOGETHER  WITH  THE  NUMBER  OF 
STUDENTS  TRANSFERRED  TO  AND  RETURNED 
FROM  THESE  SCHOOLS. 


School 

StuderS'ts 

Transferred 

Students 

Returned 

Non- 

S.  D. 

M.D.’s 

in  S.  D. 

Northwestern  . 

.....  84 

13.2 

17 

20.2 

37 

54 

11.9 

Rush  

174 

27.7 

23 

13.2 

29 

52 

11.5 

Creighton  

32 

5.0 

5 

15.6 

43 

48 

10.6 

Minnesota  

13 

2.0 

0 

0.0 

43 

43 

9.5 

Illinois  

30 

4.7 

7 

23.3 

30 

37 

8.2 

Iowa  

.....  14 

2.2 

2 

14.2 

29 

31 

6.9 

Nebraska  

....  35 

5.5 

2 

5.7 

15 

17 

3.8 

Temple  

..  32 

5.0 

9 

28.1 

1 

10 

2.2 

Washington  U. 

....  41 

6.4 

4 

9.7 

3 

7 

1.5 

Tennesse  

Others 

14 

2.2 

4 

28.5 

2 

6 

1.3 

(43  schools)  - 

....  164 

25.9 

13 

7.9 

132 

146 

32.3 

Totals  

.....633 

99.7 

86 

13.5 

365 

451 

99.7 

west  and  plain  states)  and  more  than  one- 
half  (56%)  of  the  total  number  of  transferred 
students  have  been  accommodated  in  medical 
schools  within  the  environs  of  Chicago  and 
Omaha. 

Schools  of  Origin  of  South  Dakota  Phys- 
icians.^ — A total  of  451  licensed  physicians 
are  recorded  on  the  present  state  registry. 
The  degrees  obtained  by  this  group  originated 
from  76  medical  schools.  Seven  of  these 
schools  are  foreign  and  two  Canadian  schools 
are  represented.  A total  of  19  of  the  451  phys- 
icians graduated  from  9 schools  which  pres- 
ently are  extinct.  In  addition  a total  of  46 
physicians  were  graduated  from  12  schools 
which  have  subsequently  merged  with  exist- 
ing medical  schools.®  Nine  schools  have  con- 
tributed 1 per  cent  or  more  to  the  physician 
population  of  the  state  (Table  2).  Five  schools 
have  graduated  one-half  of  the  total  number 
of  physicians  in  the  state,  namely.  North- 
western, Rush,  Creighton,  Minnesota  and  Ill- 
inois. 

Eighty-six,  or  19.1  per  cent,  of  the  451  South 
Dakota  physicians,  graduated  from  the  basic 
science  course  at  the  University  of  South 
Dakota.  On  the  basis  of  the  total  number  of 
students  transferred  (633)  this  return  of  86 
students  to  the  state  is  only  13.5  per  cent.  On 
the  basis  of  residency,  since  67.5  per  cent  of 
the  matriculants  were  from  South  Dakota, 


there  is  a net  return  of  19.7  per  cent  of  native 
students. 

This  is  quite  an  unfavorable  average  return . 
when  compared  with  four-year  medical 
schools.  The  data  of  three  surveys,  ^ based  on 
23  medical  schools,  indicate  an  average  of  67 
per  cent  of  the  graduates  remain  within  the 
state  with  percentile  ranges  from  18.7  to  85. 
It  is  likely  that  the  national  average,  for  all 
schools,  would  be  above  50  per  cent. 

It  is  self  evident  that  South  Dakota  is 
heavily  dependent  on  medical  schools  in  ad- 
jacent states  for  its  supply  of  physicians  (Fig. 
1).  The  present  physician  population  ratio 
is  about  1:1,500.  This  is  computed  on  the  basis 
of  600,000  population  and  that  of  the  451 
physicians  some  14  are  retired,  29  have  only 
part  time  practice,  and  16  are  employed  by 
institutions  of  the  state.  The  physician  popu- 
lation ratio  of  1:1,500  is  probably  too  low  for 
as  of  1946  over  one-fourth  of  the  physician 
population  was  65  years  of  age  or  older^  and 
corresponding  restrictions  in  practice  would 
be  expected.  This  high  age  factor  and  sub- 
sequent high  replacement  rate  would  permit 
a 100  per  cent  return  of  the  average  graduat- 
ing class  of  25  and  without  improving  to  any 
degree  the  physician  population  ratio.  In- 
deed, the  last  four  years  (1945-1948  inclusive) 
have  accumulated  more  than  one-fourth  of 
the  total  physician  population  of  the  state 
(451)  with  an  immigration  of  135  physicians. 
Of  this  number,  27  per  cent  were  South 
Dakota  graduates  for  a return  of  some  8 per 
cent  above  that  existing  in  the  total  physician 
population  of  the  state  (see  above).  There  is 
optimism  for  the  belief  that  this  favorable 
trend  may  be  continued.  This  is  due  largely 
to  the  offering  of  internship  in  the  state  for 
the  first  time,  and  the  introduction  of  a 
clinical  clerkship  or  preceptorship  training 
introduced  by  the  School  of  Medical  Science.® 
Both  of  these  educational  features  serve  to 
acquaint  the  student  with  opportunities  for 
general  practice  within  the  state. 

Distribution  of  Physicians  Who  Attended 
the  South  Dakota  School  of  Medical  Science. 
— Addresses  are  known  for  some  287  phys- 
icians or  55  per  cent  of  the  number  of  grad- 
uates during  the  period  1907  to  1941.  Grad- 
uates since  1941  have  been  excluded  as  it  is 
unlikely  that  the  majority  of  addresses  for 
this  group  can  be  considered  permanent  by 
virtue  of  displacements  provoked  by  the  war. 
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Seventy  per  cent  (198)  of  the  graduates  re- 
mained in  the  same  geographical  area  to 
which  they  transferred  in  completing  their 
medical  study  (Table  4).  Of  this  number  52, 
or  18.1  per  cent  of  the  total  (287),  remained  to 
practice  medicine  in  the  same  state  in  which 
the  M.D.  degree  was  received. 

An  examination  of  Table  2 indicates  that  70 
per  cent  of  the  graduates  of  this  school  have 
transferred  to  medical  schools  located  in  the 
north  central  area  with  64  per  cent  remaining 
in  this  same  area  to  practice  (Table  4).  The 
6 per  cent  migration  has  been  largely  to  the 
Pacific  and  Atlantic  coasts  (Table  4.)  These 
latter  areas  contributed  about  5 per  cent  by 
residence  of  our  students  (Table  1)  so  this 
migration  probably  represents  little  more 
than  a return  to  home  areas. 

TABLE  4.— THE  NUMBER  OF  SOUTH  DAKOTA  GRAD- 
UATES WHO  ARE  EITHER  PRACTICING  WITHIN  THE 
SAME  AREA  (I)  OR  HAVE  MIGRATED  TO  ANOTHER 
AREA  (II)  UPON  RECEIVING  THE  M.D.  DEGREE.  THE 
LIMITS  OF.  AND  STATES  EMBRACED  WITHIN,  THE  GEO- 
GRAPHICAL AREA  REFERRED  TO  ARE  THOSE  CUS- 
TOMARILY USED  IN  ATLASES  OF  THE  UNITED  STATES. 
THE  NUMBER  OF  STATES  ARE  INDICATED  FOR  EACH 
AREA. 


Geographical 

Area 

I 

% 

II 

% 

North  Central  (13)  

-185 

64 

23 

8 

Western  (11)  

..  5 

1.7 

40 

14 

Mid-Atlantic  (5)  

- 5 

1.7 

11 

3.8 

Southern  (13)  

..  2 

1.7 

7 

2.4 

New  England  (6)  

__  1 

.3 

4 

1.4 

Military  and  Territories 

- 

4 

1.4 

Totals  

198 

89 

It  is  evident  that  the  place  of  birth  or  home 
residency  of  the  student  plays  an  important 
role  in  the  area  selected  for  the  establishment 
of  a practice.  Analyzing  the  data  on  this  basis 
there  has  been  only  a 10  per  cent  migration 
out  of  the  north  central  area.  Thus,  81  per 
cent  of  the  students  of  South  Dakota  School 
of  Medical  Sciences  had  a home  residency 
within  the  north  central  area  (Table  1)  while 
72  per  cent  have  remained  in,  or  returned  to, 
the  north  central  area  to  practice  (Table  4). 
Indeen,  one-third  of  the  South  Dakota  grad- 
uates who  completed  their  course  of  study  in 
a medical  school  located  outside  of  the  north 
central  area  returned  to  this  area  to  establish 
a medical  practice  (Table  4). 

The  percentage  return  in  physicians  to  the 
north  central  area  compares  most  favorably 
with  other  regions  of  the  country.  Thus,  79 
per  cent  of  the  graduates  of  23  medical 
schools  in  the  Northeast  and  South  have  re- 
mained in  their  respective  areas.'' 


There  are  other  lines  of  evidence  to  in- 
dicate the  strong  tendency  of  South  Dakota 
students  to  remain  in,  or  return  to  the  home 
area.  Creighton  and  Nebraska  Medical 
Schools  are  located  in  an  adjacent  state  and 
have  accepted  about  the  same  number  of 
South  Dakota  transfer  students  as  have  the 
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Fig.  1. — Medical  schools  that  have  contributed 
more  than  one  per  cent  to  the  physician  population 
of  South  Dakota  (black),  together  with  the  number 
of  South  Dakota  transfer  students  accepted  (white) 
and  the  number  that  have  returned  to  practice  in 
the  state  (stipple).  Refer  to  Table  2 for  actual 
numbers. 

more  distantly  located  schools  of  Temple  and 
Illinois.  However,  about  three  times  as  many 
students  have  returned  from  Temple  and  Ill- 
inois as  from  the  neighboring  schools  of 
Creighton  and  Nebraska  (Table  2,  Fig.  1). 
Two  other  neighboring  states,  Iowa  and  Minn- 
esota, while  accepting  very  few  South  Dakota 
transfers,  show  a combined  return  of  14.2  per 
cent,  while  Tennessee  has  a return  of  over  25 
per  cent  from  the  number  of  transfers  (Table 
2,  Fig.  1). 

Schools  in  the  neighboring  states,  namely, 
Creighton,  Iowa,  Nebraska,  and  Minnesota, 
have  contributed  31  per  cent  of  the  physician 
population  of  the  state-  To  be  included  in  this 
number  are  certainly  many  South  Dakota 
residents  who  have  been  admitted  as  fresh- 
man medical  students  and  not  as  transfers 
from  the  South  Dakota  School  of  Medical 
Sciences.  These  schools  have  accepted  94  of 
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our  transferred  students  (15.4%)  of  which  9 
have  returned  to  South  Dakota  (9.5%).  Such 
distant  schools  as  Rush,  Illinois,  North- 
western, and  Temple  have  contributed  33.8 
per  cent  of  the  physician  population.  They 
have  accepted  320  of  our  transferred  students 
(50%)  of  which  66  (21%)  have  returned  to  the 
state.  Again,  the  greater  percentage  of  return 
is  on  the  part  of  those  students  transferring 
to  schools  located  outside  of  the  neighboring 
states. 

These  data  do  indicate  a possible  contribu- 
tion made  by  the  School  of  Mdical  Sciences 
to  the  physician  population  in  adjacent  state 
areas  on  the  assumption  that  at  least  50  per 
cent  of  the  graduates  of  the  four-year  school 
remain  within  the  state.''  Thus,  if  only  1 out 
of  10  South  Dakota  transfers  return  to  the 
state  from  neighboring  schools  (Creighton, 
Nebraska,  Iowa,  Minnesota)  a majority  of  the 
remainder  are  presumed  to  be  practicing 
within  the  state  areas  represented. 

SUMMARY 

1.  Sixty-seven  per  cent  of  all  students  en- 
rolled in  the  South  Dakota  School  of  Medical 
Sciences  have  been  residents  of  South  Dakota. 
The  post-war  years,  to  and  including  1948,  are 
consistently  above  this  average  with  a max- 
imum of  native  enrollment  of  83  per  cent. 

2.  Six  hundred  and  thirty-three  students 
have  transferred  to  53  medical  schools.  Two- 
thirds  of  this  number  have  been  accommo- 
dated in  seven  schools  which  follow  in 
numerical  order:  Rush,  Northwestern,  'Wash- 
ington U.  (St.  Louis),  Nebraska,  Creighton, 
Temple,  and  Illinois. 

3.  About  one-fifth  (19.1%)  of  the  451 
licensed  physicians  in  South  Dakota  grad- 
uated from  the  School  of  Medical  Sciences. 

4.  Fifteen  per  cent  of  the  total  number  of 
students  transferred  from  the  basic  science 
school  have  returned  to  South  Dakota  to  prac- 
tice. This  figure  has  been  nearly  doubled 
(28% ) during  the  past  four  years  (1945-48). 

5.  Three-fourths  of  the  total  number  of 
students  transferred  are  practicing  in  the 
north  central  area. 

6.  The  schools  which  have  made  the  major 
contributions,  in  terms  of  numbers,  to  the 
physician  population  in  South  Dakota  are: 
Northwestern  (11.9%),  Rush  (11.5%  ),  Creigh- 
ton (10.6%),  Minnesota  (9.5%),  Illinois  (8.2%), 
Iowa  {6.9%),  and  Nebraska  (3.8%). 
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SO.  DAK.  INJURY-ILLNESS  PLAN 

The  Committee  for  Public  Medical  Care, 
South  Dakota  State  Medical  Association,  re- 
ceived the  tenth  report  of  the  financial  and 
enrollment  experiences  under  the  South 
Dakota  -Injury-Illness  Expense  Plan,  from  in- 
ception, February  12,  1947,  to  September  30, 
1949,  inclusive. 


Premiums 

Written 

Premiums 

Earned 

*Losses 

Incurred 

Loss 

Ratio 

to 

Premiums 

Earned 

Annual 

Premiums 

Potential 

of 

Writings 

to 

Date 

$307,941.37 

$278,320.23 

$237,269.53 

85.25% 

$269,669.42 

*The  Losses  Incurred  include  Claims  Paid 
and  Claims  Outstanding,  but  do  not  include 
Loss  Expenses. 


The  Acquistion,  Administrative  and  Pro- 
motional Expenses  are  not  included  in  the 
above  figures. 

Enrollment  Experience 

Insured  Dependents  Total 
Number  of  Participants  5154  8973  14,127 
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Conference  of  Deans  - Medical  Schools 
Midwest  Area  - Deadwood,  S.  D. 

July  14-15.  1949 

By  Donald  Slaughter,  M.D.,  Vermillion,  S.  D. 


On  Thursday  morning  the  general  problem 
of  curriculum  was  thoroughly  discussed.  The 
question  was  raised  as  to  whether  or  not  ad- 
vances in  medicine  had  gone  so  far  afield  that 
it  might  be  necessary  to  add  a fifth  year  in 
order  to  present  the  fundamentals  as  well  as 
the  areas  of  progress  in  the  basic  sciences  and 
in  the  clinical  years. 

A spirited  difference  of  opinion  regarding 
the  clinical  teaching  in  the  basic  science  years 
arose.  The  clinicians  who  were  present  felt 
that  they  should  decide  as  to  the  type  of 
clinical  material  presented  and  the  place  in 
the  first  two  years  curriculum  with  respect  to 
presentation.  On  the  other  hand,  those  rep- 
resenting the  basic  sciences  felt  that  it  was 
their  obligation  and  duty  to  first  present  the 
fundamentals  and  then  to  decide  themselves 
the  amount  and  the  type  and  the  position  in 
the  curriculum  of  clinical  work.  Everyone 
agreed  that  an  early  introduction  of  clinical 
work  was  extremely  necessary  if  we  were  to 
hold  the  students’  interest  and  properly  cor- 
relate the  whole  field  of  medical  education. 
It  was  also  agreed  that  the  type  of  training 
best  suited  for  putting  over  a philosophy 
which  would  increase  the  students’  interest 
in  the  general  practice  of  medicine  was  the 
preceptorship.  The  feeling  was  not  quite 
unanimous  for  excluding  “general  practice” 
as  a specific  facet  in  the  four  years  of  medical 
education.  The  general  opinion,  with  the 
exception  of  one  individual,  held  to  the  be- 
lief that  as  already  mentioned  the  preceptor- 
ship  and  the  year  of  internship  were  the  most 
satisfactory  methods  for  spreading  the  gospel 
of  the  general  practitioner.  There  was  con- 
siderable agreement,  however,  that  in  the 
majority  of  medical  schools  a specialistic 
philosophy  was  invoked  on  third  and  fourth 
year  students  simply  because  the  instructors 
in  the  last  two  years  were  specialists  and 
naturally  taught  with  such  an  attitude  of 
mind. 

A good  deal  of  time  was  spent  on  how  to 


achieve  the  best  possible  sort  of  correlation 
in  the  basic  science  years.  The  chief  obstacle 
seemed  to  be  in  the  most  instances  a lack  of 
man  power  since  any  correlated  course  re- 
quires a much  larger  personnel.  Emphasis 
was  also  placed  on  “glamorizing”  the  basic 
science  years  in  order  not  only  to  do  a better 
job  of  teaching,  but  to  stimulate  the  interest 
of  the  students.  Finally  the  plan  of  clinical 
clerkships  for  sophomore  students  which  was 
instituted  at  South  Dakota  two  years  ago  was 
very  well  recommended. 

Thursday  afternoon  a lively  discussion  took 
place  relative  to  exchanging  professorships 
both  in  the  basic  sciences  and  in  the  clinical 
fields  within  this  geographic  area  on  a one 
or  two  week  basis.  Everyone  felt  this  would 
be  stimulating  to  the  professor  who  was  ex- 
changed and  to  the  students  and  faculty  of 
the  college  to  which  the  individual  was  sent. 
One  particular  pertinent  point  was  made  that 
while  all  medical  educators  felt  that  prac- 
ticing physicians  should  take  both  graduate 
and  refresher  courses,  scarcely  any  attempt 
had  been  made  to  improve  the  minds  and  the 
general  ability  of  those  who  teach.  It  was 
agreed  that  too  many  instructors  feel  that 
they  know  about  all  there  is  to  know  and  con- 
sequently do  not  need  the  type  of  stimulation 
mentioned  above  — such  a philosophy  we  felt 
was  entirely  erroneous.  In  this  connection  it 
was  pointed  out  that  entirely  too  many  M.D.’s 
think  that  just  because  they  have  such  a de- 
gree they  are  endowed  with  all  of  the  quali- 
fications to  make  them  outstanding  teachers. 

A very  important  survey  of  the  many 
aspects  of  Federal  Aid  to  medical  education 
were  outlined  Thursday  afternoon.  Those  of 
us  present  felt  that  existing  proposals  now 
pending  in  the  Congress  were  dangerous 
from  several  standpoints.  First  of  all,  we 
believed  that  most  state  legislatures  would 
reduce  appropriations  for  medical  education 
if  the  United  States  Government  furnished 
as  much  as  10,  15,  or  25  per  cent  of  the  finan- 
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cial  support.  Secondly,  we  viewed  with  alarm 
the  inability  to  obtain  qualified  faculty  mem- 
bers on  money  obtained  on  a grant  or  semi- 
grant basis.  Thirdly,  it  was  felt  that  if  the 
plan  was  to  become  a law  that  medical  schools 
would  soon  depend  heavily  on  such  Federal 
Aid  to  the  extent  that  they  would  have  to 
follow  out  any  policies  laid  down  by  the 
federal  security  agency  even  though  such 
policies  were  diametrically  opposed  to  the 
best  methodology  now  used  in  various  med- 
ical schools.  Lastly,  there  was  a considerable 
feeling  that  Federal  Aid  to  medical  education 
would  impose  certain  blocks  relative  to  the 
number  of  students  to  be  admitted,  the  geo- 
graphical location  of  such  students  and  even 
perhaps  to  their  over-all  qualifications. 

As  opposed  to  federal  aid  it  was  our  be- 
lief that  the  medical  schools  must  find  new 
ways  and  means  of  persuading  the  various 
state  legislators  that  they  must  provide  gen- 
erous financial  support  if  they  wish  to  have 
the  best  possible  product  graduated  from  the 
medical  schools.  It  may  sound  trite,  but  it 
was  a general  opinion  that  the  best  way  to 
see  to  it  that  legislators  provided  satisfactory 
budgets  for  medical  schools  was  to  use  the 
method  of  personal  contact  with  not  only  the 
physicians  and  people  who  know  the  legis- 
lators, but  with  the  Governor  and  those  legis- 
lators who  hold  strategic  positions.  Equally 
important  in  getting  the  proper  support  for 
medical  education  is  placing  emphasis  on  the 
service  that  medical  schools  render  the  state. 
For  instance,  if  a medical  school  can  show 
that  it  has  actually  made  it  possible  for  a 
community  who  wants  a doctor  to  get  a doc- 
tor — if  it  can  impress  the  fact  that  it  has 
carefully  recruited  nurses  and  techicians  — 
and  if  it  can  clearly  show  evidence  of  having 
an  interest  in  the  total  health  of  the  public 
within  a state,  then  these  services  and  many 
others  will  become  a torch  to  materially  help 
in  lighting  the  path  to  the  state  treasury. 

Friday  morning  the  entire  time  was  spent 
discussing  the  all  important  matter  of  ad- 
mission to  the  medical  school.  It  is  unneces- 
sary to  state  that  gaining  acceptance  has  be- 
come a terrific  problem.  No  one  had  any 
particular  suggestions  to  make  with  respect 
to  improved  methods  for  the  selection  of 
medical  students.  It  was  agreed  that  each 
student  who  failed  to  be  promoted  either  be- 
cause of  scholastic  difficulties  or  otherwise, 


created  a distinct  financial  loss  to  the  state 
since  if  it  could  have  been  foretold  before- 
hand another  could  have  been  selected  in  his 
place.  One  pertinent  suggestion  was  made 
with  respect  to  interviews  and  this  had  to  do 
with  a battery  of  three  faculty  members  in- 
terviewing three  students  at  one  time  for  a 
period  of  about  20  to  30  minutes.  Actually, 
this  type  of  interviewing  deviates  markedly 
from  the  old  more  sterotyped  form  of  in- 
terview session.  In  the  multiple  interview 
the  student  is  asked  as  many  general  ques- 
tions if  not  more  than  those  which  have  to  do 
with  his  premedical  background  and  his 
future  in  medicine.  Actually  this  type  of  con- 
ference resolves  itself  into  a competitive 
mechanism  on  the  part  of  the  students  in- 
volved. It  would  seen  that  this  plan  is  worthy 
of  a trial. 

All  of  the  schools  represented  indicated  that 
the  mortality  in  the  various  classes  was 
definitely  on  the  decrease.  This  was  at- 
tributed not  to  better  selection  methods  but 
to  the  fact  that  especially  in  the  last  four  or 
five  years  there  was  a better  qualified  group 
and  a larger  group  from  which  to  choose.  In 
addition,  during  this  same  period  we  have 
had  a more  serious  minded  more  emotionally 
stable  and  a more  “I  know  what  I want  to 
do  and  where  I am  going”  group  of  students. 

In  general  it  was  felt  that  it  would  be  prac- 
tical and  stimulating  for  state  schools  to  take 
a few  out  of  state  students.  As  everyone 
knows,  states  without  any  medical  school 
have  grave  difficulties  in  sending  their  sons 
and  daughters  to  medical  school.  It  is  the 
consensus  of  our  opinions  that  we  have  some 
obligation  to  these  states  but  because  of  cer- 
tain political  implications  in  many  instances 
not  much  could  be  done  about  it  at  the 
present  time. 

Finally,  a good  bit  of  time  was  devoted  to 
the  problem  in  certain  states  which  have  been 
pressuring  the  medical  schools  to  markedly 
increase  their  enrollment.  Our  position  was 
that  such  a plan  is  impractical  unless  more 
money  is  forthcoming  and  unless  the  physical 
plants  and  faculties  are  enlarged.  The  chief 
bottleneck  is  in  the  obtainance  of  qualified 
faculties.  In  this  connection,  of  course,  the 
greatest  drawback  is  found  to  be  in  the  basic 
science  years  since  most  four  year  schools 
can  accomodate  a larger  number  in  the  third 
and  fourth  years  than  they  can  in  the  first 
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two.  This  fact  does  make  it  seem  feasible 
that  for  a considerable  time  to  come  the  four 
year  schools  can  accomodate  transfers  from 
the  various  two  year  schools. 

Many  other  subjects  of  general  interest 
were  discussed,  among  them  being  clinical 
service,  budgetary  problems,  methods  of  med- 
ical compensation,  preparation  of  under- 
graduate medical  students  for  general  prac- 
tice, graduate  and  post-graduate  training  for 
doctors  in  general  practice,  faculty  salaries, 
tenure,  relationship  between  medical  educa- 
tion, medical  practice  and  the  service  pro- 
gram of  medical  schools,  premedical  re- 
quirements, draft  deferrment  for  premedical 
students,  quarter  versus  the  semester  type  of 
scheduling,  regular  versus  accelerated  med- 
ical school  teaching  programs,  and  S1453  and 
its  implications  pro  and  con. 

Those  in  attendance  were:  Doctor  H.  C. 
Lueth,  University  of  Nebraska,  Doctor  Tra- 
wick  Stubbs,  University  of  Missouri,  Doctor 
R.  T.  Tidrick  and  Doctor  W.  R.  Ingram,  Uni- 
versity of  Iowa,  Doctor  F.  D.  Murphy,  Univer- 
sity of  Kansas,  Doctor  R.  C.  Lewis,  University 
of  Colorado,  and  Doctors  W.  L.  Hard,  R.  L. 
Ferguson,  and  Donald  Slaughter,  University 
of  South  Dakota.  Three  practicing  physicians. 
Doctor  F.  S.  Howe,  Doctor  Lyle  Hare  and 
Doctor  H.  E.  Davidson  sat  in  on  several  of  the 
discussion  periods. 

This  is  a very  brief  resume  of  the  first  an- 
nual meeting  of  the  deans  in  Iowa,  Kansas, 
Nebraska,  Colorado,  Missouri  and  North  and 
South  Dakota.  It  is  to  be  hoped  that  such 
meetings  will  continue  and  that  probably  a 
panel  discussion  by  some  of  this  group  on 
certain  fundamental  problems  could  be  given 
at  either  the  Congress  on  Medical  Education 
I or  the  Association  of  American  Medical  Col- 
leges. 


GULLIBLE'S  TRAVELS 

September  23 — Had  a welcome  visit  from 
Dr.  Filgsimmons  of  the  Area  Veteran’s  Ad- 
ministration office  and  forgot  to  mention  it  in 
my  last  edition  of  “Travels.”  Said  Doctor  gets 
our  nod  for  being  tops  in  ability  to  unravel 
red  tape. 

September  30 — With  Dr.  V.  V.  Volin  of 
Sioux  Falls  drove  to  Yankton  Stale  Hospital 
where  we  met  with  Dr.  Stansbury  of  Ver- 
million, Dr.  Haas  of  Yankton  and  Dr.  Gillis  of 


Mitchell  at  a 10:00  A.  M.  Mental  Health  Com- 
mittee Conference.  Enjoyed  the  hospitality 
of  Dr.  and  Mrs.  Haas  at  dinner  and  met  with 
the  executive  committee  of  the  Mental  Health 
Association. 

October  4 — Attended  the  7th  District  Med- 
ical Society  meeting  at  the  V.  A.  Hospital 
where  one  hundred  doctors  from  the  vicinity 
gathered  to  hear  Dr.  Evans,  orthopedist  from 
Minneapolis,  and  to  eat  fine  food  in  the  new 
hospital’s  dining  room.  Dr.  Don  Driver  hosted 
for  the  V.  A.  in  the  absence  of  Dr.  R.  D. 
Green.  State  Association  President  Saxton 
made  his  visit  at  the  same  time. 

On  Wednesday,  October  5,  spent  much  of 
the  day  at  the  V.  A.  to  arrange  for  some 
changes  in  V.  A.  payment  plans. 

October  7th — Drove  to  Huron  to  attend  a 
meeting  of  the  Board  of  Directors  of  the 
South  Dakota  Hospital  and  Home  Manage- 
ment Association  which  now  manages  hos- 
pitals at  Chamberlain  and  De  Smet  and  starts 
soon  at  Platte. 

October  11 — Drove  to  Pierre  with  K.  J. 
Campbell,  president  of  the  State  Mental 
Health  Association  and  Dale  Whitcomb  of  our 
office.  There  we  attended  the  Annual  meet- 
ing of  the  Mental  Health  group  where  Dr. 
E.  S.  Watson  was  elected  president.  Visited 
briefly  with  Drs.  C.  E.  Robbins  and  T.  F. 
Riggs. 

October  18 — Took  an  afternoon  off  for  the 
first  time  in  some  months  and  took  a post- 
man’s hohday  by  driving  to  Bridgewater 
with  a Lions  Club  official  to  reorganize  the 
defunct  club  there. 

October  20 — With  A.  A.  Schade  of  Huron 
drove  to  Scotland  where  a medical  prac- 
ticioner  is  needed  and  discussed  facilities 
with  the  local  citizenry.  Next  to  Parkston 
and  Armour  where  we  visited  with  the  Doc- 
tors Price  and  looked  over  their  new  hospital, 
and  then  to  Chamberlain  to  see  the  progress 
of  their  new  hospital.  Finished  the  day  at 
Platte  where  we  attended  the  hospital  didica- 
tion and  made  the  acquaintance  of  Dr.  E.  F. 
Kalda.  Met,  for  the  first  time.  Miss  Annamae 
Riif,  Secretary  of  State,  who  travels  consider- 
ably, I am  told. 
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For  Manners  Are  Not  Idle 

Louis  A.  Buie,  M.D.,  Rochester,  Minnesota 


Now  in  this  time  when  all  that  is  human 
tends  to  be  regarded  as  something  repre- 
hensible, I,  myself  an  erring  mortal,  have  the 
temerity  to  come  before  you,  an  association  of 
physicians,  and  to  offer  you,  of  all  things,  a 
panacea.  Nevertheless,  bear  with  me  if  you 
can,  for  what  I hold  forth  is  not  a nostrum. 
It  is  nothing,  in  truth,  so  satisfyingly  concrete 
as  that.  It  is  rather  an  abstraction,  a matter 
of  behavior,  which,  when  sterling,  has  its 
source  in  the  character  of  a man  and  only 
when  counterfeit  is  buttered  upon  him. 

Yet,  out  of  my  sadly  incomplete  knowledge 
of  how  the  centuries  have  molded  the  con- 
victions of  men,  I venture  to  say  that  down 
through  the  ages,  this  trait,  this  quality  which 
I have  in  mind,  has  been  accorded  its  place  of 
importance.  Otherwise,  springing  from  the 
so-called  Wisdom  Movement  of  the  Near 
East,  there  might  not  have  been  preserved  in 
the  Biblical  Book  of  Proverbs,  that  which 
reads,  “A  soft  answer  turneth  away  wrath.” 
Later,  comparatively  recently  in  fact,  since  it 
was  in  Elizabethan  times,  Skapespeare  put 
into  the  mouth  of  no  less  than  the  Lord 
Chamberlain  Polonius  his  precepts  to  his  son. 
Moreover,  whatever  people  in  general  may 
think  of  Lord  Chesterfield,  and  whatever 
Samuel  Johnson  did  not  think  of  him,  men  of 
this  age  occupy  no  height  from  which  to  look 
down  upon  him.  And  who  can  say  that  his 
preoccupation  with  how  a man  should  grace- 
fully bear  himself  with  relation  to  his  fellows 
had  nothing  to  do  with  the  distinguished 
political  service  he  gave  his  country,  includ- 
ing what  most  administrators  have  found  im- 
possible, conciliation  of  the  factions  in  Ire- 
land? Again,  Cardinal  Newman,  the  author 
of  “Lead,  Kindly  Light,”  whose  life  was  al- 
most coextensive  with  the  nineteenth  cen- 
tury, saw  fit  in  his  discourses  “The  Idea  of  a 
University”  to  introduce  two  well  known 
paragraphs  with  the  sentence,  “Hence  it  is 
that  it  is  almost  a definition  of  a gentleman  to 
say  he  never  inflicts  pain.”  And  to  come 
down  to  the  present  time,  that  century  which 
was  borne  in  on  so  high  a tide  of  hope  but 


wherein,  man  is  now  struggling  for  existence 
in  a whirlpool  of  degradation;  can  it  not  be 
asked  whether  in  this  time  hope  could  have 
been  renewed  if  present  political  opponents 
of  the  United  States  had  read  or,  having  read 
had  retained,  a memory  of  the  works  of  this 
great  man? 

Therefore  I,  in  my  imperfect  attempt  to 
follow  after  the  great  men  whose  thoughts  I 
have  just  cited,  ask  your  leave  to  consider,  for 
a few  moments,  how  we  physicians,  in  the 
various  roles  we  must  assume  in  this  modern 
day,  perhaps  can  perform  our  tasks  with 
greater  ease  and  effectiveness  than  otherwise 
we  could  if,  in  a world  which  seems  no  longer 
to  value  consideration  for  others,  we  insist  on 
conducting  our  affairs  with  good  manners, 
with  courtesy,  with  decorum. 

Never  in  the  history  of  our  organization 
have  those  within  it,  and  those  outside  it, 
needed  the  organization  more.  The  associa- 
tion maintains  its  effectiveness.  Yet  these 
are  times  of  stress.  Stress  engenders  fatigue 
and  fatigue,  impatience.  Out  of  impatience 
come  altercation,  enmity  and  the  search,  in 
unlikely  places,  for  solutions  of  problems. 
Perhaps  these  are  reasons  why  we  physicians 
find  great  obstacles  in  our  path  as  we  set  our- 
selves to  the  task  of  maintaining  the  stand- 
ards of  our  work,  or  of  elevating  them.  The 
nature  of  these  obstacles  is  familiar  to  every- 
one here.  Suffice  it  to  say,  there  are  modern 
institutions  and  organizations,  and  even  large 
segments  of  our  population  whose  interests 
we  seek  to  defend,  who  face  with  skepticism 
and  even  with  antagonism  the  proposals 
which  we  offer  as  solutions  of  perplexing 
problems. 

Yet  I believe  that  the  people  of  the  world 
not  only  are  tired  of  struggle  against  hunger, 
illness  and  an  uncertain  future  but  that  they 
also  are  tired  of  strife.  If  this  is  so,  it  is 
particularly  desirable  now  for  our  association 
to  function  with  harmony  among  its  members 

Reprinted  by  permission  from  Minnesota  Medicine, 
Volume  30 — ^August,  1947.  President’s  Address, 
Minnesota  State  Medical  Association,  July  1,  1947, 
Duluth,  Minnesota. 
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as  well  as  in  its  environment.  To  this  end  the 
physician  must  consciously  deal  gently  with 
his  colleagues  and  he  must  exercise  extreme 
caution  as  he  proceeds  with  plans  for  the 
benefit  of  those  among  whom  he  dwells.  Very 
easily  he  can  offend  without  intention. 
Among  those  who  work  for  a living  he  is  ac- 
corded, whether  he  wishes  it  or  not,  a slightly 
superior  position.  This  he  may  accept  but  the 
assumption  of  a superior  manner  on  his  part 
will  not  be  condoned,  particularly  by  those  of 
his  neighbors  whose  knowledge  of  sociology 
and  economics  may  be  better  than  his.  He  will 
need  constantly  to  employ  his  insight  into 
human  nature  to  get  the  other’s  point  of  view. 
From  this  exercise  of  his  faculties,  he  will  de- 
rive the  habit  of  tolerance. 

Certainly  the  physician  will  converse  with 
many  enlightened  and  competent  individuals. 
Often  they  will  entertain  notions  concerning 
medicine  and  the  distribution  of  medical  care 
which  they  will  advocate  with  confidence  and 
support  with  arguments  which  are  satis- 
factory to  themselves.  Many  times,  to  the 
physician,  with  his  special  knowledge  of  his 
own  field,  these  arguments  may  seen  worthy 
of  contempt  but  he  must  not  reject  them  with 
a contemptuous  air.  He  must  try  to  assume 
the  objective  position  of  an  impartial  inquirer 
and  to  seek  some  means  whereby  he  may 
determine  why,  or  even  whether,  his  op- 
ponent is  wrong. 

Concerning  some  questions,  the  further  he 
searches,  the  more  he  may  become  convinced 
that  no  answer  it  at  hand  and  that  some  ques- 
tions, if  they  do  not  transcend  the  limits  of 
human  understanding,  may  at  least  transcend 
its  present  resources.  He  cannot  afford  to 
permit  himself  to  be  discouraged  by  such  ex- 
periences. He  must  be  willing  to  take  the 
time  and  to  make  the  effort  to  clarify  matters 
for  other  or  to  explain,  fully,  and  courteously, 
that  knowledge  which  would  allow  him  to 
answer  the  question  under  consideration  is 
not  as  yet  available. 

Such  an  approach  discourages  strife  and 
encourages  amicable  discussion.  It  is  through 
discussion  that  experience  is  analyzed  and 
eventually,  we  hope,  correctly  interpreted.  I 
said  “eventually”  because  often  the  correct 
interpretation  is  considerably  delayed  while 
men  in  a free  society  experiment  and  discuss. 
This  freedom  to  try  and  to  think  and  to  ex- 
press ourselves,  probably  most  of  us  consider 


among  our  greatest  strengths  and  greatest 
blessings.  This  freedom,  which  allows  us  to 
take  our  time,  may  render  us  a little  tardy. 
Nevertheless  it  allows  us  to  live  up  to  the 
precept,  “First  of  all,  do  no  harm.” 

Now,  if  the  foregoing  advantages  lead  most 
physicians  to  the  conviction  that  private  en- 
terprise brings  the  greatest  good  to  the 
greatest  number,  well  and  good.  Neverthe- 
less, if  there  is  a dissenter  among  us  who  be- 
lieves that  our  concern  for  the  public  interest 
should  lead  us  to  accept  a greater  measure  of 
public  control,  is  he  less  our  brother? 

Surely  there  is  one  community  enterprise 
which  he  can  afford  to  strengthen,  to  revive 
or  to  inaugurate,  depending  on  our  belief  as 
to  the  state  which  existed  formerly.  I refer 
to  a more  or  less  generally  recognized  moral 
standard  which,  it  seems  to  me,  used  to  have 
more  force  than  it  has  now  in  guiding  in- 
dividual and  corporate  conduct. 

It  may  seem  that  to  treat  of  morals  as  a sub 
topic  under  good  manners  is  to  interchange 
the  small  for  the  great.  But  it  is  the  fact  that 
the  two  are  related,  not  the  order  in  which 
they  are  considered,  which  is  important. 
Tennyson,  who  had  considerable  influence  in 
forming  our  Anglo-American  culture,  ex- 
pressed the  relationship  in  words  of  which  I 
took  a part  as  the  title  of  this  address.  He 
wrote: 

“For  manners  are  not  idle  but  the  fruit 
Of  loyal  nature  and  of  noble  mind.” 

This  is  an  age  of  science;  an  age  of  danger- 
ous science;  an  age  when  science  is  about  to 
outstrip  all  other  activities.  It  is  important  to 
realize  that  science  unrestrained  by  moral 
precepts,  can  destroy  man  and  all  that  he 
possesses  and  inhabits.  Man  must  learn  to 
live  with  man  and  he  must  know  how  to  con- 
duct himself  in  the  presence  of  his  own 
capacity  for  destruction. 

It  should  be  possible  to  evolve  a system  or 
a manner  of  living  which,  when  guided  by 
conscience  and  principles  of  ordinary  de- 
cency, might  be  capable  of  developing  proper 
human  relationships.  I insist  that  this  can  be 
done,  given  the  proper  human  behavior.  In 
each  and  every  human  being,  if  the  soul  has 
been  lost,  the  soul  must  be  recreated.  A com- 
munity soul  must  be  reborn;  a national  con- 
science; a native  American  morality.  These 
must  be  displayed  to  the  world.  At  the  same 
time,  all  must  be  prepared,  with  good  grace. 
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to  accept  change  in  all  values,  even  these. 

Knowledge  is  the  product  of  great  labor 
and  great  sacrifice  but  it  is  the  advance  of 
ideas  by  which  progress  ultimately  is  deter- 
mined. Progress  itself  depends  on  change. 
Consequently,  it  is  probable  that  in  the  march 
of  ages  many  different  creeds,  apparently 
good  creeds,  which  now  exist,  are  destined  to 
die  out  and  to  be  succeeded  by  some  which 
are  better.  The  world  has  witnessed  the  be- 
ginning of  some  of  them  and  there  is  no  as- 
surance that  it  will  not  see  their  end.  All 
values  which  are  essential  to  human  progress 
must  sustain  the  shock  and  the  vicissitudes  of 
time. 

Moreover,  if  man  adopted  only  the  opinions 
of  his  forebears  and  contemporaries,  he  would 
create  nothing  new.  The  result  would  be  an 
evident  decay  of  that  vigor  of  character  and 
that  audacity  of  conception  and  execution 
which  paves  the  way  to  achievement.  Our 
duty  as  physicians  is  clear.  We  shall  freshen 
the  fabric  of  our  knowledge.  We  shall  color 
anew  its  various  parts  and  harmonize  its  ap- 
parent discrepancies.  We  shall  employ  every 
resource  which  we  possess  in  an  effort  to  de- 
termine what  is  best  for  all  and,  having  ar- 
rived at  a sound  conclusion,  we  shall  uphold 
it  zealously,  being  assured  that  if  it  is  true, 
ultimately  it  will  prevail.  In  addition,  we 
shall  urge  it  with  courtesy  that  it  may  more 
likely  be  adopted  with  willingness.  Perhaps 
tolerance,  maintained  in  an  atmosphere  of 
righteousness,  persisting  through  change, 
may  develop  into  esteem  and  that,  in  turn, 
may  broaden  into  something  resembling  af- 
fection for  our  fellow  men. 

The  safest  and  most  impregnable  ground  on 
which  social  advancement  can  be  founded  is 
the  universality  of  the  affections.  It  is  the 
bond  of  our  common  humanity;  it  is  the 
golden  link  which  joins  together  and  pre- 
serves the  human  species.  It  is  in  the  acts 
prompted  by  these  affections  that  the  ex- 
istence of  the  highest  instincts  of  our  nature 
is  revealed.  Affection  can  warm  the  coldest 
temperament  and  soften  the  hardest  heart. 
Regardless  of  how  greatly  the  character  of 
an  individual  may  be  deteriorated  and  de- 
based, this  spirit  is  capable  of  redeeming  it. 
It  is  a godlike  attribute. 

The  affections  even  transcend  death  and 
we  feel,  in  the  presence  of  death,  that  some- 
thing remains  — something  which  possibly 


the  eye  of  reason  cannot  discern  but  which 
the  eye  of  affection  perceives.  If  this  be  a 
delusion,  it  is  one  which  the  affections  them- 
selves have  created  and  we  are  forced  to  be- 
lieve that  the  noblest  and  purest  elements  of 
our  nature  conspire  to  deceive  us.  Of  all  the 
moral  sentiments  which  adorn  and  elevate  the 
human  character,  the  instinct  of  affection  is 
one  of  the  most  vibrant  and  profound.  It  is 
the  choicest  of  our  possessions  and  bears  upon 
itself  the  impression  of  truth.  It  is  at  once  the 
condition  and  the  consequence  of  our  being. 
It  flourishes  best  in  an  atmosphere  of  con- 
sideration and  courtesy. 

In  fact,  there  are  few  fields  of  human  en- 
deavor wherein  attention  given  to  the  feeling 
of  others  can  be  neglected  safely.  This  applies 
even  in  the  realm  of  practical  politics,  where- 
in we  physicians  have  much  to  learn.  We 
have  been  censured  and  justly  so,  for  our 
failure  to  enter  into  community,  state  and  na- 
tional life.  We  have  felt  that  for  us  to  enter 
politics  was  scarcely  consonant  with  the  prin- 
ciples of  medical  ethics.  We  have  looked  with 
lack  of  esteem  on  many  whose  activities  have 
been  confined  to  political  life  and  we  would 
have  to  use  stronger  language  to  give  our 
estimate  of  the  lobbyist.  Now  it  is  necessary, 
however,  that  we  alter  our  opinion  concern- 
ing these  matters. 

I do  not  believe  that  human  progress  is 
chiefly  owing  to  the  wisdom  of  governments. 
Those  who  control  government  often  are  the 
creatures  of  the  age  in  which  they  live  and 
are  not  it  creators.  Often  their  accomplish- 
ments are  the  results  of  social  progress  and 
not  the  cause  of  it.  Many  times  such  men  are 
the  accidental  and  insufficient  representa- 
tives of  the  spirit  of  their  time.  They  may 
defeat  the  interests  of  those  whom  they  seek 
to  protect  by  presuming  to  raise  themselves 
into  positions  as  supreme  judges  of  national 
interests.  Great  political  reform  or  improve- 
ment often  is  not  originated  by  such  in- 
dividuals but  by  bold  and  capable  thinkers 
who  are  outside  the  government  establish- 
ment. Persons  of  the  latter  type  may  discern 
fallacies  and  may  point  out  means  by  which 
they  can  be  remedied. 

Thus,  it  is  no  longer  advisable  for  the  phys- 
ician to  confine  his  activities  to  the  care  of 
the  infirm.  Much  of  the  progress  which  he 
may  effect  will  depend  on  governmental  ac- 
tion, energized  not  by  others,  but  by  himself. 
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It  is  imperative  now  that  the  physician  with 
befitting  dignity,  assume  his  proper  place 
beside  those  who  determine  the  destiny  of 
nations.  We  have  a venerable  precedent  in 
the  life  of  Dr.  Benpamin  Rush,  signer  of  the 
Declaration  of  Independence.  Since  his  time, 
a number  of  physicians  have  served  effec- 
tively in  political  capacities. 

If,  in  what  I have  said,  my  central  thought 
has  ever  seemed  too  Fenuous,  perhaps  I can 
bind  all  together  by  stating  my  basic  con- 
viction. I agree  with  the  philosophy  that 
mankind  is  more  virtuous  than  vicious  and 
that  good  acts  are  of  more  frequent  occur- 
rence than  bad  acts.  We  know  that  cruelty  is 
counteracted  by  benevolence.  We  know  that 
sympathy  is  excited  by  suffering.  We  know 
that  the  injustice  of  some  provokes  the 
I charity  of  others  and  we  know  that  new  evils 
' are  met  by  new  remedies. 

: Accordingly,  outstanding  qualities  of  es- 

i timable  men  are  these:  gentleness  and  cour- 
age, boldness  and  prudence,  tolerance,  rev- 
erence, confidence,  stability,  humility,  wis- 
dom, patience  and  honesty.  I believe  not  only 
that  possession  of  these  qualities  engenders 
good  manners  but  that  the  exercise  of  good 
manners  furnishes  proper  soil  for  the  cul- 
I tivation  of  these  qualities.  The  two  elements 
working  together,  not  alone,  I believe,  would 
do  much  to  allay  those  twin  dreads  of  the 
world  today:  fear  and  want. 

Finally,  we  in  our  profession,  have  been 
reared  well.  The  code  of  ethics  of  .our  organ- 
ization provides  that  “a  physician  shall  be  an 
upright  man,  instructed  in  the  art  of  healing.” 
Furthermore,  he  “must  keep  himself  pure  in 
character  and  conform  to  a high  standard  of 
morals  and  must  be  diligent  and  conscientious 
in  his  studies  . . . conducting  himself  with 
propriety  in  his  profession  and  in  all  actions 
of  life.”  Perhaps  no  other  group  is  in  a more 
favorable  position  to  exemplify  the  union  of 
good  manners  and  good  faith. 


STUCKER  APPOINTED  SCHERING 
ADVERTISING  MANAGER 

Mr.  Perry  L.  Stucker  has  been  appointed 
Advertising  Manager  of  Sobering  Corpora- 
tion, pharmaceutical  manufacturers  of  Bloom- 
field, New  Jersey,  according  to  Dr.  Josn  N. 
McDonnell,  vice  president.  Mr.  Stucker  has 
been  Division  Manager  of  the  company’s 
Southern  Division. 

Mr.  Stucker  has  been  associated  with 
Sobering  since  1939.  After  a number  of  years’ 
experience  in  retail  pharmaceutical  practice 
and  as  field  Representative  in  the  Middle 
West,  in  1941  he  entered  the  Domestic  Sales 
Department  of  Sobering  in  Bloomfield.  For 
three  years,  in  World  War  II,  he  served  in 
the  U.  S.  Army,  and  after  his  return  he  was 
appointed  Southern  Division  Supervisor. 

Mr.  Stucker  graduated  from  Valparaiso 
University,  Indiana,  where  he  majored  in 
Pharmacy.  He  is  a registered  pharmacist.  His 
promotion  is  another  step  in  the  Sobering 
program  of  expansion. 


SCHERING  PROMOTES  RENDELL 

According  to  an  announcement  made  by 
Dr.  John  N.  McDonnell,  vice  president.  Sober- 
ing Corporation,  pharmaceutical  manufac- 
turers of  Bloomfield,  New  Jersey,  Mr.  Harry 
Rendell  of  West  Somerville,  Mass.,  has  been 
designated  Eastern  Division  Manager  of  the 
Domestic  Sales  Division.  For  the  past  three 
years  Mr.  Rendell  has  been  Eastern  Division 
Supervisor,  with  headquarters  in  Boston. 

Mr.  Rendall  graduated  from  the  New  Eng- 
land School  of  Pharmacy  and  is  a registered 
pharmacist.  Prior  to  joining  Sobering  in  1944, 
he  had  been  associated  with  other  organiza- 
tions as  a field  representative.  He  served  as 
a Schering  professional  service  representative 
in  the  Boston  area  and  in  1946  was  appointed 
Eastern  Division  Supervisor.  Mr.  Rendell’s 
promotion  is  another  step  in  the  program  of 
expansion  of  Schering  service  to  the  medical 
and  pharmaceutical  professions. 
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Edited  by 

D.  H.  Manning,  M.D..  Sioux  Falls,  S.  D. 


Constipation 

If  a patient  is  concerned  enough  about  con- 
stipation to  consult  his  doctor,  it  is  the  doc- 
tors first  obligation  to  be  certain  that  the 
patient  has  constipation  and  not  a cancer  or 
some  other  disease.  He  must  explain  the 
why’s,  what’s  and  fears  of  constipation  in 
simple,  clear  and  unscientific  language. 

The  factor  of  loss  of  the  habit  of  answering 
the  call  to  stool  should  be  explained.  Actually 
this  neglect  of  the  desire  is  usually  the  first 
error,  but  has  its  roots  in  nervous  tension. 

Proper  diet  should  provide  such  essential 
foods  as  milk,  eggs,  meat,  whole  grain 
cereals,  vegetables  and  fruits  and  butter.  The 
food  should  be  divided  to  allow  a fairly  equal 
amount  for  each  meal. 

There  is  no  good  physic.  The  use  of  an  ene- 
ma is  unnatural  and  abnormal.  Actually  it  is 
not  destructive  to  use  either,  but,  it  just 
shouldn’t  be  necessary.  Artificial  bulks  may 
tend  to  dry  and  pack  in  the  bowel. 

Philip  W.  Brown,  Med.  Cl.  of  N.  Amer.,  July 

1949. 

The  Suction  Socket  for  Above 
Knee  Amputations 

The  suction  socket  has  proved  to  be  the 
most  satisfactory  in  the  majority  of  cases  of 
above  knee  amputation.  It  eliminates  pelvic 
bands  and  shoulder  harness.  It  provides 
greater  control  of  the  prosthesis  with  im- 
proved range  of  motion.  It  gives  the  feeling 
that  the  prosthesis  is  an  integral  part  of  the 
wearer. 

McMaster  and  Maget,  S G and  0,  Sept.  1949 
Treatment  of  Severe  Singultus 

Severe  hiccup  may  threaten  life  by  ex- 
haustion. It  often  occurs  between  the  first 
and  seventh  post-operative  days.  Simple 
treatment  consists  of  applying  2 small  sponge 
electrodes  at  the  level  of  the  fourth  cervical 
vertebra,  one  on  each  side  of  the  neck  and 
administer  a sinusoidal  current  of  comfortable 
strength  20  to  30  pulsations  per  minute  for 
20  minutes.  If  this  fails  apply  the  current  to 
the  pacemaker  side  of  the  chest,  which  is 
usually  the  left  side,  with  a larger  electrode 


at  the  level  of  the  8th  rib  in  the  anterior 
axillary  line,  current  as  above  for  20  minutes. 

Treatment  given  every  3 to  4 hours  a mini- 
mum of  3 treatments  even  though  one  treat- 
ment may  stop  the  hiccup.  The  treatment 
may  be  carried  out  for  2 or  3 days  if  neces- 
sary. 

Frank  Barard,  Am.  Jl.  Surg.,  Feb.  1949 
Lale  Joint  Changes  as  a Result  of 
Internal  Derangements  of  the  Knee 

Late  changes  are  sometimes  more  import- 
ant than  the  immediate  disabling  effect.  Once 
a joint  surface  becomes  damaged  or  rough-  ; 
ened,  wear  and  tear  begins.  These  changes  , 
are  insidious  in  onset  and  slow  in  develop- 
ment. They  include  traumatic  arthritis,  os- 
teochondritisdessicans,  chondromalacia  patel-  ; 
la  and  synovitis  of  the  knee.  Many  of  these 
changes  can  be  avoided  by  early  operation. 
In  some  cases  much  can  be  done  to  prevent 
these  changes  by  advising  the  patient  he  is  a 
partial  cripple  and  by  showing  him  how  to 
develop  muscular  stability  of  the  joint  by 
exercise,  and  by  teaching  him  to  avoid  more 
strenuous  activities  including  sports.  He 
should  be  taught  to  wear  an  elastic  support 
frequently. 

Ralph  K.  Ghormley,  Am.  Jl.  Surg.,  Nov.  1948  | 
Aureomycin  in  Undulant  Fever 
The  immediate  response,  including  case  of 
a year’s  duration,  was  excellent  in  all  cases.  ! 
The  temperature  became  sub-normal  within  j 
a maximum  of  4 days  after  establishing  the 
full  dose  of  2 grams  or  8 capsules  a day.  As  ; 
a rule  there  was  an  elevation  of  temperature  i 
on  the  first  day,  a sort  of  hestitation  for  a day  j 
or  two  then  a precipitous  fall  in  temperature  | 
to  normal.  i 

J.  E.  Debono,  Malta,  The  Lancet,  Aug.  20,  1949  j 
The  Seven  Sins  of  Medicine  I 

Obscurity — it  is  difficult  to  understand  and  it  I 
is  confusing.  [ 

Cruelty — saying  too  much,  saying  too  little, 
forgetting  the  patient. 

Bad  Manners — rough  handling,  impatience 
making  jokes  at  the  expense  of  the  patient. 
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Over  Specialization — it  is  right  for  a doctor 
to  have  a special  interest  and  knowledge,  it 
is  wrong  for  him  to  show  special  indiffer- 
ence 'and  ignorance  about  all  else. 

Spanophilia — love  of  the  rare,  nose  bleed  is 
more  often  due  to  picking  the  nose  than  to 
multple  hereditary  hemorrhagic  telangiec- 
tasis. 

Sloth — physical  and  mental,  lapses  of  aseptic 
ritual  may  stretch  the  doctors  power  of 
healing  to  the  utmost. 

Lancet,  Aug.  20,  1949. 


TEAMWORK  IN  SURGERY 

Surgical  Teamwork  means  the  working  to- 
gether of  two  responsible  surgeons  auto- 
matically doing  things  most  suited  for  each 
or  within  better  reach  of  one  or  the  other, 
assisting  one  another  at  critical  points  or 
working  in  order  to  get  hands  and  instru- 
ments out  of  each  others  way. 

The  patient  benefits  from  the  teamwork 
because  there  is  less  trauma  in  a shorter 
operation. 

Teamwork  gives  the  patient  a better  chance 
when  surgery  is  necessary  and  less  chance  to 
have  unnecessary  surgery  done.  Regner  W. 
Kullberg,  Am.  Jl.  of  Surgery,  Sept.  1949. 
Pelvic  Filexion  Cast  in  Treatment  of  Chronic 
Lumbar  Backache 

The  pelvic  flexion  cast  is  an  efficient, 
economical  means  of  correcting  the  cause  of 
a large  majority  of  chronic  lumbar  backaches. 
The  corrective  force  is  in  constant  applica- 
tion whenever  the  patient  is  erect.  It  is 
easily  applied  and  will  give  relief  in  a major- 
ity of  cases  if  careful  attention  is  given  to  a 
few  details  during  application.  Clarence 
Sphthoff,  Am.  Jl.  of  Surgery,  Sept.  1949. 


WOMEN'S  AUXILIARY 

In  this,  my  first  message  as  your  State 
President,  I wish  to  pledge  my  support  to 
each  member  in  our  State.  We  have  started 
another  year’s  work.  This  year  is  a critical 
one  and  should  be  one  of  study  so  that  we 
can  answer  the  questions  regarding  Socialized 
Medicine.  Each  member  has  a vital  part  to  do 
any  knowledge  accrued  can  be  carried  with 
her  everywhere.  I am  happy  to  report  that 
the  following  have  been  appointed  as  Chair- 
men of  Standing  Committees  for  1949-50; 


State  Program  Chairman 

Mrs.  V.  V.  Volin,  Sioux  Falls 
Public  Relations  and  Publicity 

Mrs.  Howard  Wold,  Madison 
Organization 

Mrs.  C.  E.  Robbins,  Pierre 
Historian 

Mrs.  C.  E.  Sherwood,  Madison 
Legislative 

Mrs.  1.  R.  Salladay,  Pierre 
Bulletin 

Mrs.  J.  Y.  Clarke,  Sioux  Falls 
Hygeia 

Mrs.  A.  Hyden,  Sioux  Falls 
All  Districts  have  received  a letter  from 
the  Program  Chairman,  Mrs.  V.  Volin,  en- 
closing the  program  outline  from  the  National 
Program  Chairman.  Because  of  the  urgency 
of  Doctor’s  wives  being  informed,  it  is  -im- 
perative that  you  use  as  much  of  this  program 
as  possible.  I am  sure  you  will  find  it  a help. 
I feel  that  these  Ladies  are  taking  an  avid 
interest  in  our  Auxiliary.  Please  feel  free  to 
call  on  them  at  any  time. 

May  each  District  have  a most  successful 
year,  and  therefore,  united,  may  it  be  the 
best  year  both  for  the  Medical  Association 
and  its’  Auxiliary. 

Dorothy  L.  Sercl,  (Mrs.  William) 


DISTRICT  AUXILIARY  PRESIDENTS 

Following  is  a list  of  Auxiliary  Presidents: 
District  No.  1 (Not  organized)  Aberdeen, 

S.  D. 

District  No.  2 Mrs.  A.  P.  Scheib,  Water- 
> town,  S.  D. 

District  No.  3 Mrs.  Howard  Wold,  Mad- 
ison, S.  D. 

Distirct  No.  4 Mrs.  C.  E.  Robbins,  Pierre, 
District  No.  5 Mrs.  J.  S.  Tschetter,  Huron, 
S.  D. 

District  No.  6 Mrs.  W.  H.  Fritz,  Mitchell, 
S.  D. 

District  No.  7 Mrs.  A.  M.  Harris,  Sioux 
Falls,  S.  D. 

District  No.  8 Mrs.  M.  A.  Auld,  Yankton, 

S.  D. 

District  No.  9 Mrs.  E.  H.  Brock,  Rapid 
City,  S.  D. 

District  No.  10  (Not  organized.  Rosebud 
area)  Burke,  S.  D. 

District  No.  11  (Not  organized,  Lemmon, 
Mobridge)  S.  D. 

District  No.  12  Mrs.  Kurt  Tauber,  Mil- 
bank,  S.  D. 
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THE  MEDICAL  ASSOCIATION 
AND  MENTAL  HEALTH 

Recently,  a member  of  the  South  Dakota 
State  Medical  Association  was  elected  to  the 
presidency  of  the  South  Dakota  Mental 
Health  Association.  Upon  his  election  another 
doctor  made  the  statement  that  he  thought 
the  Medical  Association  was  opposed  to  a 
lay  organization  on  “meddling”  in  matters  of 
health.  Of  course  the  indvidual  was  promptly 
set  straight  on  the  matter,  but  if  there  are 
some  who  doubt  the  Medical  Associations 
stand  a review  of  the  facts  should  be  illum- 
inating. 

When  the  Mental  Health  Association  was 
being  founded  they  asked  the  Council  of  the 
Medical  Association  for  an  endorsement. 
This  was  done  at  the  very  next  council  meet- 
ing, and  in  addition,  the  facilities  of  the  Med- 
ical Association’s  office  in  Sioux  Falls  were 
offered  to  the  newborn  group  at  no  charge. 

The  executive-secretary  of  the  Medical  As- 
sociation was  loaned  to  the  group  and  acted 
as  their  secretary  for  the  organizational  year. 
Later,  at  the  request  of  the  Mental  health 
group’s  president  Dr.  Hogan  was  appointed 
the  Medical  Associations  Liason  officer  be- 
tween the  two  groups. 

Finally,  this  past  July  a four  doctor  com- 
mittee was  appointed  to  work  with  the  lay 
organization  to  clarify  areas  of  operation. 

It  can  well  be  said  that  the  Medical  Associa- 
tion approves  any  lay  organization  that  has 
an  honest  interest  in  improvement  of  health 
conditions  in  South  Dakota. 


PSORIASIS 

In  a recent  article  ^ the  author  reported 
on  the  internal  administration  of  undecylenic 
acid  in  the  treatment  of  seventeen  patients 
who  suffered  from  psoriasis.  Of  the  seventeen 
cases  three  had  complete  disappearance  of  the 
lesions,  six  had  twenty-five  per  cent  disap- 
pearance of  the  lesions,  and  eight  had  fifty 
per  cent  disappearance  of  the  lesions. 

The  initial  dose  administered  was  seven 
and  one-half  grams  per  day  in  three  divided 


doses.  The  daily  dose  was  gradually  in- 
creased in  some  of  the  patients  to  ten  to  fif- 
teen grams.  The  average  dose  given  was  ten 
grams  per  day  divided  into  three  doses  with- 
out any  harmful  effect.  Good  results  were 
obtained  by  the  use  of  one-half  gram  three 
times  daily  in  three  cited  cases. 

Unpleasant  symptoms  produced  by  the 
medication  were  diarrhoea,  belching,  nausea 
and  vomiting.  The  author  suggested  the  use 
of  carbonated  waters,  soft  drinks  or  one-half 
teaspoonful  of  sodium  becarbonate  in  water 
to  be  taken  with  the  medication.  At  times 
when  vomiting  occured  the  medieation  was 
discontinued  for  a short  period  of  time.  When 
the  drug  was  resumed  the  vomiting  did  not 
recur. 

Other  symptoms  also  occured  and  at- 
tributed to  the  ingestion  of  the  drug  were 
folliculitis,  minute  abscesses  on  the  back  of 
the  neck,  headache,  conjunctivitis  and  axil- 
lary adenitis.  These  symptoms  promptly  dis- 
appeared with  discontinuance  of  the  drug  and 
failed  to  again  be  troublesome  when  the  use 
of  the  drug  was  resumed. 

Undecylenic  acid  was  tried  with  patients 
suffering  from  neurodermatitis.  The  treat- 
ment appeared  to  have  had  a definite  effect 
on  that  condition.  The  author  cautions 
against  the  general  use  of  undecylenic  acid 
until  the  completion  of  thorough  scientific 
research.  Elsewhere^  it  is  stated  that  many 
treatments  have  been  proposed  for  psoriasis 
but  none  have  proved  generally  effective; 
that  there  is  more  confusion  than  knowledge 
concerning  the  cause  and  treatment  of 
psoriasis  because  of  various  factors  relating 
to  the  condition.  The  same  statement  warns 
that  the  method  is  still  in  the  experimental 
stage  and  should  not  at  this  time  be  accepted 
as  the  most  effective  and  only  treatment  for 
this  disease.  C.  F.  M. 

REFERENCES 

1.  Perlman,  Henry  Harris:  Undecylenic  Acid  Given 
Orally  in  Psoriasis  and  Neurodermatitis,  A Pre- 
liminary Report;  Jour.  A.M.A.,  Vol.  139,  page 
444,  Feb.  12,  1949. 

2.  Current  Comment:  Jour.  A.M.A.,  Vol.  139,  page 
460,  Feb.  12,  1949. 
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NATIONAL  CONFERENCE 
ON  HEART  DISEASE  TO 
BE  HELD  IN  WASHING- 
TON IN  JANUARY 

A National  Conference  on 
Cardiovascular  Diseases  will 
be  held  in  Washington,  D.  C., 
January  18-20,  1950,  under 
the  joint  sponsorship  of  the 
American  Heart  Association 
and  the  National  Heart  In- 
stitute of  the  U.  S.  Public 
Health  Service,  it  was  an- 
nounced today.  This  will  be 
the  first  national  conference 
bringing  together  physicians, 
scientists,  community  service 
leaders,  and  members  of 
allied  professions  to  formu- 
late a comprehensive  pro- 
gram to  combat  the  nation’s 
leading  cause  of  death. 

Dr.  H.  M.  Marvin,  Presi- 
dent of  the  American  Heart 
Association,  and  Dr.  C.  J. 
Van  Slyke,  Director  of  the 
National  Heart  Institute, 
made  the  announcement 
jointly,  and  will  be  Co-Chair- 
men of  the  Conference. 

“The  time  is  ripe,”  said  the 
co-chairmen  in  a statement, 
“for  the  forces  of  research, 
community  service,  and  edu- 
cation to  close  ranks  in  the 
fight  against  diseases  of  the 
heart  and  circulation.  This 
conference,  we  hope,  will 
provide  the  guideposts  for  a 
comprehensive  and  concrete 
program  of  action  to  correl- 
late  an  all-out  national  attack 


on  the  heart  disease  prob- 
lem.” 


YANKTON  DISTRICT 
MEETS  AT  STATE 
HOSPITAL 

The  Yankton  District  Med- 
ical Society  met  at  the  Yank- 
ton State  Hospital  Thursday 
October  20th. 

Dr.  R.  R.  Greene,  Profes- 
sor of  Obstetrics  and  Gyne- 
cology at  Northwestern  Uni- 
versity was  the  guest  speaker 
for  the  evening.  Dr.  Greene 
spoke  on  “Obstetric  and 
Gynecologic  Endocrine  Prob- 
lems.” 

The  members  and  their 
wives  were  the  guests  of  Dr. 
and  Mrs.  F.  W.  Haas  at  this 
dinner  meeting. 


SUBSCRIPTION  PRICE 
RAISED 

The  Council  of  the  South 
Dakota  State  Medical  As- 
sociation and  the  Executive 
Committee  of  the  South 
Dakota  Pharmaceutical  As- 
sociation have  voted  to  raise 
the  subscription  price  of  the 
South  Dakota  Journal  of 
Medicine  and  Pharmacy  to 
$2.00  per  year  effective  Jan- 
uar}^  1,  1950. 


AUXILIARY  PRESIDENT 
TO  ATTEND  MEETING 

Mrs.  William  Sercl,  State 
Auxiliary  president,  attended 
the  Annual  Conference  of 


Presidents  and  Presidents- 
elect  of  the  Women’s  Auxil- 
iary to  the  American  Medical 
Association  in  Chicago  at  the 
LaSalle  Hotel  November  3rd 
and  4th. 

Details  of  this  meeting  will 
be  reported  in  the  December 
issue  of  this  Journal. 


FROM  THE  CRADLE 
TO  THE  GRAVE 

Dale  C.  Whitcomb,  assist- 
ant editor  of  the  Journal, 
who  was  around  two  years 
ago  to  rock  the  cradle  of  this 
newborn  publication,  left  as 
of  November  1st  to  become 
city  salesman  for  the  A.  L. 
Green  Monument  Works. 

Whitcomb  spent  two  years 
as  a journalism  student  at 
Augustana  after  three  years 
in  the  Navy. 

Taking  over  the  assistant 
editor’s  position  is  Miss 
Dorothy  Anderson  who  has 
been  employed  by  the  As- 
sociation in  the  V.  A.  sec- 
tion for  the  past  three 
months. 


MENTAL  HEALTH 
ASSOCIATION  ELECTS 
DR.  E.  S.  WATSON 

Dr.  E.  S.  Watson,  Brook- 
ings, was  elected  president  of 
the  South  Dakota  Mental 
Health  Association  at  its  An- 
nual Meeting  in  Pierre,  Oc- 
tober 11.  Also  elected  to  of- 
fice was  Rev.  E.  C.  Antrim, 
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Pierre,  vice-president  and 
Mrs.  Faith  Goble,  Brookings, 
secretary  treasurer. 

The  Association’s  program 
consisted  of  a welcome  by 
outgoing  president  K.  J. 
Campbell  of  Sioux  Falls,  a 
talk  on  mental  care  of  vet- 
erans by  Dr.  W.  E.  Olson  of 
Ft.  Meade,  a discussion  of 
needs  in  South  Dakota  by 
Lois  Miller  of  Deadwood  and 
a discussion  of  things  that 
can  be  done  by  Rev.  E.  C. 
Antrim,  Dr.  G.  Bachman, 
Dakota  Wesleyan,  and 
several  Wesleyan  students. 

The  Annual  Meeting  ended 
with  a banquet  at  the 
Masonic  Temple  where  over 
one  hundred  members  heard 
Rev.  George  M.  Thomas  of 
Rapid  City  speak  on,  “Our 
Concern  in  the  Field  of  Men- 
tal Health.” 


PLATTE  DEDICATES 
NEW  HOSPITAL 

The  residents  of  Platte 
dedicated  the  new  Com- 
munity Memorial  Hospital  at 
a rousing  meeting  in  the 
High  School  Auditorium, 
Thursday  October  20. 

Starting  with  a band  con- 
cert by  the  50  piece  Platte 
High  School  band  the  pro- 
gram featured  an  address  by 
state  representative  L.  L. 
Lillibridge  of  Burke.  Other 
speakers  included  Walter 
Lucklum,  local  fund  treas- 
urer, Rev.  A.  A.  Schade, 
Huron,  President  of  the 
Board  of  Directors  of  the 
S.  D.  Hospital  and  Home 
Management  Association, 
Lawrence  Cool,  local  chair- 
man of  the  hospital  board, 
and  J.  C.  Foster,  State  Med- 
ical Association. 

James  Slocum,  Winner 
superintendent  of  schools 


handled  the  duties  of  master- 
of-ceremonies. 


NEWS  NOTES 

Dr.  E.  F.  Kalda,  formerly 
associated  with  Drs.  Spriy 
and  Harris  in  Mobridge 
opened  practice  in  Platte  Oc- 
tober 22nd. 

^ 

Dr.  R.  R.  Ross,  formerly  at 
Canova.  now  practices  at 
Lake  Preston. 

H'  ^ 

Dr.  S.  E.  Namminga  has 
left  Scotland  and  is  associa- 
ted with  the  Veteran’s  Ad- 
ministration at  Ft.  Meade. 

* * ^ 

Armour  is  in  the  process 
of  opening  hospital  beds  on 
the  second  floor  of  the  same 
building  in  which  Drs.  Ron- 
ald and  Mary  Price  have 
their  offices. 

He  * * 

Chamberlains'  new  hos- 
pital is  well  under  construc- 
tion. Roof  will  be  raised 
soon. 


MEETING  TO  BE  HELD 
IN  WASHINGTON.  D.  C. 

This  year’s  Clinical  Session 
of  the  American  Medical  As- 
sociation will  be  held  in 
Washington,  D.  C.,  December 
6 to  9. 

The  Scientific  and  Tech- 
nical Exhibits  will  draama- 
tize  developments  in  the  pro- 
gress of  modern  medical 
practice.  Actual  Sungical 
Procedures  originating  in 
John  Hopkins  hospital  will 
be  shown  by  Color  Television 
which  was  of  such  intense  in- 
terest in  Atlantic  City  during 
the  annual  meeting  last  June. 
The  highlight  of  the  Enter- 
tainment program  will  come 
Wednesday  evening  with  a 
broadcast  of  Ralph  Edward’s 
famous  radio  show,  THIS  IS 


YOUR  LIFE,  — followed  by 
a stage  show-to  which  all  at- 
tending the  session  are  in- 
vited. Key  figure  of  the 
broadcast  will  be  a general 
practitioner  whose  identity 
will  be  kept  secret  until  the 
broadcast  begins. 


NEW  PROFESSIONAL 
FILMS 

Available  for  loan  from  the 
South  Dakota  Division, 
American  Cancer  Society, 
Watertown,  is  the  new  ACS- 
NCI  medical  training  film, 
“Cancer:  The  Problem  of 
Early  Diagnosis.” 

The  30-minute  16  milli- 
meter sound  film  in  color  and 
five  others,  each  dealing  with 
a common  and  specific  site  of 
cancer,  will  be  offered  dur- 
ing the  next  two  years  to 
doctors  in  South  Dakota. 

This  film  depicts  actual  op- 
erations which  are  followed 
by  cameras  placed  directly 
over  surgeons’  skilled  hands; 
the  animation  portrays  dra- 
matically the  tragic  differ- 
ence between  potential  cur- 
ability and  actual  cure  rates; 
family  physicians  are  shown 
examining  patients  in  their 
own  offices;  charts  indicate 
the  course  of  metastasis  of 
unchecked  cancer. 

Also  available  is  the  25 
minute,  16  mm  color  film 
with  sound  “What  is  Can- 
cer?” This  is  a new  teaching 
film  for  nurses,  the  first  in  a 
series.  Introductory  in 
character  it  stresses  the  bio- 
logy of  cancer  and  the  place 
of  the  nurse  in  cancer  con-  | 
trol.  Succeeding  films  will  I 
stress  nursing  techniques  in  i 
relation  to  cancer  of  the 
breast,  head,  neck  and  rec- 
tum. 

A postal  card  will  bring  j! 
either  of  these  films  to  you. 
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PHARMACEUTICAL  DIVISION 

BLISS  C.  WILSON.  Editor 


NEWS  ITEMS 
From  the  Secretary's  Office 

On  September  29th,  Governor  Mickelson 
appointed  Harold  L.  Tisher  of  Yankton  as  a 
member  of  the  State  Board  of  Pharmacy  to 
succeed  himself.  This  appointment  was  effec- 
tive as  of  October  1 and  continues  until  Oc- 
tober 1,  1952.  The  other  members  of  the 
Board  of  Pharmacy  are  Floyd  M.  Cornwell, 
Webster  and  Michael  C.  Beckers,  Rapid  City. 

Pharmacist  Harold  J.  Curl  has  sold  his  drug 
store  in  Minneapolis  and  has  purchased  the 
Lange  Pharmacy  in  Sioux  Falls.  Mr.  Curl 
worked  at  the  Central  Drug  Store  in  Sioux 
Falls  from  1938  to  1942  and  was,  for  a short 
time,  the  owner  of  the  North  Side  Drug  in 
Aberdeen  before  going  to  Minneapolis.  He 
writes  that  he  will  be  glad  to  get  back  “home” 
to  South  Dakota. 

The  business  formerly  operated  asRonan 
Drug  in  Fort  Pierre  has  been  purchased  by 
N.  M.  Paulson,  of  Pierre,  who  operates  a com- 
mercial spraying  business  in  this  area.  Al- 
though a graduate  from  State  College  with  an 
M.S.  degree,  Mr.  Paulson  is  not  licensed  as  a 
pharmacist  so  he  has  contracted  with  Phar- 
macist August  H.  Hoffman  to  be  in  charge  of 
the  store  in  Fort  Pierre.  The  new  business 
will  be  operated  under  the  name.  Fort  Pierre 
Drug. 

C.  J.  Padmore  of  Woonsocket  informs  us 
that  his  pharmacist  son,  James  Mitchell 
Padmore  was  married  this  summer  to  Miss 
Ruth  Berg.  The  couple  spent  a three  weeks 
honeymoon  at  Lake  Louise  in  Canada.  After 
the  newlyweds  return,  C.  J.  Padmore  and 
wife  took  a trip  to  Missouri  to  visit  their 
daughter  Janet  who  is  attending  Stevens  Col- 
lege at  Columbia,  Missouri.  The  Padmores 
did  some  holiday  buying  in  St.  Louis  and 
spent  a few  days  vacationing  in  the  Ozarks 
before  their  return  to  Woonsocket. 

Ernest  W.  Greening  has  recently  remodeled 
his  drug  store  in  Dell  Rapids  according  to  in- 
formation received  from  Inspector  Walter 
McCurdy. 

Pharmacist  Fred  C.  Fergen  has  been 


granted  a permit  by  the  State  Board  of  Phar- 
macy to  manage  the  Grange  Avenue  Drug 
Company  as  a registered  pharmacy. 

Leonard  Rondebush,  formerly  of  Sheridan, 
Wyoming,  has  recently  applied  for  reciprocal 
registration  from  that  state.  The  South 
Dakota  Board  has  granted  Mr.  Rondebush  a 
special  permit  to  practice  pharmacy  in  South 
Dakota  pending  final  consideration  of  his 
reciprocal  application.  He  is  now  associated 
with  the  O.  J.  Sieler  Drug  Store  at  Custer, 
South  Dakota. 

Pharmacist  Conald  P.  Abler  who  ranked 
high  in  his  Board  of  Pharmacy  examinations 
last  June,  has  been  awarded  a $1,500  fellow- 
ship by  the  American  Foundation  for  Phar- 
maceutical Education.  Mr.  Abler  is  doing 
graduate  work  at  South  Dakota  State  Col- 
lege where  he  is  majoring  in  pharmacology 
under  Professor  Guilford  C.  Gross. 

Mr.  Edison  L.  Blue  is  remodeling  the  inside 
of  his  drug  store  at  Spearfish.  He  has  taken 
out  the  soda  fountain  entirely  and  added  new 
cases  for  merchandise  display.  A new  tile 
floor  has  also  been  installed. 

Pharmacist  Harold  K.  McMahon  has  re- 
placed Harvey  L.  Widmark  as  pharmacist 
manager  of  the  Dunning  Drug  Store  in  Sioux 
Falls.  Mr.  McMahon  was  formerly  employed 
with  Neil  E.  Fuller  at  Chamberlain. 

"Mike"  Beckers  enjoyed  some  good  pheas- 
ant hunting  near  his  old  home  at  Gregory 
while  on  his  way  to  attend  the  Board  of 
Pharmacy  meeting  in  Huron  on  October  16. 


EXECUTIVE  COMMITTEE  AND  BOARD 
OF  PHARMACY  MEET  IN  HURON. 

OCTOBER  16 

The  Executive  Committee  of  the  South 
Dakota  Pharmaceutical  Association  met  in 
Huron  on  Sunday,  October  16th.  The  election, 
by  mail  ballot,  of  Carl  Anderson  as  Local 
Secretary  for  the  1950  Convention  to  be  held 
in  Sioux  Falls  was  verified  by  a review  of 
the  signed  ballots  and  ordered  to  be  placed 
on  record. 

Carl  Anderson’s  letter  announcing  that  the 
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Sioux  Falls  druggists  had  selected  June  6,  7, 
8,  1950  as  meeting  dates  for  the  next  annual 
convention  was  read  for  the  consideration 
and  approval  of  the  Executive  Committee. 
Vice-President  J.  C.  Shirley  of  Brookings  in- 
formed the  committee  that  graduation  from 
the  Division  of  Pharmacy  at  State  College 
was  already  scheduled  for  June  5,  1950  and 
that  the  normal  dates  for  Board  of  Pharmacy 
examinations  would  be  on  June  6,  7,  8,  1950. 
Because  of  this  conflict  the  meeting  dates 
for  the  annual  convention  were  set  up  to 
June  13,  14,  15,  1950. 

The  Executive  Committee  concurred  in  and 
approved  action  taken  by  the  Council  of  the 
South  Dakota  Medical  Association  to  raise 
the  annual  subscription  rate  of  the  Journal 
to  $2.00  per  year.  The  resolution  which 
authorized  a partial  remittance  for  Journal 
subscriptions  to  association  members  was  re- 
cinded  and  subscriptions  for  the  calendar 
year,  1950,  were  ordered  to  be  collected,  in 
full,  on  a voluntary  basis. 

Participation  in  the  “Fight  For  Life,”  health 
educationn  radio  program,  was  authorized 
and  the  association  agreed  to  pay  its  share  of 
advertising  and  promotion  costs.  The  Phar- 
maceutical Association  broadcasts  over  Sta- 
tion KUSD,  Vermillion,  are  scheduled  for 
April  6th  and  13th  1950. 

The  Executive  Committee  reaffirmed  ac- 
tion taken  by  its  Insurance  Committee  in  ap- 
proval of  the  Group  Insurance  Program  for 
Pharmaceutical  Association  members  as  of- 
fered by  Harold  Diers  & Company,  Omaha. 

At  the  Board  of  Pharmacy  meeting,  Harold 
L.  Tisher  of  Yankton  presented  credentials  of 
his  re-appointment  by  Governor  Mickelson 
to  membership  on  the  State  Board  of  Phar- 
macy for  a three  year  term  ending  October 
1,  1952.  Floyd  M.  Cornwell  was  elected  Presi- 
dent of  the  Board  for  the  ensuing  year. 

The  Board  authorized  official  suspension 
of  licentiate  certificates  for  those  pharmacists 
who  have  failed  to  renew  their  certificates 
as  of  October  1,  1947,  provided  that  after  due 
notice  by  registered  mail  such  pharmacists 
fail  to  show  good  cause  why  their  certificates 
should  not  be  officially  suspended. 

The  matter  of  granting  annual  certificate 
renewals  for  pharmacists  of  intemperate 
habits  so  as  to  render  them  unfit  to  practice 
the  profession  of  pharmacy,  was  considered 
by  the  Board  of  Pharmacy.  In  one  instance. 


a pharmacist  was  directed  to  show  cause  why 
his  certificate  should  be  renewed. 


BOARD  OF  PHARMACY  BULLETIN 

PAREGORIC 

Several  pharmacists  have  made  inquiry  to 
the  Secretary’s  office  regarding  the  retail 
sale  of  paregoric  without  prescription.  No 
official  announcement  has  been  made  on  this 
topic  since  1941  so  it  is  proper  that  explana- 
tion be  repeated  at  this  time. 

Prior  to  July  1,  1941,  it  was  lawful  to  sell 
paregoric  without  prescription.  At  that  time, 
narcotic  preparations  exempted  from  the  pro- 
visions of  both  our  state  and  federal  narcotic 
laws  included  any  medicinal  preparation  that 
contains  in  one  fluid  ounce,  or  if  a solid  or 
semisolid  preparation  in  one  avoirdupois 
ounce; 

(a)  Not  more  than  two  grains  of  opium; 
(Paregoric) 

(b)  Not  more  than  one-quarter  of  a grain 
of  morphine  or  of  any  of  its  salts; 

(c)  Not  more  than  one  grain  of  codeine  or 
of  any  of  its  salts; 

(d)  Not  more  than  one-eighth  of  a grain  of 
heroin  or  of  any  of  its  salts; 

(e)  Not  more  than  one-half  of  a grain  of 
extract  of  cannabis  nor  more  than  one- 
half  of  a grain  of  any  more  potent 
derivative  or  preparation  of  cannabis; 

(f)  and  not  more  than  one  of  the  drugs 
named  above  in  clauses  a,  b,  c,  d,  and  e. 

The  South  Dakota  Legislature  amended 
our  Uniform  Narcotic  Drug  Law  by  Chapter 
99  of  the  Session  Laws  of  1941,  which  amend- 
ment became  effective  on  July  1,  1941.  This 
amendment  reduced  the  number  of  arcotic 
preparations  exempted  from  the  provisions  of 
the  South  Dakota  Uniform  Narcotic  Drug 
Law,  making  the  present  statute  read  as 
follows: 

“22.1308  Preparations  exempted.  Except 
as  otherwise  in  this  chapter  specifically 
provided,  this  chapter  shall  not  apply  to  the 
following  cases: 

(1)  Administering,  dispensing,  or  selling 
at  retail  of  any  medicinal  preparation  that 
contains  in  one  fluid  ounce,  or  if  a solid  or 
semi-solid  preparation,  in  one  avoirdupois 
ounce,  not  more  than  one  grain  of  codeine 
or  of  any  of  its  salts.” 

At  the  time  this  legislation  was  passed,  it 
was  anticipated  that  the  Federal  Narcotic 
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Law  would  be  amended  to  conform  with 
uniform  state  acts  and  that  only  codeine  pre- 
parations would  be  exempted  from  the  pro- 
visions of  the  federal  act.  However,  the 
federal  act  has  not  been  so  amended  and 
exempt-narcotics  under  the  federal  act  re- 
main the  same  as  they  were  prior  to  July  1, 
1941.  Paregoric  may  still  be  sold  without 
prescription  insofar  as  the  Federal  (Harrison) 
Narcotic  Drug  Law  is  concerned,  but,  the 
South  Dakota  Uniform  Narcotic  Drug  Law, 
as  it  now  stands,  definitely  prohibits  the  re- 
tail sale  of  paregoric  except  upon  a written 
prescription  of  a physician,  dentist  or  vet- 
erinarian. 


RHEUMATIC  FEVER  AND  RHEUMATIC 
HEART  DISEASE 

Rheumatic  fever  today  constitutes  the 
greatest  problem  confronting  medical  men 
treating  heart  conditions  in  children.  It  is 
responsible  for  90 of  the  defective  hearts 
in  childhood  and  accounts  for  about  one  third 
of  the  crippled  hearts  in  adult  life.  Alto- 
gether, an  estimated  800,000  to  one  million  in- 
dividuals are  afflicted  with  heart  disease  re- 
sulting from  rheumatic  fever. 

The  period  of  greatest  vulnerability  is  that 
of  mid-childhood,  between  the  ages  of  six 
and  twelve,  though  it  is  not  infrequently 
found  in  the  older  age  groups  as  well.  Almost 
invariably  it  is  set  off  by  a previous  hemo- 
lytic streptococcus  infection,  such  as  a sore 
throat,  tonsilitis,  scarlet  fever,  or  otitis  media. 
The  patient’s  system,  overcoming  the  initial 
streptococcal  attack,  seems  then  to  have  be- 
comq  sensitized  to  it,  setting  up  within  two 
to  six  weeks  the  reaction  manifested  in 
rheumatic  fever.  Antibodies  set  up  to  over- 
come the  streptococci  seem  to  be  responsible, 
though  little  is  known  about  the  exact  cause. 
One  theory  holds  that  there  is  an  allergic 
response  of  the  system  to  the  antibodies,  re- 
sulting in  rheumatic  fever. 

The  symptoms  of  rheumatic  fever  may  be 
pronounced,  such  as  painful'  joints  often 
tender  to  the  touch,  subcutaneous  nodules, 
nosebleeds,  and  purposeless  muscular  move- 
ments or  uncontrollable  twitchings  indicative 
of  chorea  (St.  Vitus  Dance).  However,  the 
symptoms  may  be  so  mild  as  to  escape  notice, 
such  as  paleness,  easy  fatigue,  slight  fever, 
and  loss  of  appetite.  The  most  important 
manifestation  and  the  most  serious,  whether 


the  symptoms  are  pronounced  or  mild,  is 
carditis,  or  inflammation  of  the  heart.  While 
joint  involvement  does  not  lead  to  permanent 
damage,  lasting  debilitating  effects  often  do 
result  from  the  carditis. 

One  attack  of  rheumatic  fever  makes  the 
individual  more  susceptible  to  later  attacks. 
These  repeated  attacks,  damaging  the  heart 
muscle  and  scarring  the  delicate  valves  be- 
tween the  heart  chambers,  may  deplete  the 
cardiac  reserve  power.  Repeated  attacks, 
however,  can  be  lessened  by  means  of  pro- 
phylactic treatment  with  sulfa  drugs  and 
penicillin,  given  in  proper  dosage  by  a phys- 
ician over  long  periods  of  time.  This  therapy 
has  decreased  materially  such  recurrent  at- 
tacks by  preventing  the  trigger  mechanism, 
the  hemolytic  streptococcus  infection.  Dur- 
ing the  attack  of  the  fever  itself,  however, 
these  drugs  are  worthless. 

It  is  in  the  detection  of  symptoms  that  the 
pharmacist  can  play  a vital  role.  For  if 
rheumatic  fever  can  be  detected  at  the  onset, 
much  of  the  irreparable  cardiac  damage  may 
be  minimized  or  even  avoided  altogether. 
The  most  important  aspect  of  treatment  is 
bed  rest  and  good  nursing  care.  By  advising 
persons  exhibiting  rheumatic  fever  symptoms 
to  seek  medical  attention  without  delay,  the 
pharmacist  is  abetting  their  chance  for  re- 
covery and  an  opportunity  to  lead  a happy, 
useful  life.  

ANNUAL  MEETING  PROGRAM 
PLANNED  AT  CONFERENCE 

The  officers  of  the  South  Dakota  State 
Medical  Association,  meeting  in  a special 
session  at  St.  Paul,  November  20,  furthered 
plans  for  the  Annual  meeting  which  will  be 
held  in  Mitchell  May  20,  21,  22,  23  at  the 
Masonic  Temple. 

At  the  St.  Paul  meeting  were  Wm.  Saxton, 
Huron;  L.  J.  Pankow,  Sioux  Falls;  R.  G. 
Mayer,  Aberdeen;  and  executive  secretary, 
John  C.  Foster.  Foster  announced  that  most 
of  the  booth  space  for  the  exhibits  had  al- 
ready been  sold. 

Dr.  Saxton  announced  that  a psychiatrist 
had  already  been  procured  for  the  general 
program  and  that  plans  were  going  forward 
for  the  addition  of  an  allergist  and  several 
others. 

The  meeting  took  place  at  the  St.  Paul 
Hotel  where  the  Association  officers  were  at- 
tending the  North  Central  Conference. 
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Manufacturers’  Opportunity 

By  Arch  Thiele 


President  Eastman,  Ladies  and  Gentlemen: 
When  Mr.  Bittner  asked  me  to  come  here  to 
talk  to  you,  I was  very  glad  to  do  so,  however, 
I did  not  know  it  would  take  me  so  long  to 
get  to  Aberdeen.  I spent  about  five  hours, 
trying  to  get  out  of  Minneapolis,  I did  not 
know  if  I was  going  to  get  here  by  eleven 
o’clock  or  not.  I will  attempt  to  interest  you 
for  a few  minutes. 

It  might  be  a good  opening  to  tell  you  a 
story.  “Mary,  a very  up-and-coming  young 
lady  in  a small  community,  was  asked  to 
give  a talk  on  what  she  attributed  her  success 
to.  Mary  replied  by  saying  that  she  would 
have  to  start  out  by  telling  of  her  early  child- 
hood. In  her  nasal  voice  she  narrated  how 
as  a young  girl  no  one  seemed  to  like  her  and 
she  was  shunned  by  everyone.  This  was  true 
throughout  her  High  School  and  College  days. 
However,  after  graduating  from  college  and 
obtaining  a job,  she  did  attract  a young 
gentleman  who  asked  her  to  marry  him. 
Things  apparently  went  along  smoothly  until 
one  day  they  had  a quarrel.  Her  husband 
reaching  the  end  of  his  patience  said,  “Oh, 
shut  up  — go  blow  your  nose.”  Mary  said, 
she  did  just  that  and  has  been  alright  every 
since. 

I told  you  that  story  because  I believe  we 
could  do  that  to  our  business  and  we  would 
be  alright  ever-after. 

When  I first  went  with  the  Pathfinder 
magazine  in  1943,  one  of  the  first  things  they 
told  me  was  that  our  Pathfinder  had  the 
greatest  circulation  in  towns  of  less  than 
twenty-five  thousand  people.  Now  inevaluat- 
ing  a market,  it  is  important  to  know  some- 
thing about  the  living  habits  of  the  people  in 
that  market.  I have  found  that  the  small 
town  and  the  farmer  are  closely  tied  up  with 
each  other.  Isn’t  it  easy  to  understand  that 
when  a farmer  visits  his  nearby  trading 
center  and  makes  a purchase,  that  his  pur- 
chase makes  it  possible  for  those  living  in  that 
trading  center  to  be  able  to  buy  for  them- 
selves. The  purchasing  power  of  those 


markets  in  the  small  towns  and  the  farm 
market  has  grown  tremendously.  But  it  is 
my  belief  that  you  in  the  drug  business  have 
not  taken  full  advantage  of  that  growth,  nor 
the  opportunities  that  are  open  to  you  today. 

To  demonstarate  the  economic  power  of 
small  towns.  Pathfinder  Magazine  has  had 
several  successful  civic-selling  small  town 
programs,  the  first  of  these  being  Nampa, 
Idaho,  in  1946.  Since  that  time,  Nampa  has 
consistently  gone  ahead  of  the  state  averages 
for  its  area.  It  is  no  longer  the  same  town  it 
was  a few  years  ago.  It  is  an  alert,  aggressive, 
wide-awake  community  because  it  came  to 
know  its  own  strength.  Now  this  is  not  a 
result  of  anything  I have  done,  nor  what 
Pathfinder  Magazine  has  done.  Pathfinder’s 
KNOW  YOUR  OWN  STRENGTH  merely 
supplied  the  vital  spark  that  started  the 
transformation.  Nampa’s  success  is  merely 
the  proof  of  what  can  de  done  when  all  fac- 
tors concerned  work  together  energetically. 
Nampa  today  has  a million  dollar  hotel  built 
since  we  staged  our  KNOW  YOUR  OWN 
STRENGTH  campaign  there.  Since  then  they 
have  added  two  additional  factories  to  their 
industrial  setup.  There  is  hardly  a merchant 
in  the  entire  town  of  Nampa  who  has  not 
brought  his  merchandising  practices  up-to- 
date.  Some  have  built  new  store  fronts,  others 
have  changed  their  interior  layouts,  and 
others  have  made  studies  to  learn  something 
about  the  potentials  which  exist  in  their 
market  and  have  carried  that  message  back- 
to  the  manufacturer.  You  people  in  the 
smaller  towns  must  realize  that  there  is  no 
place  for  complacency;  there  is  no  room  in  the 
retail  business  for  people  to  sit  back  and  say, 
“I  have  made  all  the  money  I care  to  make; 
there  is  no  one  to  whom  I can  leave  the  bus- 
iness; I have  a job  for  the  rest  of  my  life.” 
Gentlemen,  there  is  no  place  for  that  sort  of 
thinking. 

Presented  at  the  annual  meeting  of  the  South  | 
Dakota  Pharmaceutical  Association,  Aberdeen, 
S.  D.  June  1949.  i 
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Senator  Wherry  of  Nebraska  stated  re- 
cently: “We  have  got  to  get  busy  and  slug  it 
out  if  we  are  going  to  protect  small  business 
in  this  nation.  We  have  got  to  take  a slugging 
attitude  to  retain  the  small  businesses  and  the 
future  of  the  small  towns  in  America  which 
are  the  foundation  of  our  entire  national 
economy.” 

Pathfinder  Magazine  recently  made  a com- 
prehensive study  in  the  town  of  Cortland, 
New  York  — a little  town  not  very  far  from 
Syracuse.  Many  times  when  talking  to  manu- 
facturers and  their  advertising  departments 
and  sales  managers  — we  would  ask,  “What 
do  you  do  in  a town  like  Cortland,  New 
York?”  Their  answer  would  be  something 
like  this:  “What  can  you  do  in  a town  of 
seventeen  thousand  people*?  You  cannot  do 
: an  awful  lot,  for  there  are  only  seventeen 
thousand  people.”  There  is  even  less  interest, 
attention,  and  enthusiasm  on  the  part  of  the 
manufacturer  and  wholesaler  when  it  comes 
; to  towns  of  ten  thousand  and  five  thousand 
. population. 

So  we  set  to  work  to  find  out  just  what  goes 
on  in  these  small  communities.  We  sent  men 
’ to  Cortland  and  they  talked  to  the  Chamber 
of  Commerce,  the  bank  president,  merchants 
and  town  people.  The  reaction  of  these  people 
was,  “If  we  could  just  get  everyone  to  realize 
that  the  seventeen  thousand  people  living  in 
; Cortland  are  living  here  not  because  of  the 
i business  they  can  get  out  of  Cortland,  but  be- 
I cause  of  the  opportunities  which  exist  in  and 
j around  Cortland.”  In  making  our  study  of 
' Cortland  we  found  that  a big  percentage  of 
; their  trade  came  in  from  outside  territories, 

I and  the  same  thing  is  true  of  towns  through- 
out the  country. 

After  we  sponsored  a KNOW  YOUR  OWN 
STRENGTH  campaign  for  several  small 
towns,  such  as  Webster  City,  Iowa;  Bridge- 
ton,  New  Jersey;  and  Strowdsburg,  Penn- 
sylvania, we  were  contacted  by  the  Minn- 
eapolis Chamber  of  Commerce. 

Minneapolis  asked  us  if  they  could  use  our 
KNOW  YOUR  OWN  STRENGTH  campaign 
' in  their  city.  At  first,  I was  a little  lukewarm 
about  the  idea  because  we  were  not  cham- 
pioning the  cause  of  Minneapolis,  nor  any 
other  city  of  that  size.  But  as  we  analyzed  the 
need  for  the  development  of  this  program 
into  a more  broadening  one,  we  realized  that 
we  were  actually  very  much  concerned  with 


what  happened  in  Minneapolis,  especially 
after  we  saw  some  of  the  figures  on  business 
done  in  the  Minneapolis  area. 

A salesman  manufacturers  sales  by  calling 
upon  people  and  converting  those  people  into 
prospects  and  eventually  into  customers.  The 
manufacturer  multiplies  his  effort  by  multi- 
plying his  number  of  salesmen  and  in  turn 
multiplies  the  efforts  of  those  salesmen  by 
using  the  tools  of  promotion,  advertising, 
catalogs,  etc.  A dealer,  or  retailor,  has  to 
manufacture  sales  so  he  increases  his  effec- 
tiveness with  such  tools  as  displays,  counter 
cards,  and  other  forms  of  promotion.  What 
does  all  this  lead  to?  Just  this.  Just  as  an 
engineer  develops  a machine  for  a certain 
product,  so  does  the  alert  retailer  develop  a 
desire  for  an  acceptance  of  his  products.  Each 
element  is  planned  in  detail  so  that  when  the 
advertising  tool  is  assembled  it  will  operate 
effectively. 

There  are  plenty  of  opportunities  in  the 
small  cities  and  towns  of  America,  and  we  at 
Pathfinder  stand  already  to  help  you  take 
advantage  of  them  in  any  way  we  can. 


DR.  PAUL  WHITE  HEADS  GROUP 
PLANNING  NATIONAL  CONFERENCE 
ON  HEART  DISEASE  IN  JANUARY 

Dr.  Paul  D.  White,  former  President  of  the 
American  Heart  Association  and  now  Chief 
Medical  Advisor  to  the  National  Heart  In- 
stitute of  the  U.  S.  Public  Health  Service, 
has  been  named  Chairman  of  the  Steering 
Committee  for  a National  Conference  on 
Cardiovascular  Diseases  to  be  held  January 
18-20,  1950,  at  the  Mayflower  Hotel,  Wash- 
ington, D.  C. 

The  Conference  is  jointly  sponsored  by  the 
National  Heart  Institute  and  the  American 
Heart  Association.  Dr.  C.  J.  Van  Slyke,  Direc- 
tor of  the  Institute,  and  Dr.  H.  M.  Marvin, 
President  of  the  American  Heart  Association, 
are  its  Co-Chairmen. 

Dr.  White,  one  of  the  nation’s  leading 
cardiologists,  was  chosen  Chairman  at  an 
organizing  meeting  of  the  Steering  Com- 
mittee held  in  New  York.  The  committee, 
which  is  now  planning  the  agenda  for  the 
conference,  comprises  25  leaders  in  all  fields 
concerned  with  diseases  of  the  heart  and  cir- 
culation, representing  both  voluntary  and  of- 
ficial agencies  throughout  the  country. 
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Address  to  South  Dakota  Pharmaceutical 
Association  Convention 

by  DOCTOR  J.  L.  CALENE 
Past  President  South  Dakota  State  Medical  Association 


It  is  a pleasure  for  me  to  talk  to  you  today, 
even  though  I am  in  a way  an  imposter.  My 
term  as  president  of  the  South  Dakota  Med- 
ical Association  expired  one  month  ago.  I 
am  no  longer  the  official  head  representative. 

Dr.  Saxton,  our  new  president,  was  unable 
to  be  here,  so  if  this  pleasant  custom  of  hav- 
ing our  president  meet  with  you  is  to  con- 
tinue, he  will  probably  be  available  next  year. 
At  any  rate,  our  association  feels  it  is  well 
worth  while  to  be  able  to  contact  your  group, 
whose  interests  and  problems  are  in  so  many 
ways  identical  with  ours. 

My  remarks  today  will  be  divided  into  two 
main  parts.  The  first  portions  will  be  directed 
to  health  matters  in  general.  (I  understand 
you  are  to  have  a movie  on  heart  disease  im- 
mediately following  this  paper.)  The  second 
portion  will  deal  with  some  of  our  important 
mutual  problems. 

These  days  all  of  you  are  constantly  hear- 
ing of  new  developments  in  medicine.  The 
radio,  the  newspapers,  the  magazines  and  the 
swarms  of  detail  men  are  doing  everything  in 
their  power  to  bring  their  messages  to  your 
attention.  Indeed,  the  layman  is  often  told 
of  so-called  “newer  developments”  before  we 
are  informed  of  these  events  in  our  own 
scientific  magazines. 

For  example,  if  a group  of  research 
scientists  in  Detroit  recently  discussed  the 
possibility  of  a virus  being  the  cause  of  can- 
cer; and  if  they  received  with  favor  reports  of 
experiments  which  may  result  in  a future  test 
for  cancer,  the  public  might  get  the  idea  that 
the  cause  of  cancer  has  really  been  discovered 
and  that  a test  to  determine  the  presence  of 
cancer  is  already  a reality.  As  a matter  of 
fact,  in  this  instance,  research  men  were 
merely  reporting  on  their  work  to  date.  And, 
although  encouraged  by  these  reports,  they 
themselves  knew  that  their  goal  was  far  from 
being  attained. 

Still  more  recently,  research  work  at  a 
famous  institution  revealed  that  an  extremely 


rare,  almost  non-existent-chemical  from  the 
adreno  cortex  of  certain  animals  had  a most 
favorable  effect  upon  a very  few  cases  of 
atrophic  arthritis.  The  report  emphasized  that 
not  enough  material  would  be  available  for  a 
long  time  to  complete  sufficient  research 
work  to  prove  its  beneficial  effect  upon 
arthritis;  and  that  there  would  not  even  be 
enough  of  this  rare  substance  to  have  some 
other  research  group  check  their  results.  Yet 
— the  day  after  this  was  published,,  doctors 
all  over  the  country  were  besieged  with  re- 
quests for  the  new  treatment.  No  doubt, 
some  of  the  doctors  phoned  some  of  their 
right  hand  helpers,  their  pharmacists,  to  send 
over  some  of  this  new  stuff  right  away. 

I was  speaking  of  cancer  a moment  ago, 
and  it  seems  to  me  that  much  effort  is  also 
wasted  in  our  attempts  to  control  the  cancer 
problem.  Until  we  have  a definite,  reliable 
method  of  determining  who  does  or  does  not 
have  cancer,  many  thousands  of  persons  of 
through  many  expensive,  time  consuming 
and  often  needless  tests  in  order  to  overcome 
their  fears  of  having  this  disease.  It  seems 
logical  to  me  that  the  physician  should  de- 
termine who  should  be  studied  by  x-ray,  and 
stomach  analysis.  The  symptoms  presented 
by  the  patient,  the  results  of  physical  ex- 
amination, blood  counts  and  other  simple 
tests  that  can  be  made  now  days  in  almost 
any  well-trained  doctor’s  office:  these  should 
determine,  most  of  the  time,  which  persons 
require  more  complicated  tests.  Certainly, 
all  people  do  not  need  to  go  to  a so-called 
cancer  clinic  to  find  out  if  they  have  this 
condition.  In  other  words,  the  slogan  sug- 
gested by  the  Illinois  branch  of  the  American 
Cancer  Sociey  which  says:  “Every  doctor’s 
office  a cancer  clinic”  is  perhaps  our  best  ap- 
proach. The  cancer  clinics  should  be  mainly 
for  research  purposes. 

In  its  enthusiastic  attempts  to  stop  cancer, 
the  public  today  is  overlooking  what  is  by  far 
the  most  common  enemy  of  the  American 
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people  today.  Heart  disease  in  all  its  forms 
takes  a far  greater  toll  than  any  other  disease. 
Our  methods  of  study  are  accurate.  Its 
presence  can  usually  be  detected  (as  you  will 
see  in  your  movie)  and  much  can  be  done  to 
prevent  patietns  from  succumbing  to  it.  It  is 
true  that  mere  examinations,  in  themselves, 
will  not  prolong  life.  The  patient  himself 
must  adjust  his  living  if  he  is  to  benefit.  Many 
problems  still  exist  which  must  be  solved  if 
we  are  to  overcome  this  scourge. 

Diabetes,  arterio  scleriosis,  stomach  dis- 
orders of  all  types,  numerous  infections  and 
many  other  conditions  are  beginning  to  yield 
their  secrets  and  respond  to  treatment. 

I need  not  remind  this  group  of  the  im- 
portant part  that  insulin,  thyroid  extract,  and 
other  glandular  products,  aminophylin,  digi- 
talis, streptomycin,  pencillin,  the  sulphas  — 
and  so  many  others  — are  playing  in  the  con- 
trol of  these  various  conditions.  The  more 
presence  of  these  products  on  the  shelves  of 
the  American  pharmacy  everywhere,  and 
their  immediate  availability  to  the  American 
consumer,  our  patients,  is  a triumph  un- 
equalled anywhere  else  in  the  world. 

The  second  subject  I wish  to  discuss  very 
briefly  is  the  most  important  problem  facing 
medicine  and  its  allied  professions  — Com- 
pulsory Health  Insurance.  A great  deal  has 
happened  since  Dr.  Brown,  last  year’s  state 
president,  talked  to  this  group.  Rapidly 
changing  conditions,  especially  political,  have, 
as  you  know,  brought  this  issue  squarely  be- 
fore Congress  and  the  American  people.  It 
would  appear  that  compulsory  health  insur- 
ance will  not  be  enacted  at  the  present  time. 
But  it  is  certain  that  there  will  be  a con- 
tinued effort  to  force  this  plan  upon  the 
American  people.  There  is  no  doubt  that 
strenuous  efforts  will  be  necessary  in- 
definitely to  prevent  passage  of  such  an  act. 

Since  politics  has  become  part  of  the  issue, 
more  difficulty  will  be  met  than  would  other- 
wise be  expected.  Many  politicians  will,  as 
always,  put  votes  for  themselves  above  the 
welfare  of  the  nation.  The  actions  of  many 
cannot  be  explained  in  any  other  way. 

Surely  all  the  evidence  already  presented 
as  to  how  compulsory  insurance  works  in 
England,  New  Zealand,  France,  Russia,  and 
the  old  Germany  should  convince  everyone 
that  such  a method  results  in  failure  so  far 
as  the  individual  patients,  the  doctors,  the 


dentists,  the  pharmacists,  and  public  health 
in  general  are  concerned.  Deterioration  of 
quality  of  medical  care  is  a glaring  feature  in 
all  past  and  present  plans. 

Even  those  who  report  in  favor  of  the 
English  plan  unconsciously  reveal  its  failures, 
even  though  they  say  these  are  only  tem- 
porary features  which  will  be  ultimately 
overcome.  Thus,  when  the  reporter  for  the 
Minneapolis  Tribune  talks  of  a general  prac- 
ticioner  seeing  from  sixty  to  ninety  patients 
daily,  everyone  with  the  slightest  knowledge 
of  medicine  knows  that  no  one,  except  pos- 
sibly some  one  favored  by  the  politicians  in 
charge,  received  any  medical  care  worthy  of 
the  name.  American  medicine  gives  pro- 
gressively better  medical  care  by  more  and 
more  thorough  examinations  of  individual 
patients.  This  requires  more  and  more  time 
for  study  of  each  patient.  The  public  should 
realize  that  it  would  be  like  seeing  no  phys- 
ician at  all  to  be  herded  around  like  sheep.  It 
takes  more  than  the  one  to  three  to  five 
minutes  given  English  patients  to  decide 
whether  or  not  Mrs.  Jones  or  Mrs.  Smith 
should  be  in  a doctor’s  office  at  all.  It  would 
seem  that  a longer  time  would  be  necessary 
just  to  determine  the  color  or  size  of  wig 
(which  is  part  of  the  English  scheme)  the 
patient  wants,  without  considering  whether 
or  not  his  stomach  distress  was  due  to  onions, 
por  liquor,  cancer,  a bad  heart,  or  too  many 
“In  laws.”  An  American  doctor  might  often 
require  days  of  study  to  determine  these 
things.  Even  now  he  is  crowded  for  time. 

From  all  reports,  there  has  never  been  a 
thoroughly  equal  distribution  of  medical  care 
under  any  government  plan  anywhere.  Even 
coercion  has  not  always  succeeded  in  making 
many  people  live  for  long  in  places  where 
they  don’t  want  to  live.  Economic  necessity 
has  been  the  most  effective  measure.  In  spite 
of  the  unequal  distribution  of  doctors  in  rural 
and  urban  areas,  people  in  most  of  the  United 
States  can  get  to  medical  care  and  hospitals 
better  than  anywhere  else  because  of  un- 
surpassed transportation  and  other  facilities. 
(One  wonders  what  might  happen  to  trans- 
portation if  too  much  politics  entered  here.) 
It  was  recently  reported  that  the  United 
States  had  lowest  maternal  death  rate  in  any 
large  civilized  country  in  1947.  This  proves 
for  one  thing  that  expectant  mothers  through- 
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out  the  country  are  getting  the  best  medical 
care  in  the  world  in  this  field. 

Now,  1 could  talk  for  hours  on  this  subject 
if  time  were  available,  but  it  is  not  necessary 
to  do  this.  Your  group  is  certainly  already 
convinced  that  political  medicine  is  unwise. 
It  is  the  belief  of  organized  medicine  that  the 
American  people  will  themselves  decide  what 
form  of  medical  care  they  prefer.  It  has 
become  our  accepted  duty  to  see  that  the  facts 
are  brought  to  them.  In  fact,  that  is  what 
the  American  Medical  Association,  under  the 
able  direction  of  Whitaker  and  Baxter,  now 
are  successfully  doing.  There  is  no  secrecy 
about  the  plan.  There  is  no  attempt  to  do  any 
underhanded  lobbying.  The  campaign  is 
based  upon  the  fact  that  if  properly  informed, 
the  people  themselves  will  decide  through 
their  representatives  in  Washington. 

It  is  to  finance  this  educational  campaign 
that  the  doctors  were  each  assessed  twenty- 
five  dollars  at  St.  Louis  in  January;  and  every 
state  medical  association  in  the  country  is 
completely  back  of  the  plan.  Booklets, 
pamphlets,  articles,  and  literature  are  being 
sent  everywhere  so  that  all  may  know  the 
issue. 

You  as  individual  pharmacists  can  help  by 
word  of  mouth  and  by  distribution  of  litera- 
ture in  your  stores.  You  can  help  by  endors- 
ing voluntary  health  insurance  as  opposed  to 
compulsory  health  insurance.  This  has  al- 
ready been  done  by  many  national  organiza- 
tions, such  as  the  American  Legion,  American 
Farm  Bureau  Federation,  General  Federation 
of  Women’s  Clubs,  The  National  Association 
of  Small  Business  Men,  the  United  States 
Chamber  of  Commerce,  D.A.R.,  American 
Bar  Association,  and  hundreds  of  others.  This 
in  contrast  to  a small  number  of  non-govern- 
mental associations  who  have  favored  com- 
pulsory health  insurance. 

I cannot  help  but  remind  you  that  in  our 
state,  our  State  Medical  Association  has  en- 
dorsed a voluntary  insurance  plan  which  is 
one  of  the  best  in  the  country.  We  as  an  as- 
sociation would  appreciate  any  efforts  you 
can  make  to  help  this  succeed. 

We  all  believe  in  fair  play.  Let’s  endorse 
the  American  way  of  voluntary  health  in- 
surance to  insure  the  average  person  against 
the  financial  burden  of  illness. 


SUSPECTING  CANCER 

This  chart  is  a guide  to  the  usual  signs  and 
symptoms  of  the  most  common  types  of  can- 
cer. Whenever  a patron  brings  any  of  them 
to  your  attention,  urge  him  to  visit  his  phys- 
ician. They  do  not  mean  cancer  in  all  cases. 
But,  if  the  condition  is  cancer,  self-medication 
and  delay  may  be  fatal. 

Site  or  Kind  of  Cancer  and  Cardinal  Signs 
and  Symptoms 

Skin  — Skin  sore  or  lesion  that  does  not  heal. 
Often  appears  as  a small,  firm  nodule  or 
thickening.  Sometimes  begins  as  a horny 
wart  which,  although  not  painful,  has  a 
tendency  to  itch.  Any  dark  brown  or  blue- 
black  mole  that  increases  in  size  or  changes 
in  color  should  be  examined  by  a physician. 
Breast  — Most  frequent  early  sign  is  a small 
lump,  usually  painless.  Later  there  may  be 
bleeding  from  the  nipple;  deformity  or  de- 
viation from  normal  shape  of  the  breast;  in- 
version or  retraction  of  the  nipple;  skin  at- 
tachment over  the  tumor,  resulting  in  de- 
pression or  dimple;  swelling  of  lymph  nodes 
in  armpit. 

Stomach  — Persistent  or  chronic  indigestion 
is  the  commonest  symptom.  Any  digestive 
disturbance  that  lasts  for  two  weeks  or  more 
— heartburn,  nausea,  loss  of  appetite,  distaste 
for  meat  or  other  foods,  or  difficulty  in 
swallowing  foods.  Unexplained  weight  loss, 
a later  symptom,  must  never  be  ignored. 
Mouth,  Tongue  and  Lip — Small,  hard  nodule, 
ulcer,  or  fissure  that  fails  to  heal  in  several 
weeks.  A white,  patchy  thickening  of  the 
lining  of  the  mouth  or  tongue  (leukoplakia) 
may  be  a prelude  to  cancer. 

Lung  — Persistent  cough,  especially  a change 
in  coughing  habits.  Later,  loss  of  weight,  and 
pain  — sometimes  a sharp  pain  after  cough- 
ing, or  a dull  ache  or  persistent  feeling  of  dis- 
comfort deep  in  the  chest. 

Cancer  in  Children  — An  abnormal  rate  of 
growth  or  a symmetrical  growth  of  a body 
part.  Persistent  aches  and  pains.  A chronic, 
non-healing  swelling  or  lump,  with  or  with- 
out pain. 
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Control  of  Weeds  with  2,4-D* 

By  Fred  M.  Dosch 


CONTROL  OF  PERENNIAL  WEEDS  WITH 

2,4-D: 

Perennial  weeds  are  difficult  to  control 
with  2,4-D.  Best  results  have  been  obtained 
by  treating  during  the  active  growing  stage- 
generally  near  the  bud  stage.  One  application 
of  2,4-D  seldom  gives  eradication.  Retreat- 
ments are  necessary.  It  is  generally  agreed 
that  where  eradication  is  the  objective  higher 
rates  of  2,4-D  have  given  the  best  results. 
Where  long  time  control  under  cropping  con- 
ditions is  the  objective,  the  rate  of  application 
should  be  governed  by  the  maximum  amount 
the  crop  will  tolerate. 

1.  Control  of  Canada  thistle: 

To  eliminate  Canada  thistle  repeated  ap- 
plications of  2,4-D  over  a period  of  several 
years  are  generally  necessary.  First  apphca- 
tion  should  be  made  at  the  bud  stage  with 
retreatments  when  the  surviving  thistle 
plants  are  in  the  rosette  stage.  One-half  to 
one  pound  of  2,4-D  per  acre  is  suggested  as  a 
range  of  application. 

2.  Perennial  sow  thistle: 

2,4-D  has  given  effective  control  of  peren- 
nial sow  thistle  in  cereal  crops  when  applied 
at  approxirhately  one-half  pound  acid  per 
acre.  One  and  one-half  pounds  applied  at  the 
bud-flower  stage  has  resulted  in  nearly  com- 
plete eradication,  especially  when  the  weed 
is  in  competition  with  agressive  grasses.  Re- 
peated treatments  are  generally  necessary  to 
eliminate  surviving  plants. 

3.  White  top  or  Hoary  cress: 

Hoary  cress  may  be  effectively  controlled 
by  2,4-D.  Seed  production  is  prevented, 
growth  stopped,  and  the  stand  reduced  by  one 
application  at  the  bud  to  early  bloom  stage. 
Repeated  treatments  over  a period  of  three 
or  four  years,  have  resulted  in  ehmination  of 
the  weed  in  grass  sod  and  on  cultivated  land 
in  connection  with  cultivation  and  the  growth 
of  crops. 

Since  hoary  cress  is  moderately  tolerant  to 

2,4-D  the  esters  generally  should  be  used. 
Treatments  at  rates  of  one  and  one-half  to 


two  and  one-half  pounds  of  acid  per  acre  in 
early  bloom  and/or  fall  rosette  stages  are 
recommended.  These  rates  will  injure  most 
crops.  Plants  that  emerge  within  3 or  4 weeks 
after  treatment  should  be  spot  treated  to 
assure  complete  coverage. 

4.  Field  bindweed  (or  creeping  jenny): 

Field  bindweed  is  most  susceptible  to  2,4-D 

when  just  starting  to  bloom  but  may  be  con- 
trolled at  other  stages  if  growing  vigorously. 
One-half  to  one  pound  of  2,4-D  acid  per  acre 
is  required  to  give  practical  control  of  this 
weed. 

5.  Leafy  spurge: 

2,4-D  is  useful  in  controlling  and  sometimes 
in  eradication  of  leafy  spurge  in  growing 
crops,  on  summer-fallow  and  on  non-crop 
land.  2,4,5,-T  does  not  offer  any  advantages 
over  2,4-D  in  treatments  of  this  weed. 

2,4-D  at  low  concentrations  in  oil  appears 
to  be  somewhat  more  effective  than  when 
used  in  water. 

In  a growing  grain  crop  the  weed  should  be 
treated  at  any  time  prior  to  bloom  stage  with 
one-half  pound  of  2,4-D  acid  of  the  ester  or 
amine  salt. 

For  eradication  purposes  on  summer-fallow 
use  not  less  than  % pound  of  ester  or  amine 
salt  when  the  weed  is  in  the  bud  stage  and 
repeat  this  treatment  throughout  the  growing 
season  whenever  the  top  shoots  are  three  to 
five  inches  high. 

In  eradication  work,  cultivate  lightly  the 
infested  area  whenever  possible  and  seed  it  to 
the  grass  best  adapted  to  the  climatic  and  soil 
conditions  of  the  region.  After  the  grass  stand 
is  established  treat  the  weed  when  in  the  bud 
stage  with  an  ester  of  2,4-D  at  rates  of  one  to 
two  pounds  of  acid  per  acre. 

CONTROL  OF  ANNUAL  WEEDS: 

2,4-D  can  be  used  to  control  many  annual 
weeds.  However,  some  are  resistant.  Annual 
weeds  are  more  susceptible  in  the  seedling 
and  early  stages  of  development,  and  when 

* Presented  at  the  Annual  Meeting  of  the  South 

Dakota  Pharmaceutical  Association  June  1949. 
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conditions  are  such  as  to  promote  vigorous 
growth.  Some  weeds  which  are  resistant  at 
later  stages  of  growth  are  readily  killed  when 
young  and  actively  growing.  In  some  areas 
the  ester  formulations  have  been  much  more 
effective  in  controlling  annual  weeds  than 
either  the  amine  or  sodium  salt.  2,4,5-T  ap- 
pears to  be  no  more  effective  than  2,-4-D. 
Some  weeds  may  be  controlled  with  dosages 
as  low  as  Vs  pound  of  2,-4-D  per  acre.  State 
experiment  stations  should  be  consulted  con- 
cerning the  susceptibility  of  specific  weeds 
and  the  dosage  necessary  for  control. 

USE  OF  2,4-D  IN  GROWING  CROPS: 

1.  Use  of  2,4-D  to  control  weeds  in  legumes 
underseeded  in  Cereal  crops: 

From  a rather  limited  amount  of  data  it  ap- 
pears that  recommendations  concerning  2,4-D 
treatment  of  legumes  seeded  in  other  crops 
should  include: 

a.  Unless  some  reduction  in  legume  stand 
can  be  tolerated,  2,4-D  should  not  be 
used. 

b.  If  treatments  are  made,  not  more  than 
1/4  pound  of  2,4-D  acid  per  acre  in  the 
amine  and  sodium  salt  formulation 
should  be  used.  The  companion  crop 
must  be  approvimately  20  inches  tall. 

c.  There  appears  to  be  differential  re- 
sponse in  different  species  of  legumes 
when  treated  with  2,4-D.  Red  clover 
appears  to  be  more  tolerant  than  al- 
falfa. 

2.  Flax: 

Flax  should  be  sprayed  as  soon  as  there  is 
enough  weed  growth  to  make  it  practical. 
Flax  is  susceptible  to  reduced  yield  if  sprayed 
in  the  bud  or  bloom  stage. 

The  ester  formulation  should  not  be  used 
on  susceptible  varieties.  For  tolerant  var- 
ieties, the  rate  should  be  approximately  one- 
half  the  amount  of  the  amine  salt  recom- 
mended for  the  area. 

Varieties  differ  most  widely  in  their  re- 
sponse to  2,4-D: 

a.  When  the  ester  is  used. 

b.  When  rates  of  amine  or  sodium  salts 
are  heavier  than  recommended. 

c.  When  applications  are  made  in  bud 
and  bloom  stages. 

3.  Spring  planted  wheat,  oats  and  barley: 

A maximum  amount  of  V4  to  Vz  pound  of 

2,4-D  acid  per  acre  may  be  applied  before  the 
fully  tillered  stage  and  a maximum  of  Vz  to 


3.4  pound  may  be  applied  after  the  fully 
tillered  stage  — except  for  the  boot  to  dough 
stage  — without  appreciable  reduction  of 
yields  and  viability  of  the  crop.  Abnormal 
heads  may  be  produced  when  treatments  are 
applied  at  the  earlier  stages.  The  lower  in- 
dicated rates  should  be  used  as  the  maximum 
amounts  of  the  ester  formulations. 

4.  Growing  corn  and  sorghum: 

2,4-D  has  a place  in  the  cornfield  where 
susceptible  weeds  cannot  be  adequately  con- 
trolled by  conventional  methods  of  cultiva- 
tion. As  cultivation  is  apparently  essential 
on  many  soil  types,  spraying  should  not  be 
considered  as  a substitute. 

Some  degree  of  injury  to  corn  — including 
field,  pop  and  sweet  corn — from  2,4-D  sprays, 
regardless  of  dosage,  is  to  be  expected,  as  ex- 
hibited by  brittleness,  lodging,  stalk  curva- 
ture and  proliferation  of  brace  roots.  Such 
damage  may  or  may  not  be  reflected  in  yields. 
Brittle  corn  is  subject  to  breakage  by  wind  or 
cultivator  contact. 

Differences  in  tolerance  of  strains  and 
varieties  of  corn  to  2,4-D  exist.  Information 
concerning  tolerance  of  different  locally 
adapted  strains  should  be  obtained  from  local 
agricultural  experiment  stations. 

It  appears  that  Va  to  Vz  pound  of  2,4-D  acid 
per  acre  is  the  logical  dosage  to  apply.  It  is 
suggested  that  the  dosage  be  held  to  the  lower 
figure  when  the  ester  types  of  2,4-D  are  used. 
The  dosage  should  be  determined  by  amounts 
known  to  be  necessary  to  control  weeds  up  to 
the  limits  that  corn  will  tolerate. 
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GRAND  JURY  RECOMMENDS  PROSECU- 
TION OF  PHYSICIANS  AND  PHAR- 
MACISTS WHO  GIVE  AND  RECEIVE 
TELEPHONIC  ORDERS  FOR 
NARCOTIC  DRUGS 

A Grand  Jury  duly  empaneled  in  the  Dis- 
trict Court  of  the  United  States  for  the 
Eastern  District  of  Michigan,  Southern  Di- 
vision, has  made  a comprehensive  report  in- 
volving violations  of  the  narcotic  laws  which 
should  be  read  by  all  South  Dakota  Phys- 
icians and  Pharmacists. 

“Your  Grand  Jurors  report  that  an  inquiry 
was  made  by  this  Body  based  on  the  reports 
of  the  United  States  Bureau  of  Narcotics  for 
this  District  involving  violations  of  the 
United  States  Harrison  Narcotic  Law  and  the 
regulations  of  the  Bureau  of  Narcotics  by  a 
certain  number  of  doctors  and  pharmacists  in 
this  District  and  from  the  testimony  of  cer- 
tain witnesses,  among  whom  were  included 
prominent  doctors  and  pharmacists  whose 
names  this  Body  does  not  deem  it  advisable 
to  disclose  and  it  was  determined  that  phys- 
icians and  druggists  located  in  the  Eastern 
District  of  Michigan  are  engaged  in  a vicious 
practice  which  constitutes  a violation  of  the 
Acts  of  Congress  relating  to  narcotic  drugs, 
in  that  said  physicians  are,  by  telephone,  giv- 
ing orders  for  the  dispensation  of  narcotic 
drugs  by  said  druggists  and  said  druggists  are 
complying  with  said  telephonic  orders  with- 
out having  written  prescriptions  on  file  as 
required  by  law. 

The  said  testimony  produced  before  your 
Body  further  indicated  that  such  a practice 
is  existent  not  only  in  the  State  of  Michigan, 
but  is  prevalent  throughout  the  United  States 
and  it  is  the  opinion  of  this  Body  that  a com- 
prehansive  investigation  is  warranted  in  other 
Federal  Districts. 

It  is  further  the  determination  of  this  Body 
that  such  a practice  presents  opportunity  for 
the  diversion  of  narcotics  through  ilhcit 
channels  and  that  such  a practice  destroys 
not  only  the  safeguard  against  such  illegal 
diversion,  but  it  also  frustrates  the  whole 
system  of  regulation  and  control  of  narcotics. 

The  testimony  further  revealed  that  while 
the  literal  interpretation  and  application  of 
the  law  requires  the  presenting  of  a prescrip- 
tion simultaneously  with  the  dispensing  of 
the  narcotics,  exceptional  or  emergency  situa- 
tions may  justify  the  dispensing  of  narcotics 


providing  a diligent  delivery  of  the  prescrip- 
tion is  made  thereafter. 

This  Body  did  further  find  from  the  testi- 
mony submitted  to  it  a tendency  on  the  part 
of  physicians  to  place  the  responsibility  on 
the  druggist  for  the  writing  and  delivery  of 
the  prescription  and  it  is  the  determination 
of  this  Body  that  such  reliance  by  the  phys- 
ician on  the  druggist  to  secure  compliance 
with  the  regulation,  requiring  the  delivery  of 
a written  prescription  contravenes  the  spirit 
and  intent  of  the  regulation  and  leads  to  an 
unsatisfactory  neglect  in  compliance  there- 
with. This  responsibility  for  the  delivery  of 
prescription  definitely  belongs  to  the  phys- 
ician and  not  to  the  druggists.” 

“From  the  testimony  produced  by  this 
Body,  the  doctors  consistently  conceded  that 
the  only  practical  and  efficient  method  of 
assisting  them  as  well  as  the  investigative 
Bureau  of  Narcotics  in  the  control  of  nar- 
cotics is  through  the  issuance  of  orders  in 
the  form  of  prescriptions.  Therefore,  the  duty 
and  the  responsibility  of  providing  the  phar- 
macist with  written  prescriptions  at  the  time 
of  dispensing  is  on  the  doctors  and  not  on  the 
druggists.  While  there  may  be  some  incon- 
venience occasioned  to  either  the  doctor  or 
the  patient  in  complying  with  the  regulation, 
such  inconvenience  is  trivial  compared  to  the 
resultant  conditions  that  may  arise  from  loss 
of  control  and  regulation  of  narcotics.” 

“Almost  every  druggist  has  testified  that 
his  acceptance  of  telephonic  orders  for  dis- 
pensing was  attributable  to  his  apprehension 
of,  and  in  some  instances  an  expressed  threat 
with,  the  loss  of  patronage  by  the  doctor.  Such 
constraint  exerted  by  the  doctors  on  the  drug- 
gists is  unjustified  and  indicative  of  un- 
willingness to  comply  with  the  law.  It  is  the 
determination  of  this  Body  that  any  doctor 
requesting  a druggist  to  dispense  narcotics 
without  the  production  of  a signed  prescrip- 
tion, except  in  and  emergency  situation,  is 
equally  guilty  with  the  druggist  in  violating 
the  law.” 

“Your  Grand  Jurors  further  report  the 
acts  of  said  physicians  and  druggists  at  this 
time  are  not  crimimally  wilful  but  that  said 
practice  should  immediately  cease.  We, 
therefore  recommend  that  if  said  practice 
does  not  cease,  the  Bureau  of  Narcotics  and 
the  United  States  Attorney’s  office  take  ap- 
propriate prosecutive  action  against  all  phys- 
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icians  and  druggists  who  persist  in  this  prac- 
tice.” 

- South  Dakota  pharmacists  who  are  re- 
quested to  take  narcotic  prescriptions  by  way 
of  the  telephone,  should  call  the  prescribing 
physicians  attention  to  the  quotations  from 
the  Grand  Jury  report  quoted  above. 


$100  FINE  IMPOSED  FOR  PHARMACY 
LAW  VIOLATION 

Inspector  Walter  McCurdy  reports  that 
Ronald  E.  Olson  who  is  the  owner  of  the 
business  in  Sioux  Falls  formerly  operated  as 
Grange  Avenue  Drug,  pleaded  guilty,  on 
October  3,  1949,  to  the  charge  that  he  did 
“wilfully  and  unlawfully  operate  and  conduct 
a place  of  business  for  the  retailing,  com- 
pounding and  dispensing  of  drugs,  medicines 
and  poisons  by  other  than  a registered  phar- 
macist.” This  place  of  business  continued  to 
operate  under  a “drug”  sign  after  July  1,  1949 
without  a registered  pharmacist  in  active 
management.  The  owner  had  been  requested 
to  cover  his  “drug”  signs  and  refrain  from 
selling  any  drug,  medicine  or  poison  until 
licensed  so  to  do  by  the  State  Board  of  Phar- 
macy. 

Arraigned  in  Municipal  Court  on  complaint 
signed  by  Inspector  McCurdy,  August  2nd, 
Olson  pleaded  not  guilty,  demanded  a jury 
trial,  and  his  case  was  set  for  the  September 
term.  On  September  29th,  Olson’s  attorney 
pleaded  guilty  for  him  and  the  Judge  set 
October  3rd  for  sentencing.  Judge  Walter 
Conway  imposed  a $100  fine  plus  costs,  but 
suspended  a 30  day  jail  sentence  on  condition 
that  Olson  comply  with  all  laws  and  regula- 
tions pertaining  to  pharmacy  within  one 
week.  On  October  10th,  a permit  to  conduct 
the  Grange  Avenue  Drug  Company  as  a 
registered  pharmacy  was  granted  to  Regis- 
tered Pharmacist  F.  C.  Fergen  who  is  now  in 
active  management. 


HUMPHREY  KEY  FIGURE  IN  RIFT 
WITHIN  HEALTH  INSURANCE  CAMP 

Congress  had  to  adjourn,  oddly  enough,  be- 
fore a big  story  broke  on  Capitol  Hill  about 
compulsory  health  insurance.  The  story  that 
has  now  broken,  to  the  accompaniment  of 


conflicting  views  among  erstwhile  suppor- 
ters of  the  Truman-Ewing-Murray  national 
health  program,  is  this:  Enactment  of  com- 
pulsory health  insurance  in  1950  will  have 
less  than  the  proverbial  Chinaman’s  chance. 
Beyond  1950  — the  decision  will  rest  with  the 
American  public  and  the  men  and  women 
they  send  to  the  82  Congress.  Pivotal  figure 
in  developments  of  the  past  few  days  which 
indicate  clearly  that  Congress  will  keep  hands 
off  nationalized  medical  care  next  year, 
whether  or  not  President  Truman  demands 
its  passage,  is  Minnesota’s  Democratic  Sena- 
tor, Hubert  H.  Humphrey. 

Senator  Humphrey  issued  a formal  state- 
ment setting  forth  views  that  he  expressed  to 
your  correspondent  last  Thursday.  Coming 
as  they  do  from  a man  who  had  been  expected 
to  lead  the  1950  Congressional  fight  for  that 
controversial  Title  VII  in  the  Thomas-Mur- 
ray-Dingell  bill  and  who,  even  more  im- 
portant, has  achieved  a stature  and  won  such 
respect  for  his  sincerity  of  purpose  as  few 
freshmen  Senators  ever  earned  in  their  first 
year  “on  the  Hill,”  these  candid  opinions  bear 
a significance  that  will  be  appreciated  by  foes 
and  friends  alike  of  health  insurance. 

While  acknowledging  their  shortcomings. 
Senator  Humphrey  says  voluntary  health 
plans  should  be  aided  and  encouraged.  More 
positively  than  it  has  ever  been  put  before,  he 
says  that  before  this  nation  adopts  compul- 
sory health  insurance  it  should  enact  laws 
on  Federal  aid  for  medical  education  and 
local  public  health  units;  expansion  of  med- 
ical research,  hospital  construction  and  the 
maternal  and  child  health  programs;  and 
special  assistance  to  rural  areas.  These  are, 
of  course,  the  other  six  titles  of  the  Thomas- 
Murray-Dingell  bill.  National  health  insur- 
ance, says  Senator  Humphrey,  is  an  extension 
of  social  security  and  “I  have  always  been  in 
favor  of  that  principle.”  But  he  emphasizes 
that  the  time  is  not  ripe  for  embracing  it  — 
that  all  the  evidence  isn’t  in  yet  — that,  in 
the  meantime,  the  medical  profession,  the 
consumer  and  government  should  work  to- 
gether to  bring  voluntary  prepayment  plans 
to  the  peak  of  efficiency  and  economic  sound- 
ness. 
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Treatment  of  Congestive  Heart  Failure 

G.  G.  Spellman,  M.D.,  Mitchell,  S.  D. 


It  is  necessary  to  discuss  the  pathogenesis 
of  heart  failure  in  order  to  understand  its 
treatment.  Until  approximately  five  years 
ago,  the  discussion  of  the  pathogenesis  of 
heart  failure  centered  on  the  two  theories  of 
failure.  The  proponents  of  the  so-called 
“Forward  Failure  Theory”  declared  that  the 
signs  and  symptoms  of  heart  failure  were  due 
to  tissue  anoxia  from  an  insufficient  output 
forward  from  the  heart.  On  the  other  hand, 
the  supporters  of  the  “Backward  Failure 
Theory”  argued  that  the  signs  and  symptoms 
were  due  to  back  pressure  behind  the  failing 
heart.  The  arguments  and  the  theories  were 
primarily  academic  since  both  had  their  ad- 
vantages and  both  entered  into  consideration 
in  every  patient  in  failure.  However,  even  a 
combination  of  the  two  theories  failed  to  ex- 
plain all  the  things  that  happen  to  a patient  in 
congestive  heart  failure. 

In  recent  years  more  studies  have  taught 
us  new  facts  concerning  the  electrolyte  bal- 
ance of  the  body.  The  results  of  these  studies 
have  proven  conclusively  that  the  metabolism 
of  the  patient  in  congestive  heart  failure  is 
deranged.  The  patient  in  failure  is  unable  to 
excrete  salt;  more  specifically,  he  is  unable 
to  excrete  the  sodium  ion.  This  point  is  very 
important.  If  sodium  is  held  in  the  body, 
water  must  be  hald  also  in  order  to  maintain 
the  concentration  of  sodium  constant.  Edema 
will  then  result.  Sodium  is  capable  of  holding 
a large  amount  of  water. 

Water  taken  into  the  body  without  salt  will 
be  excreted  in  four  hours.  Water  taken  into 
the  body  with  salt  added  is  held  — even  in 
the  normal  person  — for  twenty-four  hours. 
If  the  body  already  has  an  excess  of  sodium, 
water  will  be  held  as  long  as  the  sodium  con- 
centration requires  it. 

The  normal  person  routinely  excretes  ten 
to  fifteen  grams  of  sodium  per  day  and  may 
excrete  more  if  the  occasion  arises.  The  car- 
diac patient  may  have  difficulty  in  excreting 
even  two  grams.  We  must,  therefore,  in  the 
treatment  of  heart  failure,  first  control  the 
sodium  intake  and  secondly  increase  the 
sodium  output. 


It  is  unnecessary  to  dwell  on  the  symptoms 
and  signs  of  heart  failure.  The  dyspnea, 
wheezing,  and  rales  of  left  ventricular  failure 
and  the  edema,  enlarged  liver,  and  ascites  of 
right  ventricular  failure  are  well  known.  Both 
sides  of  the  heart  are  most  often  in  failure 
when  the  patient  consults  the  physician,  al- 
though the  failure  of  one  side  or  the  other 
may  dominate  the  picture. 

There  is  one  special  type  of  failure  which 
involves  only  one  side  of  the  heart,  and  the 
treatment  for  this  particular  type  is  different 
from  the  usual  treatment.  For  that  reason 
we  will  mention  it  briefly.  This  is  the  “acute 
left  ventricular  failure”  or  the  so-called  par- 
oxysmal dyspnea.  As  the  name  implies,  it  ap- 
pears very  suddenly,  most  often  about  2:00 
A.  M.,  and  awakens  the  patient  from  sleep. 
The  patient  is  unable  to  breath.  He  is  wheez- 
ing and  coughing.  It  is  necessary  for  him  to 
get  out  of  bed  and  go  to  the  window  in  order 
to  get  his  breath.  The  condition  lasts  a few 
minutes  to  an  hour  and  then  subsides.  Pa- 
tients often  die  in  these  attacks.  The  occur- 
ence of  this  syndrome  denotes  serious  heart 
disease  and  the  prognosis  for  life  is  two  years 
after  the  onset.  The  treatment  of  this  will  be 
discussed  later. 

When  the  patient  with  heart  failure  con- 
sults the  physician,  he  is  apprehensive  be- 
cause he  has  difficulty  in  breathing.  He  is  un- 
able to  sleep  and  may  not  have  slept  for  3 or 
4 nights.  He  cannot  breathe  lying  down  and 
he  is  afraid  that  he  will  not  awaken  if  he  does 
go  to  sleep.  The  patient  must  be  relaxed  in 
order  to  sleep.  This  is  accomplished  by  put- 
ting the  patient  to  bed  with  his  head  elevated 
at  a 45  degree  angle.  Morphine  sulfate  grains 
hypodermically  allays  the  apprehension.  It 
may  be  repeated  as  necessary  during  the 
night  to  insure  rest.  Continuous  oxygen  in- 
halations are  indicated  if  the  patient  is  cya- 
notic or  very  short  of  breath.  When  the  pa- 
tient finds  he  can  sleep  and  that  the  doctor 
can  give  him  relief  from  his  apprehension,  he 
will  be  able  to  co-operate  with  the  doctor. 

Next  it  is  necessary  to  decide  on  the  pa- 
tients diet.  As  pointed  out  previously,  we 
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must  control  the  patients  sodium  intake  since 
the  retention  of  sodium  is  one  of  the  most  im- 
portant reasons  the  patient  has  developed  his 
edema.  The  patient  needs  a low  sodium  diet. 
This  is  easy  to  arrange  if  the  patient  is  hos- 
pitalized and  a good  dietitian  is  available. 
A sodium  intake  of  1-2  grams  is  satisfactory. 

The  patient  may  have  refused  hospital- 
ization or  perhaps  hospital  facilities  are  not 
available  and  the  patient  is  being  cared  for 
at  home.  The  relatives  caring  for  him  know 
little  about  foods  containing  sodium  and  they 
are  already  very  busy.  A simple  diet  which 
can  be  ordered  is  the  old  Karell  diet.  This 
diet  was  originally  introduced  with  the  idea 
of  starving  the  patient  and  its  beneficial  re- 
sults were  thought  to  be  due  to  the  low 
caloric  intake.  It  has  since  been  learned  that 
the  diet  was  effective  because  of  its  low  so- 
dium content.  It  contains  1 to  1.5  grams  of 
sodium.  The  diet  consists  of  250  cc  (one  glass) 
of  milk  four  times  a day.  This  is  adequate  for 
the  patient  for  the  first  3-4  days  because  he 
is  not  hungry  and  will  be  able  to  digest  little 
more  with  his  edematous  intestinal  tract  and 
engorged  liver.  When  he  improves,  the  diet 
can  be  increased  as  tolerated  with  low  sodium 
foods  as  rice  and  fruit  at  first.  Other  foods 
are  gradually  added.  The  sodium  intake 
should  be  maintained  at  about  2 grams  daily 
after  the  patient  is  free  from  failure. 

How  much  water  should  the  patient  be 
allowed?  The  patient  knows  he  has  too  much 
water  in  his  body.  The  nurse  is  apt  to  think 
so,  and  sometimes  even  the  doctor  agrees. 
The  end  result  may  be  a great  restriction  in 
the  fluid  intake.  The  normal  person  loses 
1500  to  2000  cc  of  water  daily  through  his 
urine,  lungs,  and  skin.  In  addition  to  this 
amount,  the  cardiac  needs  more  water  to 
dilute  the  non-protein-nitrogen  bodies,  which 
his  body  has  stored,  in  order  to  excrete  them. 
The  kidneys  of  a cardiac  patient  may  have 
lost  their  concentrating  power. ' The  cardiac 
patient  therefore  requires  2000  to  3000  cc  of 
fluid  daily.  Water  without  salt  will  be  ex- 
creted from  the  body  in  four  hours  and  there 
is  no  danger  from  the  H2O  as  long  as  the  salt 
intake  is  minimal.  As  a matter  of  fact  the 
Schemm  diet  used  water  as  a diuretic,  4000 
to  5000  cc  daily. 

We  may  or  may  not  decide  to  digitalize  the 
patient.  Digitalis  is  the  drug  par  excellance 
for  congestive  heart  failure.  Pharmaco- 


logically it  acts  directly  on  the  heart  muscle 
to  increase  the  force  of  contraction,  decrease 
the  size  of  the  heart,  decrease  the  rate  of  the 
heart,  and  lower  venous  pressure.  These  are 
all  desirable  in  heart  failure.  Digitalis  may 
be  given  to  every  patient  with  heart  failure. 

The  effects  of  digitalis  are  disappointing  in 
certain  cases.  These  are  the  cases  of  pre- 
dominently  left  ventricular  failure  with  a 
normal  rate  or  a normal  rhythm.  This  type 
of  case  is  found  most  often  in  the  arterios- 
clerotic group.  The  reason  digitalis  is  not 
entirely  effective  in  these  patients  is  difficult 
to  assess.  It  often  fails  to  cause  slowing  of  the 
heart  when  the  rate  is  rapid,  but  the  rhythm 
regular.  When  the  rate  is  normal,  it  is  nearly 
impossible  to  tell  when  the  patient  is  fully 
digitalized.  These  patients  may  complain 
bitterly  of  anorexia,  nausea,  and  vomiting. 
They  develop  digitalis  intoxication  early. 
They  may  be  treated  adequately  without 
digitalis  as  we  shall  presently  discuss. 

Digitalis  produces  striking  results  in  the 
patient  with  a rapid  auricular  fibrillation. 

A number  of  digitalis  preparations  are 
available  and  most  are  satisfactory.  It  is  not 
advisable  to  use  the  tincture.  Exact  dosage  of 
any  drug  given  in  drops  is  impossible.  Drops 
from  the  same  dropper  may  vary  tremen- 
dously so  that  1 cc  may  be  equal  to  anything 
from  15  to  50  drops. 

Digitalis  leaf  is  satisfactory  and  the  patient 
may  be  digitalized  in  about  48  hours  with  it. 
The  dose  is  grains  IV2  (.1  gm)  four  to  six  times 
a day.  Digitalization  may  be  accomplished 
more  rapidly  with  one  of  the  crystalline  pre- 
parations. The  two  crystalline  preparations 
in  most  common  usage  today  are  digitoxin 
(or  crystodigin),  which  is  the  crystalline 
digitalis  Nativelle,  and  cedilanid  (or  lanato- 
side  C),  which  is  the  crystalline  digitalis 
lanata.  Digitoxin  is  100%  absorbed  from  the 
intestinal  tract.  Digitalization  may  be  ac- 
complished in  6-10  hours  in  75%  of  patients 
with  one  oral  dose  of  1.2  mgm  of  this  drug. 
Cedelanid  is  not  as  completely  absorbed  but 
digitalization  can  be  accomplished  with  it  in 
about  24  hours.  It  is  given  in  divided  dosages. 
After  digitalization,  one  digitalis  preparation 
may  be  substituted  for  another  in  their  re- 
spective dosages. 

Rarely  it  may  be  necessary  to  digitalize  the 
patient  intravenously.  For  this  a number  of 
agents  are  available.  Ouabain  .4  mgm  in- 
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travenously  digitalizes  in  15  minutes.  Digi- 
toxin  1.2  mgm  and  cedilanid  1.6  mgm  intra- 
venously digitalize  in  30  minutes.  One  must 
ascertain  that  the  patient  has  not  received 
digitalis  for  2 weeks  before  giving  an  intra- 
venous preparation.  Intravenous  administra- 
tion may  cause  disaster  by  producing  ven- 
tricular fibrillation,  if  the  heart  is  partially 
under  the  influence  of  digitalis.  Intravenous 
digitalization  is  rarely  necessary. 

We  must  decide  whether  to  use  a diuretic. 
In  the  discussion  of  the  pathogenesis  of  heart 
failure,  the  role  of  sodium  in  production  of 
edema  was  considered  and,  if  it  is  possible  to 
increase  the  excretion  of  sodium,  this  should 
be  done. 

A number  of  oral  diuretics  are  available. 
Amonium  chloride  is  often  used.  In  order  to 
accomplish  good  diuresis  with  it,  dosages  of 
6 gm  or  more  daily  are  necessary.  This 
amount  often  causes  gastrointestinal  upset 
and  may  cause  acidosis.  Urea  is  an  effective 
diuretic  but  it  is  distasteful  and  the  patient 
may  refuse  it.  Oral  xanthine  derivatives  are 
ineffective. 

Aminophylline  given  intravenously  may 
give  striking  improvement  in  the  patient 
with  cardiac  asthma.  An  aminophylline  sup- 
pository given  at  bedtime  may  prevent  par- 
oxysmal dyspnea.  Aminophylline  intraven- 
ously also  may  help  produce  satisfactory 
diuresis  and  relief  of  pulmonary  congestion. 

Mercurial  diuretics  are  specific  for  heart 
failure.  It  appears  that  the  mercurial  acts 
directly  on  the  proximal  kidney  tubules  to 
prevent  absorption  of  the  sodium  which  has 
been  excreted  through  the  glomerulus.  The 
exact  mechanism  of  this  action  is  not  yet  de- 
termined. There  is  little  doubt  that  the  mer- 
curial increases  the  excretion  of  sodium.  A 
number  of  preparations  are  available.  Sal- 
yrgan  was  the  first  one  to  be  used.  It  had  to 
be  given  intravenously  or  mixed  with  pro- 
caine to  be  given  intramuscularly.  Mer- 
cupurin  was  similar  to  salyrgan.  Mercu- 
hydrin  may  be  given  intramuscularly  without 
procaine  and  without  pain  and  it  is  as  effec- 
tive intramuscularly  as  intravenously. 

Some  deaths  have  been  caused  by  Mer- 
curial diuretics  but  these  have  all  been  due  to 
intravenous  administration.  No  deaths,  due 
to  intramuscular  administration,  have  been 
reported.  Moreover,  it  has  not  been  proven 
that  any  permanent  kidney  damage  has  re- 


sulted from  the  administration  of  mercurial 
diuretics. 

The  patient  is  given  one-half  of  two  cc  of 
mercuhydrin  intramuscularly  the  morning 
after  admission.  This  is  continued  each  morn- 
ing until  the  patient  reaches  his  “dry  weight.” 
This  is  the  weight  which  remains  constant 
when  further  diuretics  are  given.  The  patient 
then  is  kept  at  this  weight  by  the  administra- 
tion of  mercurial  as  often  as  necessary.  The 
interval  will  be  gradually  prolonged  until  it 
is  once  every  week  or  two  weeks.  The  group 
of  patients  responding  poorly  to  digitalis  may 
be  easily  maintained  on  mercurial  diuretics. 
The  patient’s  course  is  followed  by  weighing 
him  daily.  Measurements  of  his  intake  and 
output  are  not  satisfactory.  The  daily  weight 
is  simple  to  determine.  It  is  a true  indication 
of  the  amount  of  edema  fluid  lost  or  gained 
daily. 

The  patient  remains  on  his  low  salt  diet  and 
his  maintenance  digitalis  and  mercurial 
diuretics.  The  amount  of  physical  activity 
allowed  the  patient  when  he  recovers  is  in- 
dividualized, depending  on  the  patient’s 
financial  status,  occupation,  prognosis,  and 
other  factors. 

As  mentioned  previously,  the  treatment  of 
acute  left  ventricular  failure  varies  from  that 
outlined  above.  This  condition  is  a medical 
emergency.  It  is  paroxysmal  in  nature  and 
digitalis  has  little  effect  on  it.  Intravenous 
digitalis  is  not  effective.  The  patient  is  given 
morphine  sulfate  grs  Vk  (H)  stat,  to  relieve 
the  apprehension.  He  is  given  aminophylline 
3%  to  IVz  grains  intravenously  to  relieve  the 
asthmatic  symptoms.  If  the  patient  is  in  the 
hospital,  oxygen  is  given  continuously. 
Tourniquets  are  applied  to  3 extremities  as 
close  to  the  trunk  as  possible.  This  pools  the 
blood  in  the  extremities  and  thereby  lessens 
the  load  on  the  heart.  The  tourniquets  are 
changed  every  10  minutes  and  another  ex- 
tremity is  allowed  to  be  without  the  tourni- 
quet. If  this  still  does  not  give  the  patient 
relief,  a venesection  with  withdrawal  of  500 
cc  of  blood  is  indicated. 

In  summary,  it  has  been  shown  that  the 
sodium  metabolism  is  deranged  in  heart  fail- 
ure. In  the  treatment  of  heart  failure,  the 
sodium  intake  must  be  curtailed.  Mercurial 
diuretics  to  increase  sodium  excretion  should 
be  used  to  full  advantage.  Rest  and  digitalis 
(Continued  on  Page  374) 
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The  Cooperative  Movement  in  Medicine* 

by  C.  H.  Crownhart,  Madison,  Wis. 


The  title  of  any  paper  is  seldom  descriptive 
of  its  content.  Like  a sausage,  it  depends  on 
what  it  is  stuffed  with,  so  in  using  the  word 
“cooperative”  it  seems  important  that  it  be 
described  as  meaning  here  a consumer- 
managed  program  in  the  purchasing  of  com- 
modities or  in  the  securing  of  services.  Work- 
ing funds  are  contributed  by  the  consumers 
in  somewhat  equal  proportion,  and  at  least 
in  the  securing  of  health  services,  the  pur- 
chase price  is  equalized  among  the  consumers 
on  some  nondiscriminatory  basis. 

American  people  are  inclined  to  be  wedded 
less  to  tradition,  but  married  more  to  mechan- 
isms. If  it  appears  that  a mechanism  has 
social  and  economic  value,  it  becomes  an 
accepted  procedure  in  the  structure  of  our 
society  and  few  question  its  basic  concept, 
although  many  will  divide  themselves  into 
conservatives  or  liberals,  reactionaries  or  pro- 
gressives, frontiersmen  or  staid  settlers,  and 
argue  as  to  how  these  mechanisms  may  be 
further  developed  to  serve  their  objectives 
more  efficiently  and  effectively. 

For  many  years  we  have  accepted  the  basic 
concept  of  insurance  as  a means  of  protecting 
an  individual  against  the  hazards  of  unpre- 
dictable future  events.  “Unpredictable”  may 
relate  to  time,  as  in  the  case  of  life  insurance; 
or  it  may  relate  to  the  fact,  as  in  the  case  of 
fire  insurance. 

The  principle  of  insurance  — to  a large  de- 
gree — is  based  upon  another  principle,  and 
that  is  the  one  of  mutual  help  in  times  of  in- 
dividual catastrophe.  Our  way  of  life  has 
become  increasingly  complex,  and,  from  the 
laborer  to  the  professional  map,  increasingly 
specialized.  We  lack  the  individual  resources 
of  an  earlier  age  to  build  our  own  homes,  to 
contribute  very  largely  to  our  own  susten- 
ance, and  in  lesser  extent,  to  provide  for  our 
own  future  or  the  protection  of  that  future. 

Today,  without  any  inclination  to  lift  an 
eyebrow,  we  accept  the  basic  need  of  these 
various  insurances,  and  to  some  extent  we 
have  assigned  to  our  federal  and  state  govern- 
ments the  responsibility  of  seeing  that  such 
an  insurance  program  is  carried  into  effect. 


Without  any  effort  to  analyze  their  relation- 
ship to  the  principle  of  insurance,  we  can 
illustrate  this  by  pointing  to  the  state  and 
federal  workmen’s  compensation  acts,  un- 
employment compensation  laws  and  other 
forms  of  so-called  social  security  legislation. 

Now,  the  medical  profession  finds  itself 
embroiled  in  a controversy  of  tremendous 
scope.  We  may  grant  that  controversy  many 
definitions,  but  basically  it  involves  the  de- 
termination of  the  question  of  whether  some 
of  the  major  costs  of  health  care  should  be 
brought  under  an  insurance  system  by  com- 
pulsion or  by  voluntary  efforts. 

It  is  this  question  that  has  brought  about 
the  development  of  voluntary  prepaid  pro- 
grams under  the  direction  of  the  medical  pro- 
fession. The  American  medical  profession 
today  stands  committed  firmly  to  the  pro- 
gram of  voluntary  insurance  against  some  of 
the  more  major  costs  of  health  care.  In  the 
development  of  those  programs,  all  of  us 
brought  to  the  movement,  or  incorporated  in 
the  movement,  certain  principles  in  the  de- 
livery of  medical  care  that  seemed  to  us  to 
have  accounted  largely  for  the  huge  success 
of  American  Medicine  over  the  anemic  sys- 
tems of  other  countries.  We  supported  our 
movements  of  voluntary  insurance  on  the  in- 
corporation of  the  principle  of  free  choice,  so 
successfully  met  in  most  states  as  not  to  be  a 
claim,  but  a fact.  We  supported  these  move- 
ments upon  the  guarantee  of  the  medical  pro- 
fession that  assured  quality  medical  care,  al- 
though the  funds  accumulated  for  the  pur- 
chase of  that  care  might  at  times  prove  in- 
adequate. 

We  devised  another  foundation  upon  free- 
dom of  medical  judgement,  pointing  out  that 
medical  care  and  its  quality  were  not  readily 
susceptible  to  evaluation  except  by  those 
specially  trained  to  engage  in  its  practice. 

We  dug  another  corner  post,  deep  and  solid, 
upon  the  concept  that  health  care  on  any  pre- 
paid basis  must  be  available  when  needed 
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and  where  needed,  and  that  only  through  the 
wide  participation  of  the  various  professions 
concerned  could  this  foundation  be  assured  in 
the  movement  of  voluntary  insurance. 

These,  I regard  as  very  fundamental  con- 
cepts of  the  programs  developed  under  the 
initiative  and  compelling  leadership  of  the 
profession  of  medicine  in  the  United  States. 

Now  arising  upon  the  horizon  of  the  future 
is  a movement  which  stands  in  larger  stature 
than  many  of  us  would  at  first  believe.  An 
object  far  along  the  horizon  frequently  fails 
to  impress  the  human  eye  with  its  relative 
size  and  perhaps  major  geographic  import- 
ance. So  may  it  be  in  the  development  of 
economic  programs  that  must  be  judged  by 
the  mind  rather  than  by  the  eye. 

Somewhat  more  than  100  years  ago,  a group 
of  weavers  in  Rochdale,  England,  suffered 
from  low  wages  and  difficult  problems  of 
marketing  their  products.  They  determined 
to  associate  under  the  basic  principles  which 
the  cooperative  movement  of  today  considers 
in  the  character  of  its  “bill  of  rights”  and  its 
“declaration  of  independence.” 

The  first  principle  was  that  there  should  be 
open  membership  regardless  of  race,  creed 
or  color.  The  second  principle  was  that  there 
should  be  one  vote  to  a member,  regardless 
of  his  capital  investment,  and  voting  rights 
should  be  exercised  only  in  person  and  not 
by  delegation.  The  third  principle  was  that 
the  return  on  capital  investment  should  be 
very  moderate  and  subject  to  a known  limit. 
The  fourth  principle  held  that  surplus,  not 
necessary  to  the  protection  of  the  organization 
or  its  development,  should  be  returned  in 
proportion  to  the  individual’s  use  of  the  pro- 
gram, and  the  fifth  principle  incorporated  the 
philosophy  that  the  cooperative  should  ex- 
ercise complete  neutrality  in  both  religion 
and  politics.  The  sixth  principle  utilized  the 
practical  concept  of  trade  on  a cash  basis,  and 
the  final  principle  involved  education  in  the 
basic  philosophy  of  the  movement. 

There  are  those  who  have  attempted  to 
estimate  the  actual  membership  in  the  co- 
operative movement;  but  it  must  be  em- 
phasized that  these  can  only  be  estimates;  for 
as  the  movement  has  grown,  there  have  been 
multiple  organizations,  some  involved  in 
trading  and  others  confined  to  the  purchases 
of  needed  services.  Thus,  inevitably,  there 
are  those  who  hold  multiple  membership,  and 


of  many  who  may  be  carried  as  members, 
some  may  be  classified  as  “joiners”  whose 
initial  interest  failed  to  be  sustained. 

In  any  event,  it  is  estimated  that  by  the  out- 
break of  World  War  II,  the  cooperative  move- 
ment embraced  100  million  persons.  In  this 
country  alone  there  are  now  in  the  neighbor- 
hood of  11,000  farm  cooperatives  whose  an- 
nual business  appears  to  total  in  the  neighbor- 
hood of  six  or  seven  billions  of  dollars  in  serv- 
ing an  estimated  five  million  members. 

It  is  reported  that  there  are  perhaps  sixty 
to  seventy-five  active  consumer-managed 
health  plans  and  that  this  number  constitutes 
less  than  a major  fraction  of  those  in  organ- 
ization or  in  process  of  organization.  Ex- 
cluding some  types  of  consumer-managed 
health  programs,  such  as  those  that  might  be 
the  property  of  a labor  union,  it  appears 
reasonable  to  state  that  these  plans  embrace 
possibly  one  and  a half  million  persons;  and 
while  that  figure,  in  relation  to  140  million 
United  States  citizens,  can  hardly  be  em- 
phasized in  size,  it  nevertheless,  represents 
an  emphasis  upon  a philosophy  that  appears 
to  be  of  growing  importance  to  the  health  of 
the  people  and  to  the  physicians  of  the  coun- 
try in  their  attempts  to  assure  adequate  and 
steadily  progressing  health  care  for  our 
citizens. 

I would  venture  the  prophesy  that  another 
decade  will  witness  a marked  growth  in  con- 
sumer-managed and  consumer-controlled  pro- 
grams. Their  success  may  be  largely  deter- 
mined upon  how  well  the  laity  can  be  con- 
structive in  its  competition  with  those  plans 
that  have  the  ingenuity  and  professional 
know-how  of  the  physicians  in  professionally 
sponsored  state-wide  and  nation-wide  organ- 
izations. But  in  a larger  sense,  it  appears  that 
the  success  of  consumer-managed  health  care 
programs  may  well  depend  on  the  extent  to 
which  the  cooperative  philosophy  becomes 
accepted  by  the  citizens  of  this  country.  It  is 
held  that  our  most  common  interest  lies  in 
the  fact  that  we  are  all  consumers  — con- 
sumers of  the  products  and  the  labors  of  one 
another. 

There  seems  to  be  a very  definite  trend  to- 
ward the  belief  that  as  consumers,  we  must 
develop  the  ability  to  judge  values,  and  we 
have  the  right  to  exercise  that  ability  by  de- 
fining value  in  its  relationship  to  the  material 
and  essential  needs  of  our  daily  living. 
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It  may  be  said,  with  emphasis,  that  this 
highly  complex  character  of  our  way  of  life 
has  led  increasingly  to  the  concept  that  the 
individual  American  owes  a duty  not  only 
to  himself  and  to  his  family,  but  to  his  nation, 
to  be  productive  and  useful  during  a reason- 
able span  of  life.  If  he  fails  in  that  duty,  he 
becomes  a liability,  but  not  one  to  be  elimin- 
ated as  so  often  happened  in  our  less  civilized 
days  years  ago  or  as  so  often  happened  when 
that  philosophy  was  carried  to  cruel  extremes 
in  Nazi  Germany. 

There  seems  to  be  an  increased  number  — 
I am  thankful  they  are  not  more  — who 
carry  this  philosophy  into  a complete  form  of 
governmental  paternalism  and  individual 
serfdom.  Since,  they  say,  the  individual  owes 
a duty  to  his  country  to  be  productive,  then 
his  country  owes  the  corresponding  respon- 
sibility of  providing  such  health  services  as 
he  may  require.  That  is  the  basic  and  rather 
simplified  approach  to  various  social  security 
proposals  that  are  not  related  to  job  hazards. 
Around  that  arises  the  rather  tremendous  de- 
bate over  the  subject  of  compulsory  sickness 
insurance. 

While  on  the  one  hand  the  government  is 
urged  to  take  over  these  various  respon- 
sibilities, we  find  that  government  is  giving 
impetus  to  the  cooperative  movement  which, 
at  least  theoretically,  opposes  that  type  of 
government  paternalism. 

In  practically  every  state  in  the  country 
today,  there  are  laws  supporting  consumer 
organization  along  cooperative  lines.  Many 
states  apparently  exclude  the  possibility  of 
this  type  of  organization  in  the  health  field, 
but  in  other  states  such  an  activity  is  possible. 
Since  1935,  there  has  been  a law  in  Wisconsin 
which  will  probably  be  duplicated  elsewhere, 
that  consumer  marketing  and  consumer  co- 
operation must  be  taught  in  Wisconsin  high 
schools  and  vocational  schools  and  that  the 
state  teachers  colleges,  of  which  there  are 
nine,  must  provide  proper  instruction  in  these 
subjects  so  that  the  graduates  of  these  schools 
may  themselves  understand  the  subjects  and 
be  qualified  to  extend  that  knowledge  to  their 
students. 

The  State  Department  of  Public  Instruction 
cooperates  with  the  State  Department  of 
Agriculture  and  the  College  of  Agriculture 
of  the  University  of  Wisconsin  in  the  prepara- 
tion of  manuals  designed  to  assist  students 
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and  teachers  in  their  studies  of  cooperatives, 
and  there  are  provisions  of  law  that  empower  ; 
the  State  Department  of  Agriculture  to  pro- 
vide  legal  advice  and  organizational  advice,  j 
especially  in  the  establishment  of  constitu-  | 
tion,  by-laws  and  contracts,  to  at  least  the  i 
marketing  cooperative,  and,  we  believe  by  ' 
administrative  interpretation,  to  the  con-  = 
sumer  cooperative  as  well.  The  federal  gov- 
ernment provides  some  research  assistance 
for  the  purposes  of  obtaining  statistical  and 
other  data  on  the  development  of  coopera- 
tives. I am  advised  that  in  Minnesota  the 
legislature  in  1937  made  an  appropriation  to 
encourage  training  and  instruction  in  this 
field,  and  that  North  Dakota  requires  second- 
ary schools,  upon  petition  of  students,  to  pro- 
vide similar  courses.  In  a poll  of  teachers, 
covering  133  schools  in  thirty-seven  states,  it  ' 
was  revealed  that  75  per  cent  of  the  public  I 
schools  are  teaching  something  about  co-  | 
operatives  in  their  classes  and  that  the  over-  I 
whelming  percentage  of  teachers  and  ad-  t 
ministrators  feel  that  this  is  a proper  and  - 
effective  field  in  education. 

Those  supporting  the  cooperative  move- 
ment emphasize  the  vocational  opportunities 
that  are  provided  in  it  and  emphasize  that  not 
only  are  there  jobs  in  the  operation  field,  but  . 
a decided  place  for  educators,  public  relations 
directors,  chemists,  engineers,  doctors,  avia- 
tors, research  workers,  merchandising  men, 
salesmen,  economists,  and  executives  of  all 
types.  The  cooperative  movement  has  the  en- 
dorsement of  many  national  farm  organiza- 
tions, as  well  as  the  support  of  the  American 
Federation  of  Labor  and  the  Congress  of  In- 
dustrial Organizations,  both  of  which  recom- 
mend the  device  as  entirely  suitable  for  the 
needs  of  their  membership. 

It  is  asserted  that  cooperative  buying 
should  mean  better  quality  goods  at  lower  I 
prices  and  that  the  yardstick  will  be  estab-  { 
lished  by  competition  between  cooperative  I 
and  non-cooperative  enterprise,  both  in  price  j 
and  in  quality. 

In  the  teaching  of  community  cooperatives, 
it  is  argued  that  school  children  will  come  to  ■ 
have  a more  complete  understanding  “of  the 
social  assets  and  liabilities  of  the  community,” 
and  from  their  various  courses  the  students 
will  come  to  acquire  the  knowledge  that  co--- 
operatives  are  not  government  ownership,  . 
not  socialism,  not  communism,  not  fascism, ' 


— 362  — 


DECEMBER  1949 


but  a contribution  to  the  improvement  of 
democratic  living  and  to  the  solution  of  some 
of  society’s  major  problems. 

At  this  point,  I should  like  to  emphasize 
then  that  the  cooperative  movement  is  a con- 
sumer movement;  that  it  embodies  a group 
endeavor.  The  movement  is  urban  as  well  as 
rural.  It  is  industrial  as  well  as  agricultural. 
It  involves  the  consumer  as  well  as  the  pro- 
ducer, and  above  all,  it  is  in  actual  existence 
and  has  a potential  growth  to  a larger  and 
larger  portion  of  our  economy. 

It  appears  reasonably  certain  that  in  each 
state,  to  an  increasing  extent,  the  cooperative 
or  consumer  philosophy  in  the  purchase  of 
health  care  will  be  available.  Those  who  are 
considered  as  leaders  in  the  cooperative 
health  movement  accept  many  of  the  views 
of  the  medical  profession.  They  caution  their 
own  membership  that  health  care  is  not  a 
commodity  which  can  be  organized  and  dis- 
pensed under  identical  mechanisms  to  those 
found  effective  in  the  sale  of  groceries  or 
similar  items.  They  caution  that  inasmuch 
as  health  care  is  not  necessarily  a daily  or 
current  need  of  the  membership  that  pur- 
chase of  this  care  through  consumer  plans 
involves  all  the  essential  elements  of  insur- 
ance even  though  it  may  not  be  characterized 
as  insurance  in  its  entirety.  They  assert  that 
these  programs  will  not  only  be  community 
enterprises  designed  to  assist  members  to 
meet  the  burdensome  costs  of  illness,  but  will 
aid  in  efforts  to  assure  greater  availability 
of  health  care,  including  more  adequate  dis- 
tribution of  physicians,  dentists  and  hospitals. 
The  advocates  of  these  plans  believe  they 
will  also  provide  mechanisms  of  public  health 
education  to  further  the  accomplishments  of 
the  people  in  a program  of  self  help  in  med- 
ical problems. 

A challenge  is  now  offered  to  American 
Medicine.  In  my  estimation  it  is  a challenge 
that  cannot  be  ignored.  It  is  a challenge  that 
cannot  be  discussed  under  preconceived  con- 
cepts looking  toward  its  ultimate  defeat.  I 
ask  these  questions  here  as  I have  asked  them 
elsewhere: 

1.  Is  it  possible  that  consumer-managed 
programs  can  be  so  formulated  and  directed 
that  in  accordance  with  the  best  traditions  of 
medicine,  no  direct  profit  from  the  fees,  sal- 
aries, or  compensation  paid  for  professional 
services  will  accrue  to  any  lay  body,  organ- 


ization, or  group  by  whatever  name  called? 

2.  Is  it  possible  that  these  programs  can  be 
so  devised  that  the  beneficiaries  may  at  all 
times  receive  care  competent  for  their  needs? 
By  this,  I specifically  mean  that  the  profes- 
sional judgment  of  the  physician  must  al- 
ways prevail;  and  if  in  the  exercise  of  that 
judgment,  the  services  of  individuals  other 
than  those  associated  with  the  plan  are  neces- 
sary, then  that  those  services  be  provided 
within  the  expense  of  the  plan. 

3.  Can  a consumer  plan  be  so  organized  as 
to  provide  for  direct  and  effective  participa- 
tion of  the  medical  staff  in  its  deliberations 
particularly  those  affecting  the  quality  of 
service?  In  determining  this  question,  phys- 
icians of  this  country  must  draw  upon  their 
experience  with  other  organizations  including 
their  experience  with  the  management  of 
hospitals. 

4.  Can  these  plans  be  so  devised  that  their 
limitations  and  exclusions  will  be  clearly  ex- 
pressed, and  their  sales  promotion  held  with- 
in reasonable  bounds  and  to  practical  limits, 
both  in  representation  and  in  cost? 

5.  Can  these  plans  be  established  on  a 
sound  financial  basis  that  does  not  provide 
indirect  means  of  financing  a program  of 
direct  insurance?  Perhaps  a better  way  of 
stating  this  question  is  whether  membership 
fees  and  other  indirect  income  can  be  so  re- 
stricted or  eliminated  as  to  assure  sound, 
current  fiscal  operation? 

6.  It  is  perhaps  platitudinous  to  state  that 
it  has  long  been  held  unsound  for  physicians 
to  acquire  their  patients  through  competitive 
advertising  of  their  respective  virtues.  The 
question  then,  naturally,  follows  as  to 
whether  a consumer-operated  program  can 
be  so  managed  that  it  will  not  be  in  com- 
petition with  another,  or  with  other  systems 
of  prepaid  insurance,  in  a manner  under 
which  the  capability  of  physicians  serving  the 
program  is  a matter  of  promotional  device. 

7.  May  these  programs  and  plans  be  oper- 
ated in  such  manner  that  health  shall  be  their 
sole  enterprise? 

I should  like  to  develop  the  pressing  neces- 
sity for  unbaised  analytical  approach  to  these 
and  other  questions  that  may  be  reasonably 
asked  of  those  who  favor  the  adaptation  of 
the  cooperative  approach  to  the  purchase  of 
health  services. 

It  may  be  that  satisfactory  answers  cannot 
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be  stated  as  to  some  of  the  questions  pre- 
sented here.  It  may  be  that  such  a conclusion 
must  result  from  experience  rather  than  from 
opinion.  Whatever  may  be  the  uncertainties, 
and  these  are  bound  to  exist,  there  are  those 
who  seemed  convinced  that  consumer- 
managed  programs  can  be  developed,  and 
within  adequate  standards.  Such  an  attempt 
has  been  made  in  Wisconsin.  Enabling  legis- 
lation has  been  placed  upon  the  statutes,  and 
that  legislation  treats  of  the  several  points  I 
have  mentioned.  Some  consumer  health  pro- 
grams are  now  in  process  of  organization 
and  at  least  one  is  established.  Whether  the 
Wisconsin  law  has  devised  sufficient  public 
health  and  welfare  safeguards  now  remains 
to  be  tested  by  experience.  I am  sure  that 
whatever  may  be  the  experience  and  the  re- 
sult in  that  state  should  be  made  known  even 
if  conclusions  are  only  tentative  and  based  on 
opinion. 

It  is  possibly  well  and  good  that  in  the  de- 
velopment of  various  socio-economic  pro- 
grams in  this  country  there  be  heavy  em- 
phasis upon  pride,  community  spirit,  loyalty, 
and  selflessness.  It  is  to  the  detriment  of  all 
concerned  and  an  exploitation  of  the  in- 
dividual for  those  who  favor  such  programs 
to  appeal  to  the  emotions  of  potential  par- 
ticipants. I cannot  condemn  too  strongly  the 
use  of  such  phrases  as  “the  unprotected  con- 
sumer,” “the  exploited  consumer,”  “the  con- 
sumer who  is  the  victim  of  discrimination  and 
unfair  professional  practices.” 

With  the  cooperative  or  consumer  move- 
ment so  committed  to  a “buyer’s”  economy,  it 
is  indeed  possible  that  its  entrance  into  the 
field  of  providing  health  service  may  prove  a 
disturbing  influence  to  those  standards  the 
medical  profession  believes  necessary  to 
quality  health  care.  Quality  care  at  the  best 
is  a highly  intangible  affair. ' It  is  dependent 
for  its  life  blood  upon  unhampered  profes- 
sional judgment;  upon  freedom  of  participa- 
tion — indeed,  upon  the  preservation  of 
democracy  itself.  It  is  dependent  in  large  part 
upon  each  cobbler  sticking  to  his  last. 

It  seems  to  many  that  with  steadfast 
honesty,  through  sincere  purpose,  the  med- 
ical profession  can  develop  such  precautions 
as  will  convince  those  who  favor  this  move- 
ment that  it  is  necessary  to  accept  the  views 
of  medicine  in  these  various  details  which  I 
have  outlined  to  you.  I believe  the  consumer- 


sponsored  and  managed  programs  are  not 
fleeting  illusions  but  here  to  stay  and  to  grow 
and  to  become  a part,  but  not  the  entire  part, 
of  mechanisms  in  medical  economics. 

I urge  your  thoughtful  consideration  to  this 
problem. 

Your  concept  is  my  concept.  What  may  be 
in  the  interest  of  the  public  health  is  in- 
deed the  interest  of  the  medical  profession. 


GULLIBLE'S*  TRAVELS 

Oct.  24  Drove  to  Egan  to  talk  to  the  Civic 
Club  made  up  of  about  twenty  ladies  who  are 
anxious  to  put  themselves  on  record  against 
the  government  health  insurance  plan. 

Oct.  27  Drove  to  Yankton  to  speak  to  the 
District  Dental  Society  at  the  Charles  Gurney 
Hotel. 

Left  the  next  morning  and  drove  to 
Northern  Michigan  to  stop  over  the  weekend 
and  then  on  to  Chicago  for  the  Conference  of 
Secretaries  and  Editors  and  the  Conference 
on  Public  Relations.  Ran  into  an  old  college 
friend  now  working  in  public  relations  for 
the  Michigan  Medical  Society,  name  of  Russ 
Staudacher. 

Attended  many  meetings  with  Dr.  R.  G. 
Mayer  and  have  prepared  reports  for  pub- 
lication elsewhere  in  this  Journal. 

Returned  home  on  Sunday,  November  6, 
to  put  finishing  touches  on  the  Dr.  Hare 
presentation  for  General  Practitioner  of  the 
year. 

November  18.  Spoke  to  a senior  nursing 
class  at  Sioux  Valley  Hospital  on  working 
relationship  between  nurses  and  doctors  and 
the  relationship  between  the  two  professional 
associations.  After  the  meeting,  I discussed 
at  length  with  Miss  Olga  Ulberg,  plans  for  a 
survey  of  nursing  needs,  etc. 

On  the  same  afternoon,  left  for  St.  Paul  to 
attend  the  North  Central  Medical  Conference 
and  incidentally,  the  Minnesota-Wisconsin 
game.  Ran  into  many  friends  from  the  sur- 
rounding states  and  enjoyed  a very  fine  pro- 
gram. 

November  29.  Drove  to  Vermillion  where 
I spoke  to  the  Rotary  Club  at  the  request  of 
Dr.  Donald  Slaughter. 

* The  executive  secretary  is  Gullible. 
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Extracts  of  Molds  Grown  on  Synthetic  Media 

F.  W.  Bieberdorf,*  Ph.D.,  San  Antonio.  Texas,  and 
John  W.  Argabriie.  M.S..  M.D..  Watertown.  S.  Dak. 


The  importance  of  airborne  mold  spores  as 
a cause  of  allergic  disease  has  been  well 
established  by  Feinberg/  Prince  and  Mor- 
row,- Morrow  and  Lowe,’  Bieberdorf  and 
Hampton,^  as  well  as  others. 

Although  good  results  have  been  obtained 
with  the  use  of  extracts  prepared  from  molds 
grown  on  glucose  peptone  broth  as  reported 
by  Hampton  and  Lowe,“  there  is  the  possi- 
bility that  the  proteins  from  the  peptone 
broth  may  interfere  in  the  correct  standard- 
ization of  the  extract  by  the  Cooke-Stull 
method.’  With  this  in  view,  a project  was 
initiated  to  grow  the  molds  on  a protein-free 
medica. 

PREPARATION  OF  EXTRACTS 

The  eight  most  common  airborne  molds  as 
reported  by  Bieberdorf  and  Hampton*  are 
Hormodendrum,  Alternaria,  Spondyloclad- 
ium,  Helminthosporium  (“Hash”),  Fusarium, 
Aspergillus,  Phoma,  and  Pencillium  (“Fapp”) 
were  used  in  this  research.  Although  numer- 
ous protein-free  formulas  were  tried,  the 
following  was  found  to  be  the  most  success- 
ful for  all  eight  molds. 


Sucrose 

30.00  grams 

NaNOs 

2.00 

K:.HP04  Diabasic 

1.00 

KH0PO4  Monobasic 

.50 

MgS04 

.50 

KCl 

.50 

FeS04 

.01 

H.O  Distilled  Q.S.A.D. 

1,000.00  milliliters 

The  molds  were  grown  from  three  to  five 
weeks  at  room  temperature  in  1,000  ml. 
Erlenmyer  flasks  to  which  200  ml.  of  the 
media  had  been  added.  The  media  were  steril- 
ized for  eighteen  minutes  at  15  pounds  pres- 
sure. 

The  pellicles  were  removed  from  the  flasks, 
washed  once  with  sterile  saline,  and  ground 
in  a Waring  blendor  to  which  approximately 
100  ml.  of  Coca’s  extracting  fluid  with  phenol 
was  added  for  each  series  of  eight  mold 
pellicles.  The  macerated  material  was  placed 
in  a refrigerator  with  the  extracting  fluid  for 
extraction  for  forty-eight  hours.  It  was  then 
centrifuged,  the  liquid  poured  off,  and  filtered 
through  a Seitz  filter.  The  amount  of  extract 


obtained  in  this  procedure  was  approximately 
90  milliliters.  Extracts,  prepared  as  listed 
above,  were  compared  with  extracts  prepared 
with  a peptone-broth  extract  according  to  the 
procedures  outlined  by  Hampton  and  Lowe."' 
Both  the  peptone-free  and  peptone-mold  ex- 
tracts were  freshly  prepared  so  that  they 
were  comparable  in  regard  to  age. 

RESULTS 

In  standardization  of  mold  extracts  pre- 
pared by  use  of  peptone-free  media  we  were 
unable  to  approximate  even  within  wide 
margins  the  amount  of  protein  nitrogen  units 
(P.N.U.)  per  milliliter  as  was  formerly  ob- 
tained by  the  peptone-broth  method.  The  re- 
sults are  presented  in  Table  I.  The  wide 
variation  in  protein  nitrogen  units  per  milli- 
liter of  the  two  extracts  led  to  the  following 
studies  in  order  to  determine  the  source  of 
the  additional  protein  nitrogen  units  per 
milliliter  in  the  peptone-broth  extract.  A one 
hundred  ml.  sample  of  each  extract  was  con- 
centrated to  fifty  ml.  under  negative  pres- 
sure. Each  extract  was  precipitated  by  heat- 
ing with  varied  concentrations  of  ammonium 
sulfate  to  remove  the  protein  and  the  protein- 
like substances.'  After  all  the  protein  pro- 
ducts were  removed  by  heating  and  satura- 
tion with  ammonium  sulfate,  the  filtrates 
were  tested  for  peptone  by  the  Biuret 
method.*  The  extract  prepared  from  the  mold 
grown  on  the  peptone  media  gave  very  posi- 
tive results  for  peptone  by  this  method.  The 
extract  produced  from  the  mold  grown  on  the 
synthetic  media  gave  almost  negative  results 
for  peptone.  To  the  remaining  portion  of  the 
filtrates,  barium  carbonate  was  added.  The 
combination  was  boiled  and  the  ammonium 
sulfate  removed  as  barium  sulfate  by  filtra- 
tion. At  this  point,  a micro-Kjeldahl  standard- 
ization procedure  for  determining  protein 
nitrogen  units  was  done  on  each  filtrate.  The 
“peptone”-produced  extract  filtrate  gave  a 
protein  nitrogen  unit  value  from  5,000  to  20,- 
000  per  milliliter  of  the  original  filtrate.  The 

* Now  with  the  Foundation  of  Applied  Research, 

San  Antonio,  Texas. 
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“synthetic”-produced  extract  filtrate  gave 
nontitratable  amount  on  the  Kjeldahl  process. 
Kjeldahl  analyses  were  also  performed  on 
each  of  the  culture  mediums  used  after  re- 
moval of  the  mold  pellicles.  The  peptone 
media  gave  a very  high  protein  nitrogen  units 
per  milliliter,  and  the  “synthetic”  media,  a 
nontitratable  amount.  Kjeldahl  determina- 
tions were  done  on  the  washing  of  the  mold 
pellicles  grown  on  both  types  of  media.  The 
first  washing  from  the  peptone-grown  pellicle 
gave  a protein  nitrogen  units  of  5,000  per 
milliliter.  The  solution  from  each  consecu- 
tive washing  showed  a reduction  in  protein 
nitrogen  units;  the  fifth  washing  being  prac- 
tically negative.  The  first  washing  from  the 
“synthetic”-grown  pellicle  gave  practically 
negative  results. 

TABLE  I.  AVERAGE  P.N.U.*  PER  C.C. 

PEPTONE-FREE  PEPTONE 


Media 

MEDIA 

Alternaria 

15,666 

72,714 

Spondylocladium 

8,400 

41,800 

Phoma 

14,000 

35,857 

Penicillum 

19,000 

57,142 

Hormodendrum 

12,000 

57,600 

Helminthosporium 

22,300 

52,400 

Fusarium 

13,500 

51,500 

Aspergillus 

10,000 

40,285 

* Protein  Nitrogen  Unit. 

As  a result  of  the  above  findings  a plan  for 
clinical  investigation  of  the  two  extracts  were 
initiated. 

In  order  to  compare  the  chemical  findings 
with  a bio-assay,  twelve  patients  were  skin- 
tested  with  the  old  extract,  new  extract,  other 
pollens  and  inhalants,  and  diluting  fluid.  The 
skin  reaction  to  0.02  c.c.  of  1,000  protein  nitro- 
gen units  is  recorded  as:  (a)  negative — no 
reaction;  (b)  slight — a small  wheal  less  than 
1.0  cm.  in  diameter;  (c)  moderate — a wheal 
1.0  cm.  in  diameter  without  pseudopodia;  (d) 
marked — any  reaction  with  pseudopodia;  and 
(e)  any  reaction  that  was  over  and  above 


1950  OBJECTIVES 

Continued  from  Page  396) 

18.  To  do  everything  possible  to  encourage 
manufacturers  of  pharmaceuticals  to  reduce 
the  number  of  duplicated  drugs  that  now  add 
needlessly  to  prescription  department  inven- 
tories, and  also  to  urge  manufacturers  to 
study  the  feasibility  of  supplying  such 
preparations  in  quantities  that  are  usually 
prescribed. 


marked  reactions  was  graded  as  marked  one 
plus,  marked  two  plus,  etc.  The  results  are 
presented  in  Table  II. 

TABLE  II.  SKIN  REACTIONS  TO 
POLYMOLD  EXTRACTS 


PEPTONE 

PEPTONE-FREE 

PATIENT 

EXTRACT 

EXTRACT 

1. 

A.  H. 

Fapp — mod* 

Mrk 

2. 

I.  N. 

Hash— si* 

Si 

Fapp — si 

Mrk 

3. 

T.W. 

Hash — mod 

Mrk 

Fapp — mod 

Mrk 

4. 

E.  B. 

Hash — mod 

Mrk 

Fapp — mod 

Mrk 

5. 

W.  D. 

Hash — mrk* 

Mrk 

XXX* 

6. 

V.  J. 

Hash — mrk 

Mrk 

Fapp — mod 

Mrk 

7. 

G.  H. 

Hash — mod 

Mrk 

8. 

B.  R. 

Fapp — mrk 
Hash — mrk 

Mrk 

Mrk 

X* 

Fapp — mrk 

Mrk 

X 

9. 

E.  D. 

Hash — mod 

Mrk 

Fapp — mod 

Mrk 

10. 

P.  R. 

Hash — mrk 

Mrk 

X 

Fapp — mod 

Mrk 

11. 

T.  F. 

Hash — mrk 

Mrk 

X 

Fapp — mod 

Mrk 

12. 

M.  T. 

Hash — mrk 

Mrk 

X 

Fapp — mod 

Mrk 

* Slight  = wheal  less  than  1 centimeter  in 
diameter. 

* Moderate  = wheal  1 centimeter  in  diameter 
without  pseudopods. 

* Marked  = any  wheal  with  pseudopods. 

* Marked  X = larger  wheal  with  more  prominent 
pseudopods. 

* Marked  XXX  = larger  wheal  with  very  prom- 
inent pseudopods. 

Three  of  the  twelve  patients,  A.  H.,  I.  N., 
and  T.  W.,  were  untreated.  The  remaining 
patients  have  been  treated  from  two  weeks 
to  one  year.  Patient  T.  W.  was  found  sensitive 
to  molds  only,  whereas  A.  H.  and  I.  N.  were 
sensitive  to  dust  also.  In  only  two  (E.  B.  and 
W.  D.)  of  the  twelve  patients  was  there  found 
a pollen  sensitivity.  From  their  clinical  his- 
tory, unreactiveness  to  other  allergens,  and 
constitutional  reactions  to  the  mold  extracts 
apparently  in  seven  of  the  cases  (V.  J.,  G.  H., 
B.  R.,  E.  d',  P.  R.,  T.  F.,  and  M.  T.),  molds 
constitute  their  principal  allergens.  In  all 
twelve  patients  the  extract  prepared  without 
the  use  of  peptone  caused  a greater,  or  at 
least  an  equal,  skin  reaction  as  compared  with 
the  peptone-broth  extract  when  diluted  to 
corresponding  strengths.  Eighty-nine  patients 
were  used  as  controls.  Twenty  of  these  were 
normal  subjects  and  gave  no  history  of 
allergy;  the  rest  gave  histories  consistent  with 
sensitivity  to  allergens,  and  these  all  showed 
negative  skin  reactions  to  either  the  extract 
from  synthetic  media  or  peptone-broth  mold 
extracts. 
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Even  though  the  results  from  chemical 
assay  and  skin  tests  indicate  that  the  peptone- 
free  extract  was  more  potent  than  the  pep- 
tone-broth extract  of  the  same  protein  nitro- 
gen units,  it  was  decided  to  observe  its  effects 
when  substituted  in  treatment  for  the  pep- 
tone-broth  extract  without  reducing  the 
dosage.  The  results  are  presented  in  Table 
III.  All  these  patients  had  reactions  ranging 
from  local  to  severe  constitutional  reactions 
necessitating  emergency  treatment.  It  was 
then  found  that  by  reducing  the  dosage  to 
the  amount  listed,  these  patients  were  carried 
along  without  symptoms  for  over  one  month. 
Also,  two  patients,  J.  A.  and  H.  T.,  who  had 
been  receiving  “Fapp”  3,000  and  600  P.N.U., 
respectively,  were  effectively  treated  with 
1,000  and  80  P.N.U.,  respectively. 

TABLE  III  THERAPEUTIC  EVALUATION 


Reaction — Using  New  New 


Pa- 

Old 

Extract  Without 

Dosage 

tient 

Dosage 

Changing  Dosage 

(PNU) 

M.  T. 

Hash 

600 

Sore  arm  (angio- 

100 

Fapp 

700 

neurotic  edema  of 

eyelids) 

T.  F. 

Hash 

1000 

Local  Reaction,  Sneez- 

150 

Fapp 

1500 

ing,  Stuffiness, 

Asthma 

E.  D. 

Hash 

500 

Sore  Arm 

200 

Fapp 

600 

B.  R. 

Hash 

200 

Sore  Arm 

25 

Fapp 

300 

V.  J. 

Hash 

300 

Sore  Arm 

150 

Fapp 

400 

G.  H. 

Hash 

500 

Sore  Arm 

250 

Fapp 

500 

J.  A. 

Fapp 

3000 

New  Ext.  reduced  be- 

1,000 

cause  of  high  dosage 

H.  T. 

Fapp 

600 

New  Ext.  reduced  be- 

80 

cause  of  high  dosage 


In  reviewing  the  old  records  it  was  not  un- 
common to  find  patients  built  up  to  1,000, 
3,000,  or  4,000  P.N.U.  of  both  “Hash”  and 
“Fapp.”  However,  with  the  use  of  the  pep- 
tone-free  extract  we  have  been  unable  to  go 
above  1,000  P.N.U.  in  treatment  without  get- 
ting systemic  reactions.  In  fact  it  is  more  of 
an  exception  than  the  rule  to  find  a patient 
requiring  more  than  300  P.N.U. 

Between  April  and  July,  the  season  that 
finds  mold  spores  very  abundant  in  the  air  in 
the  region  of  San  Antonio,  122  patients  were 
tested,  grading  the  skin  reactivity  as  nega- 
tive, slight,  moderate,  and  marked.  Only  the 
moderate  and  marked  reactions  were  re- 
ported as  significantly  positive  skin  tests. 
Twenty-seven  per  cent  showed  positive  skin 


reactions  to  molds.  Of  the  total,  22  per  cent 
were  sensitive  to  “Hash,”  18  per  cent  had 
marked  reactions,  and  4 per  cent  had  mod- 
erate reactions.  Twenty  per  cent  were  sensi- 
tive to  “Fapp,”  14.3  per  cent  were  marked, 
and  5.7  per  cent  were  moderate  reactions. 
Eighteen  per  cent  were  sensitive  to  both 
“Hash”  and  “Fapp.”  Of  the  mold-sensitive 
patients,  88  per  cent  had  respiratory  allergy. 
It  is  too  early  to  evaluate  the  clinical  sig- 
nificance of  the  above  findings.  The  above 
figures  compare  quite  well  with  studies  of 
Harris,”  Chobot,  Dundy,  and  Schaffer^®  on 
their  studies  with  skin  reactions  to  Alternaria 
and  Aspergillus,  and  also  Feinberg’s  find- 
ings“  on  molds  in  general.  These  percentages 
fall  within  the  range  obtained  by  Zink^^  who 
found  that  airborne  molds  were  important 
clinically  25.2  per  cent  of  patients  tested  and 
treated.  These  percentages  are  greater  than 
those  of  Bieberdorf  and  Hampton,^  who  found 
that  12.28  per  cent  of  1,515  patients  revealed 
marked  skin  reactions  with  mold  extracts 
prepared  from  pellicles  grown  on  peptone 
media. 

DISCUSSION 

Although  the  mold  pellicles  grown  on  pro- 
tein-free media  did  not  make  as  heavy  growth 
as  when  peptone  was  added,  possible  varia- 
tion of  the  above  formula  might  give  better 
results.  In  preparation  of  extracts  by  the  old 
method  using  glucose  peptone  broth  it  was 
never  certain  how  much  of  the  peptone  was 
included  in  the  mycelium  mat  and  even 
though  it  was  washed  several  times,  it  was 
thought  that  it  was  impossible  to  remove  all 
the  peptone  from  this  mass.  How  much  this 
peptone  raised  the  amount  of  protein  nitrogen 
units  on  assay  of  the  extracts  was  unknown. 
It  is  apparent  from  the  figures  presented  in 
Table  I and  the  other  chemical  analyses,  using 
the  same  species  of  fungi,  that  this  extraneous 
nitrogen  has  influenced  the  total  protein 
nitrogen  units  a great  deal. 

It  has  always  been  felt  that  this  excess 
nitrogen  is  innocuous,  and  Selle^®  in  his  work 
was  unable  to  find  any  histamine  or  his- 
tamine-like substances  in  the  washings  or  the 
concentrated  extracts  employed  in  skin  test- 
ing. Hanke  and  Koessler^*  found  a histamine 
dichloride  in  the  peptone  of  some  of  the  com- 
mercial preparations,  which  in  our  opinion 
adds  another  skin  irritant  to  mold  extracts. 

(Continued  on  Page  397) 
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POLIO  FOUNDATION 

On  this  page  is  a letter  from  Dr.  Hart  Van 
Riper  disclosing  some  facts  about  the  opera- 
tion of  the  Polio  Foundation  in  the  past  years 
with  some  recommendations  for  the  future. 

The  Council  of  the  South  Dakota  State 
Medical  Association  has  recently  discussed 
the  matter  of  payments  to  doctors  and  an 
agreed  schedule  published.  This  schedule, 
which  was  mailed  to  all  Association  members, 
does  not  attempt  to  set  a fee  for  the  doctors 
service,  but  rather  designates  an  amount 
that  the  Foundation  will  make  towards  the 
payment  of  medical  bills.  Perhaps,  in  many 
cases,  this  amount  will  meet  the  doctor’s  full 
bill.  At  any  rate,  closer  cooperation  between 
the  Association  and  the  Foundation  will  im- 
prove the  situation  for  all  concerned. 


LETTER  TO  THE  EDITOR 

November  4,  1949 

To  the  Editor: 

There  have  been  many  inquires  recently 
regarding  the  arrangements  for  covering  the 
cost  of  care  for  poliomyelitis  patients.  There 
are  a number  of  factors  which  will  be  of  in- 
terest to  your  readers. 

During  1949  a poliomyelitis  incidence  of 
unprecedented  size  (more  than  37,000  stricken 
since  January  1)  has  put  serious  financial 
strain  upon  the  National  Foundation  for 
Infantile  Paralysis.  For  the  first  time  in  its 
eleven  year  history  it  was  necessary  to  con- 
duct a Polio  Epidemic  Emergency  Drive 
which  although  very  helpful  did  not  entirely 
meet  current  needs. 

In  its  avowed  purpose  to  lead,  direct  and 
unify  the  national  fight  against  infantile 
paralysis  the  National  Foundation  undertook 
support  of  research  and  education,  for  in  these 
areas  lie  the  ultimate  hope  for  eradication  of 
poliomyelitis.  These  programs  are  not  to  be 
compromised  in  any  way. 

The  greatest  cost  to  the  National  Founda- 
tion, however,  is  payment  for  medical  care  to 
patients.  It  is  urgent  for  all  physicians  to 
assist  in  the  institution  of  measures  which 


will  reduce  costs  without  prejudice  to 
patients.  The  chief  costs  are  for  hospitaliza- 
tion. Many  poliomyelitis  patients  are  hos- 
pitalized when  they  can  be  cared  for  at  home 
at  a reduced  cost. 

Our  experience  in  this  year’s  epidemic 
which  has  spared  virtually  no  part  of  the 
country  suggests  the  following: 

1.  Abortive,  nonparalytic  and  midly  para- 
lytic poliomyelitis  patients  are  being  hospital- 
ized in  the  mistaken  idea  that  the  stated 
period  of  isolation  must  be  spent  in  the  hos- 
pital. 

2.  Overly  prolonged  hospitalization  is  fre- 
quent. This  is  particularly  true  of  the  para- 
lytic patient  who  has  achieved  maximum  im- 
provement from  daily  physical  therapy.  Home 
care  with  periodic  office  or  clinic  visits  is 
then  in  order. 

3.  There  still  exists  in  some  places  a gen- 
eral attitude  that  poliomyelitis  is  a bizarre 
disease  which  only  a few  physicians  can 
manage.  This  is  not  so.  It  is  disturbing,  for 
example,  to  find  physicians  leaning  so 
heavily  upon  the  guidance  of  physical 
therapists  and  nurses.  The  physician’s  assess- 
ment of  the  total  patient  is  the  best  index  in 
determining  when  a patient  shall  leave  hos- 
pital to  receive  home,  office  or  clinic  care. 

4.  Patients  hospitalized  on  general  ward 
services  are  not  charged  medical  fees  ordin- 
arily. When  patients  are  hospitalized  on  isola- 
tion wards  for  poliomyelitis,  however,  bills 
for  medical  fees  are  at  times  submitted.  Pay- 
ment is  frequently  made  by  the  local  chapters 
of  the  National  Foundation  whose  treasuries 
are  now  generally  depleted. 

It  is  hoped  that  your  readers  will  under- 
stand clearly  how  urgent  is  our  need  for  co- 
operation from  all  practicing  physicians  in 
the  matters  mentioned  above. 

Sincerely  yours. 

Hart  E.  Van  Riper,  M.D. 
Medical  Director 


DON'T  "GET  TOOK,"  DOCTOR 
Just  received  a letter  from  a Chicago  con- 
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cern  which  would  gladly  sell  the  Medical 
Association  some  stickers  for  envelopes  urg- 
ing the  public  to  “stop  socialized  medicine.” 
The  sentiment  is  fine,  but  if  you  have  been 
circularized,  stop  to  think  before  you  buy. 
Don’t  “get  took.” 

The  magnanimous  offer  we  received  would 
provide  these  stickers  at  $25.00  per  thousand. 
We  wouldn’t  want  to  call  this  a “racket”  be- 
cause they  can  sell  a commodity  at  any  price 
they  want,  if  you  want  to  buy  them.  But 
analyze  the  scheme. 

You  can  buy  1,000  of  these  stickers  printed 
on  a special  order,  (which  includes  cost  of 
setting  type,  etc.)  at  the  best  printers  in  Sioux 
Falls  for  $17.00  per  thousand. 

In  greater  quantities  they  would  run 
around  $5.00  — $6.00  per  thousand  and  the 
A.M.A.  printing  presses  could  do  it  for  as 
little. 

P.S. — Doctor,  if  you  want  stickers  for  your 
envelopes,  we  have  ’em.  No  charge. 


FROM  MARTYRDOM  TO  EMANCIPATION 

Donald  Slaughter,  M.D.,  Vermillion,  S.  D. 

It  goes  without  saying  that  the  medical 
profession  of  the  state  as  well  as  the  Univer- 
sity were  indeed  proud  and  happy  to  learn 
that  the  School  of  Medicine  on  Oct.  22,  1949, 
and  on  Nov.  6,  1949,  was  fully  approved  by 
the  Council  on  Medical  Education  and  Hos- 
pitals of  the  A.M.A.,  and  the  Association  of 
American  Medical  Colleges,  respectively.  This 
full  approval  comes  as  a consummation  of 
effort  and  support  by  the  University  and 
state  administration,  the  Medical  Association, 
and  all  those  interested  in  advancing  medical 
education  in  South  Dakota,  during  the  last 
three  years. 

Rolling  back  the  years  to  April  of  1936 
when  an  inspection  of  the  school  was  made 
by  the  accrediting  agencies,  we  find  that  one 
statement  above  all  stands  out:  “All  members 
of  the  faculty  appear  to  be  very  sincere  in 
their  efforts  and  they  impress  one  as  a group 
of  martyrs  attempting  what  appears  to  be  the 
impossible  in  view  of  the  many  handicaps.” 
This  statement  would  mave  discouraged  all 
except  the  most  hardy  souls  who  were  in- 
terested in  seeing  to  it  that  South  Dakota 
maintained  some  semblance  of  medical  educa- 
tion in  order  that  its  sons  and  daughters 
might  have  the  opportunity  of  commencing 
their  medical  careers.  All  of  you  will  re- 


member that  in  1936  the  dust  and  depression 
covered  a great  portion  of  the  middle  west, 
particularly  South  Dakota.  Those  were  in- 
deed dark  days  for  all  educational  institutions 
in  this  state,  but  more  especially  for  the  med- 
ical school  which  by  the  very  nature  of  its 
curriculum  demands  and  must  expect  a 
higher  average  of  support  than  other  courses 
in  the  University  which  do  not  require  ex- 
pensive laboratory  equipment  for  teaching 
and  research. 

Since  1946  much  interest  has  been  created 
throughout  the  state  with  respect  to  medical 
education  as  an  entity  which  must  be  dealt 
with  properly  or  completely  discarded.  The 
physicians  of  the  state  and  administration  of 
the  state  and  university  were  quick  to  realize 
that  disbanding  the  medical  school  would 
create  an  injustice  for  the  sons  and  daughters 
of  South  Dakota,  because  in  the  last  few  years 
it  has  been  almost  impossible  for  any  large 
number  of  students  to  obtain  admission  to  a 
medical  school  other  than  that  in  their  own 
state.  With  this  in  mind  it  was  not  a too  dif- 
ficult task  by  proper  education  and  sugges- 
tion to  ask  the  Legislature  to  appropriate 
sufficient  monies  in  gradually  increasing  in- 
crements to  do  the  job  of  supporting  the  med- 
ical school  so  that  it  would  meet  minimal  re- 
quirements set  up  by  those  who  are  capable 
of  judging  the  merits  of  a given  institution. 

Much  credit  must  be  given  to  everyone  who 
was  and  still  is  interested  in  medical  educa- 
tion, and  that  includes  a very  large  number 
of  the  citizenry  of  our  state.  Special  attention 
and  praise  should,  however,  be  given  to  a 
committee  of  practicing  physicians  of  the 
state  who  for  the  first  time  welded  the  pro- 
fession of  medicine  in  the  state  together. 
They  were  responsible  in  a large  measure  for 
the  success  which  the  medical  school  now 
has  attained. 

We  have  only  started  to  climb  the  pinnacle 
of  success  which  must  be  our  if  we  are  to 
progress  — and  medical  education  must  al- 
ways progress,  never  stand  still  or  go  back- 
wards. Thanks  to  the  Governor  and  the 
Legislature,  the  medical  school  will  soon  be 
housed  in  a new  laboratories  building,  but 
money  will  be  needed  to  properly  equip  this 
building  and  an  increased  budget  will  be 
necessary  to  do  some  of  the  many  things 
which  yet  remain  undone.  One  thing  is  cer- 
(Continued  on  Page  371) 
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Case  Report 

CARCINOMA  OF  THE  CECUM  COMPLICATED  BY  APPENDICITIS 
G.  E.  Whitson,  M.D.,  Madison,  S.  D. 


In  looking  over  the  literature  on  this  sub- 
ject, I have  been  able  to  find  only  seventeen 
cases  which  have  been  reported  of  carcinoma 
of  the  cecum  complicated  with  acute  ap- 
pendicitis. Most  of  the  patients  with  this 
pathological  picture  have  been  operated  on 
with  a diagnosis  of  acute  appendicitis.  This 
was  the  case  in  my  patient.  Their  histories 
have  usually  been  of  short  duration,  and  are 
typical  of  acute  appendicitis  attacks. 

The  symptoms  and  physical  findings  will 
vary  considerably  according  to  the  amount  of 
extension  of  the  carcinoma.  Where  the  car- 
cinoma has  been  present  long  enough  to  form 
a mass,  the  surgeon  should  feel  this  and  be 
suspicious  of  a carcinoma  before  he  operates, 
but  even  then  — it  would  be  impossible  to 
say  whether  it  was  a mass  due  to  carcinoma 
or  to  an  appendiceal  abscess  and  frequently 
the  muscles  are  under  such  spasm  from  the 
acute  appendicitis  that  any  accurate  palpa- 
tion of  the  right  lower  quadrant  is  extremely 
difficult. 

Theoretically,  it  should  be  possible  to  X-ray 
the  cecum  and  establish  a diagnosis,  but  prac- 
tically, in  the  presence  of  acute  pain  in  the 
right  lower  quadrant;  an  elevated  leukocyte 
count  and  an  extremely  tender  abdomen,  no- 
body runs  diagnostic  X-rays. 

At  times,  the  cecum  is  so  badly  inflammed 
that  a diagnosis  of  carcinoma  is  not  made  at 
the  time  of  operation,  but  a continuing  drain- 
ing sinus  or  a painful  right  lower  quadrant 
with  a mass  forming  following  appendectomy 
should  make  the  surgeon  suspicious  of  a car- 
cinoma and  cause  him  to  do  further  diagnostic 
procedures  or  explore  the  abdomen.  In  most 
of  the  reported  cases,  four  to  six  months  have 
elapsed  between  the  operation  for  acute  ap- 
pendicitis and  the  accurate  diagnosis  and  re- 
section of  the  advanced  carcinoma  of  the 
cecum. 

The  first  case  of  cancer  of  the  cecum  in  as- 
sociation with  acute  appendicitis  was  re- 
ported by  Shears  in  1906.  He  gave  a very  de- 


tailed report,  with  his  impressions.  There 
has  been  very  little  change  in  the  literature 
since  his  report. 

The  latest  report  on  this  condition  comes 
from  Dr.  Burt,  from  the  Presbyterian  Hos- 
pital in  New  York.  He  gives  a very  fine 
paper  and  reports  four  cases  in  Surgery, 
Gynecology  and  Obstetrics. 

My  patient  was  a 69  year  old  man  who  re- 
ported on  Aug.  12,  1945,  complaining  of  acute 
pain  in  the  right  lower  quadrant  of  the  ab- 
domen, beginning  early  in  the  morning.  He 
stated  that  the  pain  had  been  getting  pro- 
gressively worse  throughout  the  day  until  he 
reported  to  me  in  the  evening.  He  had  had 
no  vomiting  or  nausea  at  the  time  he  re- 
ported to  me,  but  did  state  that  he  had  no 
appetite  throughout  the  day.  He  had  no  pre- 
vious trouble  with  his  side  and  gave  no  his- 
tory of  any  bowel  disturbance  whatsoever. 
His  physical  examination  on  admission 
showed  a slightly  undernourished  man  of 
69,  but  he  stated  that  his  weight  had  been 
constant  for  the  last  ten  years.  His  heart  and 
lungs  were  essentially  normal.  His  blood 
pressure  was  115/70.  His  abdomen  was  very 
tender  in  the  right  lower  quadrant.  He  had 
marked  muscle  spasm;  no  masses  could  be 
palpated.  The  rest  of  the  abdomen  was  essen- 
tially negative,  aside  from  a mild  amount  of 
tenderness  with  the  pain  referred  to  the 
right  lower  quadrant  on  deep  pressure.  His 
extremities  were  normal.  His  blood  count 
showed  a hemoglobin  of  95%,  4,230,000  reds, 
13,050  white  count  with  95%  PMNs  and  5% 
lymphocytes. 

The  patient  apparently  presented  a typical 
picture  of  acute  appendicitis,  so  no  further 
diagnostic  work  was  done  and  the  patient 
was  taken  to  the  operating  room  that  evening. 
The  abdomen  was  opened  with  a McBurney  ; 
type  of  incision.  The  appendix  was  moder-  j 
ately  inflamed.  I would  not  class  it  as  a j 
terribly  acute  appendix  so  far  as  the  appendix  I 
itself  was  concerned.  Just  above  the  appendix  | 
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there  was  an  area  of  the  colon  which  was 
quite  indurated  and  acutely  inflamed.  There 
was  a large  loop  of  mesentery  which  was  at- 
tached to  this  area  and  was  very  gangrenous 
in  appearance.  This  attached  mesentery  was 
amputated.  The  appendix  was  removed  and 
the  stump  inverted.  The  area  on  the  bowel 
looked  suspicious.  I made  a notation  to  watch 
this  patient  for  possible  carcinoma.  However, 
it  looked  more  like  an  inflammatory  condition 
than  a carcinoma  at  that  time.  The  patient 
made  a very  uneventful  recovery  post-opera- 
tively,  and  left  the  hospital  on  the  tenth  post- 
operative day. 

About  a month  post-operatively,  a barium 
enema  was  done  and  nothing  was  found  in 
the  cecum.  It  was  apparently  filled  com- 
pletely and  he  had  no  trouble.  On  Sept.  27, 
a large  rectal  polyp  was  discovered  which 
was  removed.  The  pathological  report  on 
that  was  normal. 

The  patient  was  seen  at  frequent  intervals 
between  then  and  Feb.  18.  Up  until  Feb.  18, 
1946,  he  got  along  very  well  and  had  no  sym- 
ptoms whatsoever.  On  that  date  he  com- 
plained of  being  dizzy  and  also  of  some  pain 
in  the  back  of  his  head  which  he  said  had 
been  present  for  about  two  week.  He  stated 
that  it  was  made  worse  if  he  looked  up.  Dur- 
ing the  night  of  Feb.  17  he  developed  an  acute 
pain  in  the  right  lower  quadrant  of  the  ab- 
domen and  had  some  vomiting  associated 
with  it.  He  stated  that  the  pain  was  cramp- 
like in  nature.  He  took  some  salts  and  had 
a watery  diarrhea.  At  the  time  of  his  admis- 
sion on  Feb.  18,  he  appeared  to  be  acutely  ill. 
His  temperature  was  99.8.  He  was  extremely 
tender  in  the  right  lower  quadrant  of  the  ab- 
domen, but  again,  no  masses  could  be  felt. 
His  leukocyte  count  was  16,900  with  94% 
PMNs  and  6%  lymphocytes. 

This  spell  quieted  down  very  quickly  with 
rest  in  bed  and  he  returned  home  for  a few 
days.  He  came  back  to  the  hospital  again  the 
first  of  March,  1946,  and  a barium  enema  was 
repeated.  At  this  time  a filling  defect  was 
seen  in  the  cecum,  so  the  patient  was  taken 
to  the  operating  room  on  March  5. 

A right  rectus  incision  was  made  and  a 
small  tumor  mass  was  found  in  the  cecum. 
The  entire  ascending  colon  and  part  of  the 
transverse  colon,  and  about  the  terminal 
twelve  inches  of  the  ileum  was  resected.  The 
patient’s  condition  was  not  too  good  by  the 


time  the  operation  was  completed,  so  a 
double-barreled  colostomy  was  done  and  the 
patient  taken  to  his  room  in  fair  condition. 

The  pathologist’s  report  showed  a large 
adenocarcinoma,  which  had  penetrated  en- 
tirely through  the  muscular  layer  of  the 
cecum.  The  double-barreled  colostomy  was 
left  until  June  6,  at  which  time  the  colostomy 
was  closed  and  the  patient  left  the  hospital  in 
very  good  condition.  Since  that  time  he  has 
gotten  along  extremely  well.  He  has  been 
doing  some  work  and  has  shown  no  recur- 
rence of  his  carcinoma. 


WILLIAM  LOWE,  M.D. 

Dr.  William  Lowe,  who  practiced  medicine 
until  two  years  ago,  died  Monday,  November 
14th,  at  the  age  of  88.  Dr.  Lowe  was  Madison 
postmaster  for  nine  years  during  the  Wilson 
administration.  He  was  an  active  Democrat 
and  for  many  years  a member  of  the  Lake 
county  central  committee.  He  had  been  active 
in  Madison  civic  affairs  and  was  once  presi- 
dent of  the  Chamber  of  Commerce.  He  was 
a former  member  of  the  state  board  of  med- 
ical examiners.  Surviving  are  a daughter, 
Mrs.  Helen  Mundy,  Junction  City,  Kansas, 
and  two  sons,  Lt.  Comdr.  Barrett  Lowe, 
Washington,  and  George  Lowe,  Pasadena, 
Texas. 


CHICAGO  CLINICAL  CONFERENCE 

Your  attention  is  directed  to  the  advertise- 
ment of  the  Chicago  Clinical  Society  which 
appears  in  this  issue  and  will  be  repeated  in 
the  January  copy. 

This  postgraduate  course  is  without  a 
doubt,  one  of  the  finest  produced  anywhere 
in  the  world  and  it  is  easily  accessible  to 
South  Dakota  physicians.  We  urge  you  to 
plan  your  March  1st  schedule  to  include  the 
excellent  series  of  scientific  papers. 


(Editorial — Continued  from  Page  369) 
tain,  we  shall  never  retrench,  but  will  con- 
tinue to  grow  and  expand  and  improve  med- 
ical education  in  South  Dakota  in  terms  of  the 
support  we  will  get  from  the  people  of  South 
Dakota.  In  retrospect  it  would  appear  that 
the  people  of  South  Dakota  now  will  con- 
tinue their  most  creditable  support  and  in- 
crease the  funds  necessary  for  continuing  our 
success. 
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35  Years  Experience  in  the  Giving 
of  Blood  Transfusions* 

by  Dr.  Guy  E.  Van  Demark,  Sioux  Falls 


In  1914  or  1915  I read  an  article  in  the 
Journal  Lancet  by  Dr.  Sanford,  who  was  then 
in  charge  of  the  Clinical  Laboratory  at  Mayo 
Clinic,  on  Moss  grouping  in  blood  trans- 
fusions. My  Sister  had  spent  three  months 
with  Dr.  Sanford  in  1913  doing  bloods  and 
urines.  With  her  help,  we  typed  two  hundred 
patients  and  in  this  way  secured  known 
serum  of  types  two  and  three.  I then  visited 
Rochester  and  learned  from  their  technique 
in  giving  blood  transfusions.  I came  home 
and  started  using  this  same  method  of  doing 
blood  transfusions  here.  For  descriptive  pur- 
poses, I would  like  to  divide  my  thirty-four 
years  experience  in  the  giving  of  blood  trans- 
fusions into  three  periods. 

First:  Period  prior  to  1919  (Period  prior  to 
women’s  emancipation.) 

Second:  Period  1919  to  1942  (Period  of  wo- 
men’s ascendency.) 

Third:  Period  1942  to  present  (Period  of 
women’s  supremacy.) 

During  this  first  period,  I think  I gave  prac- 
tically all  the  blood  transfusions  that  were 
given  in  Sioux  Falls  and  adjacent  territory. 
In  1918,  I reported  my  experience  in  giving 
one  hundred  blood  transfusions  by  the 
citrate  method  to  the  local  society. 

1st  period  or  prior  to  1919.  During  this 
first  period,  I personally  supervised  all  the 
typing,  preparation  of  tubing,  flask  and 
citrate  solution.  I used  Mdrks  bulk  sodium 
citrate,  measured  the  proper  amount,  I placed 
this  sodium  citrate  in  a small  flash  contain- 
ing two  ounces  of  freshly  distilled  water  and 
boiled  for  two  minutes.  Later  supply  houses 
supplied  two  ounce  ampules  of  a 2%  sodium 
citrate  which  helped  in  this  step.  New  tubing 
was  prepared  by  soaking  48  hours  in  10% 
sodium  hydroxide,  thoroughly  washed  with 
soap  and  water  and  later  with  distilled  water 
if  we  had  it.  It  not,  we  used  normal  salt 
solution.  Either  seemed  to  work  equally  well. 
Flask,  tubing,  and  beaker  were  first  sterilized 
by  boiling.  Later  by  autoclave.  Needles, 


there  were  two,  were  sharpened  by  me  each 
time  before  using.  The  lumen  being  cleaned 
with  pumice  powder  using  a canula.  We 
seldom  had  any  difficulty  with  blood  clotting 
in  the  needles.  The  needles  were  later  ster- 
ilized in  alcohol  and  rinsed  with  normal  salt 
or  distilled  water.  We  seldom  used  a gown  or 
face  mask.  Usually  used  gloves.  No  scrub 
nurse.  We  had  true  cafeteria  service  and  it 
was  usually  excellent.  Not  until  the  early 
twenties  did  the  nursing  personel  begin  to 
take  over.  I remember,  I think  the  first  time 
I had  a so-called  scrub  nurse.  It  was  at  Mc- 
Kennan  Hospital. 

During  this  first  period  in  my  experience, 
the  patients  received  the  best  nursing  care 
that  they  ever  have,  either  before  or  since. 
The  recent  graduate  was  satisfied  to  do  nurs- 
ing. She  did  not  desire  to  usurp  the  Doctor’s 
duties.  The  graduate  in  this  period  did  not 
need  post  graduate  training  after  graduation. 
She  worked  in  twelve  hour  shifts  and  was 
satisfied  and  contented.  How  different  from 
the  present  new  three  year  graduates.  They 
all  want  to  take  up  something  other  than  bed- 
side nursing.  They  only  use  their  hospital 
training  as  a means  to  that  end.  No  wonder 
there’s  a nursing  shortage. 

I entered  the  Army  in  1918.  During  my 
thirteen  months  Army  Service,  ten  of  which 
was  over-seas,  I do  not  think  I witnessed  the 
giving  of  one  blood  transfusion.  I know  I did 
not  give  any.  The  proper  Carroll-Dakin 
method  of  treating  wounds  was  then  in  vogue. 
Much  the  same  emphasis  was  placed  on  this 
method  as  the  giving  of  plasma  and  sulfa 
drugs  in  the  World  War  Two.  In  World  War 
Three,  I doubt  if  either  of  these  methods  of 
treatment  will  be  used,  that  is,  sulfa  or 
plasma.  When  I returned  from  the  Army, 
I found  myself  associated  with  a group  of 
seven  other  doctors  known  as  the  Sioux 
Falls  Clinic.  We  moved  into  our  present 

* Read  at  Staff  Meeting  at  Sioux  Valley  Hospital 

March  17,  1948. 
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building  in  July,  1920.  I again  took  over  the 
blood  transfusion  set-up  and  did  all  the  trans- 
fusions for  the  twelve  Doctors  in  this  group. 
Also  for  many  other  Doctors  in  the  City  and 
adjacent  communities.  During  these  years, 
I supervised  all  the  typing,  the  preparing  of 
solutions  and  selection  of  donors.  I had  at 
least  thirty  active  known  universal  donors 
who  had  been  checked  and  double  checked 
and  had  been  tested  for  syphilis.  The  RH  fac- 
tor was  not  known  at  that  time.  In  case  a 
patient  needed  a blood  transfusion,  we  could 
have  a donor,  blood  matching,  and  the  trans- 
fusion, given  within  an  hour  in  an  emergency. 
There  was  no  difficulty  in  obtaining  donors. 
People  would  call  up  and  ask  to  be  a donor. 
I always  paid  donors  $25.00  whether  I re- 
ceived anything  or  not,  from  the  patient.  I 
usually  charged  $25.00  for  giving  blood  trans- 
fusions. 

Three  experiences  might  be  interesting  to 
some  of  the  younger  members.  In  the  early 
twenties,  I was  asked  by  Dr.  Stern  to  go  to  a 
small  town  one  hundred  miles  from  Sioux 
Falls  and  give  a Banker’s  wife  a blood  trans- 
fusion in  the  home.  It  was  Saturday  after- 
noon. I called  up  a donor,  took  equipment, 
no  nurses,  gave  the  transfusion  with  little 
fuss  or  feathers.  I got  home  for  supper.  Dr. 
Stern  called  me  the  next  AM,  Sunday  and 
wanted  me  to  give  another  transfusion  to  the 
same  patient.  I had  some  work  I thought  I 
had  to  do  before  leaving.  I called  another 
donor  and  made  the  trip  over  the  same  road 
arriving  at  three  in  the  afternoon.  A large 
crowd  was  in  the  home.  The  atmosphere  was 
such  I thought  the  patient  had  died.  Her  hus- 
band was  much  put  out  because  I had  not 
shown  more  speed  in  getting  there.  Assisted 
by  a practical  nurse  who  never  had  seen  a 
blood  transfusion,  I drew  blood  from  a live 
donor  and  without  any  great  ceremony  gave 
patient  another  pint  of  blood.  The  family 
had  decided  to  bring  the  patient  to  Mc- 
Kennan.  I met  the  ambulance  from  Sioux 
Falls  on  my  way  home.  The  patient  got  as  far 
as  Luverne.  They  decided  the  patient  could 
not  ride  further.  Remember,  there  were  no 
paved  roadg  in  those  days.  The  next  morning 
I went  to  Luverne  and  gave  the  patient  a 
quart  of  blood  from  two  live  donors.  Patient 
was  brought  to  McKennan  Hospital  that  day 
where  I gave  her  several  more  transfusions. 
This  patient  is  now  living  and  well,  a resident 


of  Sioux  Falls,  and  in  excellent  health. 

Case  #2.  Dr.  Boutel  was  then  practising  in 
Rock  Rapids.  He  is  now  in  Omaha.  He  asked 
me  to  come  to  Rock  Rapids  and  give  a blood 
transfusion.  I had  a car,  but  the  roads  were 
none  too  good.  The  patient  lived  ten  miles  in 
the  country.  He  said  he  would  meet  the 
5:30  A.  M.  train.  With  a donor  and  equipment, 
I left  here  about  4:00  A.  M.,  by  train.  Dr. 
Boutel  was  at  the  depot  to  pick  me  up.  We 
drove  out  to  the  farm  home  at  sixty  miles  an 
hour.  He  had  a Buick.  No  lights  in  evidence 
at  the  home.  They  were  not  expecting  us  at 
this  hour.  They  built  a cob  fire  for  hot  water. 
Patient  was  a fat  woman  imbeded  in  a feather 
bed.  By  only  lamp  light,  I drew  a pint  of 
blood  from  a live  donor  and  gave  this  to  the 
patient.  I was  back  in  Rock  Rapids  at  7:00 
A.  M.  eating  breakfast  and  caught  the  8:00 
o’clock  train  for  Sioux  Falls.  Patient  got 
along  fine.  This  one  I did,  even  without  a 
practical  nurse. 

Case  #3.  The  late  Dr.  Stevens  had  done  a 
hysterectomy  at  McKennan  Hospital  on  the 
wife  of  a prominent  Sioux  Falls  Banker. 
About  four  A.  M.  the  morning  following 
operation,  he  called  for  a blood  transfusion. 
I found  the  patient  unconscious  and  pulseless. 
I thought  she  was  dying.  I had  a live  donor 
available  and  in  thirty  minutes,  I had  blood 
running  into  patient’s  veins.  Before  10:00 
A.  M.,  I had  given  three  pints  of  blood  from 
three  professionally  live  donors.  Patient 
made  an  uneventful  recovery. 

In  about  1924,  we  had  one  death  due  to  mis- 
typing which  donor  had  been  typed  by  an 
embryo  pathologist.  Army  trained,  who  had 
used  only  the  microscopic  method.  This  is 
the  only  death  to  my  knowledge  that  occurred 
due  to  mistyping.  In  1932,  the  nurses  and 
technicians  and  lay  personnel  gradually  began 
taking  over  the  technique  and  methods  of 
giving  blood  transfusions,  as  well  as  all  other 
hospital  activities. 

In  about  1942  they  began  using  the  closed 
method  with  great  additional  expense.  Also 
they  began  adding  blood  banks  and  plasma. 
In  my  opinion  there  has  been  increased  dif- 
ficulties, confusion  and  unsatisfactory  results 
in  the  giving  of  blood  transfusions  ever  since. 

Although  this  Hospital  has  had  a full  time 
Pathologist  for  several  years,  it  is  practically 
impossible  to  get  a donor  typed  for  emergency 
transfusions  for  several  hours.  It  seems  they 
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want  to  sell  their  blood  banks.  I regret  to 
state  that  most  of  the  young  Doctors  seem 
very  well  satisfied  with  the  whole  set-up.  It 
was  so  simple  during  those  twenty-five  or 
more  years  to  do  blood  transfusions  by  the 
method  then  adopted  at  Rochester.  I am  sure 
we  had  fewer  reactions  then,  than  we  do  at 
the  present  time.  Seldom  did  we  have  any 
difficulty  in  securing  donors. 

Recently  I had  a patient  who  had  moderate 
post  operative  shock.  I wanted  to  get  blood, 
preferably  fresh  blood  from  the  blood  bank. 
Patient  had  no  relatives.  After  waiting  three 
hours  for  blood,  the  patient  was  not  doing  too 
well.  We  gave  some  dried  plasma  with  the 
usual  present  day  ceremony.  After  four  hours 
wait,  they  came  down  with  stored  blood.  The 
only  means  of  identification  was  a serial 
number.  The  figures  could  not  even  be 
identified  by  the  nurse.  No  report  as  to  donors 
type  was  on  the  patient’s  history.  The  tech- 
nician who  was  supposed  to  have  done  the 
typing  was  not  available.  One  of  the  labora- 
tory helpers  couldn’t  even  identify  the  figures 
of  the  serial  number.  My  nephew  checked 
the  blood  and  said  it  was  okey,  so  we  went 
ahead.  This  patient  paid  $115.00  for  a pint  of 
plasma  and  one  and  one-half  pints  of  canned 
blood. 

Conclusion:  1.  Fresh  citrated  blood  taken 
from  a live  donor  is  best  for  all  conditions 
where  blood  transfusions  is  indicated.  This 
can  be  easily  and  safely  and  quickly  given  by 
the  open  method  with  proper  assistance  from 
the  clinical  laboratory  and  surgery.  Profes- 
sional donors  should  be  available.  There  is 
no  trouble  in  securing  professional  donors  if 
it  is  handled  in  a business-like  manner. 

Objection  to  this  method: 

1.  It  requires  personal  supervision  on  the 
part  of  the  physician  or  his  assistant. 

2.  Bank  blood  or  canned  blood  is  the  best 
substitute  for  fresh  blood.  The  value  declines 
in  proportion  to  the  days  it  is  stored. 

Benefits  of  using  canned  blood. 

1.  Canned  blood  can  be  always  available 
if  there  is  proper  cooperation  of  the  clinical 
laboratory. 

2.  Canned  blood  to  be  used  only  in  case 
of  emergency. 

3.  Requires  minimal  effort  on  the  part  of 
the  attending  physician  and  therefore  prob- 
ably will  become  increasingly  popular. 


Objections  to  using  canned  blood. 

1.  It  is  not  always  available.  Live  donors 
usually  are. 

2.  It  is  more  expensive.  Containers  are 
discarded  after  single  use. 

3.  More  difficulties  in  obtaining  and 
especially  the  giving  of  blood.  I have  seen  it 
take  six  hours  to  give  five  hundred  cc  from 
the  blood  bank.  This  becomes  very  fatiguing 
to  the  patient. 

4.  Reactions  are  more  common  than  in 
fresh  blood. 

3.  Plasma  apparently  is  on  its  way  out. 

4.  All  live  donors  or  blood  from  the  blood 
bank  should  contain  not  only  the  patient’s 
name  and  age,  but  also  his  address  and  his 
blood  type.  This  information  should  also  be 
on  the  patient’s  chart  together  with  a record 
of  cross  matching  and  the  initials  of  the  tech- 
nician responsible  for  the  examination,  prior 
to  administration  of  blood. 

5.  In  closing,  I am  asking  the  younger  men 
who  now  are  much  in  the  majority  of  those 
present,  to  be  tolerant  to  his  elders  for  two 
reasons. 

1.  You  may  live  to  be  old  and  then  can 
appreciate  courtesies  from  the  younger  gen- 
eration. 

2.  In  spite  of  your  fine  training,  you  may 
be  able  to  learn  something  which  will  be  use- 
ful for  those  who  have  seen  years  of  practice. 


TREATMENT  OF  CONGESTIVE  HEART 
FAILURE 

(Continued  from  Page  359)  . 

are  very  important.  Weighing  the  patient 
frequently  is  a satisfactory  method  of  follow- 
ing the  patient’s  progress. 
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CUFF  NOTES 

Edited  by 

D.  H.  Manning,  M.D.,  Sioux  Falls,  S.  D. 


Treatment  of  Pneumococcic  Meningitis  with 
Penicillin 

The  adequate  use  of  Penicillin  intrathecally 
and  intramuscularly  is  highly  effective  in  the 
treatment  of  a good  majority  of  cases  of 
Pneumococcic  Meningitis. 

Contrary  to  general  belief  large  intraspinal 
doses  of  the  drug  were  well  tolerated. 

Dosage  Schedule 

Age  up  to  4 years 
Intrathecal 

25  to  50  thousand  units 
per  injection 
3-5  injections 
Intramuscular 
400  thousand  units  per  day 
7-10  days 

older  children  and  adults 
50  to  100  thousand  units 
per  injection 
3-5  injections 
800  thousand  units  per  day 
7-10  days 

Appelbaum  et  al  The  American  Journal  of 
Medical  Sciences  Sept.  1949. 

Congestive  Heart  Failure 

When  Dicumarol  is  administered  to  patients 
in  cardiac  failure  for  the  treatment  of  throm- 
boembolic conditions  doses  smaller  than  those 
recommended  for  the  average  patient  should 
be  administered. 

Circulatory  Collapse  Following  Combined 
Use  of  Pituitrin  and  Pentothal. 

Circulatory  collapse  after  D & C usually 
occurs  after  the  patient  has  returned  to  the 
ward.  Although  patients  respond  after  the 
anesthetic  has  been  discontinued,  they  remain 
under  the  influence  of  pentothal  for  some 
time.  The  maximum  effect  of  pituitrin  de- 
velopes  thirty  to  forty  five  minutes  after  in- 
tramuscular injection  and  may  coincide  with 
pentothal  depression.  Shock  occurs  unaccom- 
panied by  trauma  or  acute  hemorrhage.  The 
corrective  treatment  is  to  give  oxygen  and 
epinephrine.  To  prevent  its  occurrence  use 
pitocin  or  ergonovine  which  produce  the  de- 
sired effect  without  danger. 


Heselschwerdt  and  Medburg  Anesthesiology 
Sept.  1949. 

Gleanings: 

One-egg  twins  tend  to  have  the  same  life 
span.  Both  partners  may  die  of  the  same 
cause  within  a few  days  of  one  another. 

Two-egg  twins  fail  to  display  a likeness  of 
either  physical  or  mental  attributes.  Nor  do 
they  grow  old  with  the  same  degree  of 
similarity  as  is  characteristic  of  one-egg 
twins. 

There  is  no  reason  to  believe  that  a person 
derived  from  half  an  egg  is  inferior  physically 
or  mentally  to  either  a two-egg  twin  or  a 
single  born  person. 

The  census  of  1950  will  show  more  than  11 
million  people,  or  7.8%  of  our  total  population 
to  be  over  65  years  of  age. 

Only  one-fourth  of  the  people  over  65  will 
be  employed  and  the  majority  will  be  men 
working  on  farms. 

Sixty  per  cent  of  the  aged  population  will 
receive  income  from  private  and  public  re- 
tirement plans,  investments  or  social  security 
insurance. 

Abortive  Treatment  of  Syphilis 

1.  Almost  two-thirds  of  normal  persons  ex- 
posed unprotected  to  infectious  early  syphilis 
acquire  syphilis. 

2.  Abortive  treatment  administered  during 
the  incubation  stage  affords  almost  100  per 
cent  protection. 

3.  Arsenoxide  is  unnecessary. 

4.  Use  900,000  units  of  calcium  penicillin  in 
oil  and  beeswax  and  3 cc  of  Bismuth  Ethyl- 
camphorate. 

Alexander  et  al  American  Journal  of  Syphilis, 
Gonorrhea  and  Venereal  Disease,  Sept.  1949. 
Peptic  Ulcer  in  Old  Age 

Interest  in  cancer  in  elderly  people  should 
not  obscure  the  possibility  and  great  risk  of 
peptic  ulcer. 

During  the  confusion  of  senility  or  shock, 
pain  is  denied  and  long  standing  G-I  dis- 
turbance is  forgotten.  An  old  man  will  com- 
plain only  of  minor  heart  trouble,  or  insist  he 
was  perfectly  well  until  last  week. 
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After  perforation  the  abdomen  may  be  soft 
with  no  rebound  tenderness;  X-Ray  may  fail 
to  show  air. 

Ill  defined  G I disorders  in  old  age  warrants 
very  careful  examination  and  X-Ray  and 
laboratory  work  up.  Within  12  hours  after 
perforation  life  may  be  saved  by  simple 
closure. 

Erving  F.  Geever,  Geriatrics,  Sept.-Oct.  1949. 
News  Item  — August  1949 

Attlee  is  sick  in  bed  with  chills  and  fever. 
Sir  Stafford  Cripps  has  bad  indigestion  and 
Foreign  Minister  Bevin  has  high  blood  pres- 
sure. Attlee  is  weathering  the  storm  in  Eng- 
land, but  the  other  two  have  deserted  the  So- 
cialized Medicine  of  England.  Sir  Stafford  is 
in  a Swiss  Clinic  having  his  stomach  over- 
hauled. Bevin  is  getting  his  blood  pressure 
fixed  up  at  Evian,  France.  Only  one  had  the 
courage  to  stay  at  home  and  take  his  “med- 
icine.” The  other  two  ran  from  socialized 
medicine  a la  Britain  to  get  the  orthodox  var- 
iety. Of  course  they  are  more  fortunate  than 
the  ordinary  Britisher  who  cannot  run  out  on 
it. 

Expectant  Treatment  of  Placenta  Praevia 

Review  of  50  maternal  deaths  associated 
with  placenta  praevia  found  death  largely 
due  to  intrapartum  and  postpartum  hemor- 
rhage, operative  trauma  and  sepsis. 

Vaginal  and  rectal  exams  should  not  be 
made  at  home.  Following  admission  to  the 
hospital,  after  the  first  hemorrhage,  the 
vagina  and  cervix  should  be  inspected 
through  a speculum  which  has  been  cau- 
tiously introduced.  No  other  vaginal  exam 
should  be  performed  until  one  decides  to 
terminate  the  expectant  treatment  in  about 
the  38th  week,  and  then  only  when  prepara- 
tion for  delivery  by  Caesarian  sectionor  other- 
wise, are  complete  with  suitable  blood  re- 
placement on  the  delivery  floor. 

Tamponade  and  dilating  bags  are  obsolete, 
and  version  is  nearly  so. 

Caesarian  section  will  be  indicated  in  most 
cases.  It  should  be  elected  without  hesitation 
when  P.  P.  is  complete  or  partial. 

The  placental  stage  should  be  carefully 
followed  with  view  to  prompt  manual  re- 
moval of  the  placenta  should  bleeding  con- 
tinue after  delivery  of  the  fetus. 

Chas.  A.  Gordon,  S.  G.  & O.,  Feb.  1949. 


Don't  Kill  That  Dog 

Proper  procedure  in  case  of  dog  or  other 
animal  bites  when  Rabies  might  be  suspected. 

1.  Don’t  kill  an  animal  that  has  bitten  a 
person  unless  it  is  absolutely  necessary. 

2.  Keep  suspected  animals  under  Veterin- 

ary observation  for  14  days,  if  rabid,  the 
animal  will  show  symptoms  within  that 
period.  _ 

3.  Remove  head  of  animal  immediately 
after  death. 

4.  Don’t  shoot  the  animal  through  the  head 
if  it  must  be  killed. 

5.  Always  ice  the  head  immediately  and 
ship  it  iced  to  the  State  Health  Laboratory. 

Occasionally  one  encounters  residual  stones 
in  the  common  duct  subsequent  to  surgery 
considered  to  be  adequate  at  the  time.  If 
possible  conservative  medical  management 
should  first  be  tried,  when  surgery  becomes 
imperative,  it  should  be  as  non-radical  as 
possible.  Many  surgeons  on  finding  stones 
inaccessible  simply  insert  a T tube  into  the 
common  duct  and  thereafter  instill  a few 
CCs  of  ether  into  it  once  or  twice  a day. 
Richard  A.  Leonardo,  Am.  Jl.  Surgery,  Oct. 
1949. 

Mortons  Toe 

Symptoms:  Severe,  sharp,  burning  pain  in 
the  region  of  the  head  of  the  fourth  metatar- 
sal. This  pain  can  occur  on  weight-bearing 
and  non  W-B  in  contradistinction  to  metatar- 
salgia which  is  present  only  on  weight  bear- 
ing. It  can  also  be  felt  in  the  toes. 

Desire  to  remove  shoe  and  massage  the  foot. 

No  relief  from  shoe  corrections. 

Findings: 

Normal  appearing  transverse  arch. 

Tenderness  on  deep  pressure  over  third 
intermetatarsal  space. 

Occasionally  palpable  tumor  mass  in  third 
IMS. 

Hypesthesia  over  lateral  side  of  third  and 
medial  side  of  fourth  toes. 

X-Ray  shows  no  bony  obnormality. 

Treatment:  Surgical  removal  of  the  Plantar 
Interdigital  Neuroma. 

Result:  Complete  relief  of  symptoms  and  no 
return  of  pre-operative  complaints. 

Fett  and  Pool,  Am.  Jl.  of  Surgery,  Oct.  1949. 
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The  Care  of  Hand  Injuries* 

Committee  on  Trauma  American  College  of  Surgeons 

IV 

Lacerated  Wounds 


I Protection  of  the  Hand 

(Abstract  of  Article  I) 

The  first-aid  care  of  wounds  of  the  hand  is 
directed  fundamentally  at  protection.  It 
should  provide  protection  from  infection, 
from  added  injury,  and  from  future  disability 
and  deformity.  The  best  first-aid  manage- 
ment consists  in  the  application  of  a sterile 
protective  dressing,  a firm  compression 
bandage  and  immobilization  by  splinting  in 
the  position  of  function.#  No  attempt  should 
be  made  to  examine,  cleanse,  or  treat  the 
wound  until  operating  room  facilities  are 
available. 

II  Requirements  of  Early  Definitive  Treat- 
ment (Abstract  of  Article  II) 

Early  definitive  care  requires  thorough 
evaluation  of  the  injury  with  respect  to  its 
cause,  time  of  occurrence,  status  as  regards 
infection,  nature  of  first-aid  treatment  and 
appraisal  of  structural  damage.  For  under- 
taking the  definitive  treatment  the  conditions 
required  are  a well-equipped  operating  room, 
good  lighting,  adequate  instruments,  suf- 
ficient assistance,  complete  anesthesia,  and  a 
bloodless  field.  Treatment  itself  consists  of 
aseptic  cleansing  of  the  wound,  removal  of 
devitalized  tissue  and  foreign  material  (exer- 
cising strict  conservation  of  all  viable  tissue), 
complete  hemostasis,  and  the  repair  of  in- 
jured structures,  to  be  followed  by  protective 
dressing  to  maintain  the  optimum  position. 
After-treatment  consists  of  protection,  rest 
and  elevation  during  healing,  and  early  res- 
toration of  function  by  directed  active  motion. 

III  Surface  Injuries  (Previously  circulated) 

IV  Lacerated  Wounds 

Lacerations  may  damage  skin,  fat,  fascia, 
muscles,  tendons,  tendon  sheaths,  blood  ves- 
sels, nerves  and,  more  rarely,  joint  or  bone. 
The  treatment  of  such  injuries  has  four  ob- 
jectives: 

} Position  of  function  or  position  of  grasp:  wrist 
hyperextended  in  cock-up  position;  fingers  in 
mid-flexion  and  separated;  thumb  abducted  and 
in  mid-flexion,  with  tip  pointing  toward  little 
finger. 


1.  Protection  from  infection. 

2.  Restoration  of  structures. 

3.  Avoidance  of  deformity. 

4.  Early  restoration  of  function. 

These  objectives  are  furthered  by  proper 
first-aid  care,  as  outlined  in  I (Proiecfion  of 
the  Hand)  and  by  definitive  treatment. 

A — Definitive  Treatment 

To  be  undertaken  only  under  the  proper 
conditions  and  according  to  the  principles 
outlined  in  II  (Requirements  of  Early  Defini- 
tive Treatment).  Careful  history  of  the  in- 
jury should  be  followed  by  examination  of 
the  hand  to  determine: 

(1)  Location  and  extent  of  the  wound. 

(2)  Source  of  major  bleeding. 

(3)  Presence  of  foreign  material. 

(4)  Function  of  tendons,  to  be  tested  against 

resistance. 

(5)  Function  of  intrinsic  muscles. 

(6)  Condition  of  nerves  as  regards  both 

sensory  and  motor  functions. 

(7)  Integrity  of  bone  and  joint. 

Following  anesthetization  of  the  patient 

and  application  of  hemostatic  blood  pressure 
cuff  (not  to  be  inflated  above  300  mm),  def- 
initive treatment  of  the  wound  consists  of: 

(1)  Thorough  cleansing  of  wound  region 

and  then  of  entire  hand  and  forearm 
with  soap  and  water  or  bland  deter- 
gent. 

(2)  Removal  of  foreign  material  from  the 

wound. 

(3)  Careful,  gentle,  thorough,  but  conserva- 

tive excision  of  devitalized  tissues, 
sparing  all  structures  that  may  sur- 
vive. 

(4)  Repeated  cleansing  of  wound  by  irriga- 

tion with  warm  normal  saline  solu- 
tion. 

* Note:  This  is  the  fourth  of  a series  of  articles  on 
The  Care  of  Hand  Injuries.  This  material 
is  prepared  by  the  American  Society  for 
Surgery  o fthe  Hand  and  is  distributed  by 
the  Committee  on  Trauma,  American  Col- 
lege of  Surgeons,  through  its  Regional 
Committees. 
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(5)  Securing  and  ligation  of  divided  blood 

vessels. 

These  general  measures  are  followed  in  ap- 
propriate cases  by  repair  of  damaged  struc- 
tures. Proper  wounds  for  this  repair  are; 

(1)  Those  in  which  infection  has  not  become 

established. 

(2)  Those  not  grossly  contaminated  by 

highly  infective  material. 

(3)  Relatively  clean  wounds  not  more  than 

three  or  four  hours  old. 

In  general,  wounds  not  fulfilling  these 
criteria  are  better  left  unrepaired  to  wait 
secondary  closure  and  later  reconstructive 
surgery.  They  should,  nevertheless,  be  as 
carefully  cleansed  of  foreign  matter  and  dead 
tissue  as  are  those  prepared  for  primary 
closure.  In  such  cases  severed  nerve  ends 
may  be  identified  with  nonabsorbable  sutures 
or  lightly  united. 

Repair  of  damaged  structures: 

a.  All  severed  nerves  should  be  repaired, 
including  the  digital  nerves. 

b.  Fine  arterial  silk  on  fine  needles 
should  be  used,  accurately  approx- 
imating the  nerve  ends  by  small  inter- 
rupted sutures  placed  around  the 
periphery.  These  sutures  should  in- 
clude only  the  perineurium,  not  the 
nerve  bundles.  It  is  important  to  avoid 
avial  rotation,  particularly  in  nerves 
having  both  motor  and  sensory  func- 
tion. 

c.  Nerves  are  to  be  distinguished  from 
tendons,  especially  at  the  wrist,  by 
their  anatomical  position,  softer  text- 
ure, pinker  color,  small  surface  capil- 
laries, and  distinct  nerve  bundles  seen 
on  cut  ends.  Pulling  on  a nerve  will 
not  flex  a finger. 

d.  Nerves  should  be  handled  gently, 
never  crushed,  rubbed,  or  allowed  to 
become  dry. 

<2)  Tendons 

a.  All  severed  tendons  should  be  re- 
paired, including  the  tendons  of  in- 
trinsic muscles. 

An  important  exception  to  this  rule 
concerns  flexor  tendons  severed  with- 
in the  flexor  sheath  or  in  the  digital 
flexor  canal.  Primary  suturing  of  the 
flexor  profundus  in  this  location  rarely 
succeeds  in  restoring  useful  function 
even  if  the  flexor  sublimis  is  removed. 


Suturing  both  flexor  sublimis  and  pro- 
fundus in  this  area  almost  invariably 
results  in  failure.  Should  even  minor 
infection  occur,  failure  is  assured.  With 
rare  exceptions,  it  is  sound  practice  to 
repair  the  skin  and  digital  nerves  only, 
leaving  the  flexor  tendons  for  second- 
ary reconstruction  when  severed  in 
this  region. 

b.  Nonabsorbable  sutures  of  silk  or  wire 
are  used  accurately  to  approximate  the 
severed  tendon  ends  after  they  have 
been  cleanly  squared  off  with  a sharp 
knife. 

c.  Additional  incisions  to  secure  retrac- 
ted tendon  ends  should  follow  flexion 
creases.  They  should  be  curved  or 
transverse,  never  longitudinal,  and 
never  in  the  palmar  or  dorsal  midline 
of  a finger. 

d.  Tendons  should  be  handled  gently; 
never  crushed,  rubbed,  or  allowed  to 
become  dry. 

(3)  Muscle 

a.  Severed  muscles  should  be  lightly  ap- 
proximated with  interrupted  mattress  ! 
sutures,  avoiding  tension  and  construc- 
tion. 

b.  Muscle  thus  repaired  should  be  alive, 
contractile  and  vascular,  all  devitalized  ! 
shreds  being  trimmed  away. 

Following  these  procedures,  the  hemostatic 
blood  pressure  cuff  is  released  to  permit 
identification,  control  and  ligation  of  bleeding 
vessels.  The  field  should  be  dry  before 
closure  of  the  wound. 

(4)  Fascia 

Severed  fascial  and  ligamentous  tissue  ; 
should  be  repaired  with  interrupted  i 
mattress  sutures,  avoiding  tension. 

(5)  Subcutaneous  tissue 

Subcutaneous  fatty  tissue  may  be  ' 'i 
lightly  approximated  with  interrupted  : 
fine  sutures. 

(6)  Skin 

The  skin  should  be  closed  with  fine,  .. 
nonabsorbable  sutures. 

(7)  Dressing 

Firm  pressure  dressing  is  applied,  the  'i 
fingers  being  separated,  with  gauze  i 
between  them.  The  hand  is  immobil-  ■ 
ized  by  splinting  in  the  position  of  ) 
function,  except  when  suture  of  sev-  !• 
(Continued  on  Page  394) 
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• S.  D.  MED.  SCHOOL 
WINS  APPROVAL 
At  its  meeting  on  October 
22nd,  the  Council  on  Medical 
Education  and  Hospitals  of 
the  American  Medical  As- 
sociation, together  with  the 
American  Association  of 
Medical  Colleges,  voted  to 
remove  the  University  of 
South  Dakota  School  of  Med- 
ical Sciences  from  probation. 
Because  of  many  improve- 
! ments  that  have  been  insti- 
j tuted  at  the  Medical  School 
I under  Dr.  Donald  Slaughter, 
; Dean,  the  council  considered 
I that  the  rehabilitation  of  the 
i University  of  South  Dakota 
School  of  Medical  Sciences 
constitutes  a significant  con- 
tribution to  the  advancement 
of.  medical  education  in  this 
country, 
i 

I 

THUMB  SUCKING 
MONOGRAPH 
AVAILABLE 

A new  monograph  on  suck- 
ing habits  (thumb,  finger  and 
hand)  is  now  available  to  all 
I doctors,  dentists,  and  child 
ij  welfare  workers.  It  may  be 
obtained  free  of  charge  by 
writing  Paul  J.  Mandabach 
Sr.,  646  North  Michigan 
Avenue,  Chicago,  11,  111. 


NORTH  CENTRAL  MED- 
ICAL CONFERENCE  HELD 

NOVEMBER  20  AT  ST. 
PAUL  HOTEL.  ST.  PAUL. 

MINNESOTA 

S.  E.  Gavin,  Fond  du  Lac, 
Wisconsin,  Presiding  Presi- 
dent, opened  the  morning 
session  with  a Presidential 
Address,  followed  by  the  dis- 
cussion “Consumer-Spon- 
sored Medical  Care  Plans” 
with  L.  W.  Larson,  Bismarck, 
North  Dakota,  speaking  on 
“From  the  Rural  Viewpoint” 
and  George  C.  Schulte,  Ken- 
osha, Wisconsin,  discussing 
“From  the  Urban  View- 
point.” 

After  refreshments  and 
dinner,  a presentation  was 
given  by  Mitrofan  Smor- 
szczok,  Vilna,  Poland,  on 
“Medicine  Behind  The  Iron 
Curtain.” 

The  afternoon  session  con- 
sisted of  a Panel  Discussion 
on  “The  State  Public  Rela- 
tions Program  and  Its  Evalu- 
ation” — Walter  W.  Finke, 
Executive  Vice-President, 
Minneapolis  Chamber  of 
Commerce,  Moderator.  Dis- 
cussions following  were: 
“Press  Relations  And  Distri- 
bution Of  Literature,”  Ken- 
neth Wunsch,  Publicity  Di- 
rector, Northwestern  Na- 
tional Life  Insurance  Co.; 
“Public  Speaking  And 
Speakers  Bureau,”  P.  Ken- 
neth Peterson,  Representa- 


tive, Minnesota  State  Legis- 
lature; “Radio,”  Arleth  Hae- 
berle.  Radio  Station  WTCN; 
“Exhibits,”  Joe  West,  Depart- 
ment of  Public  Services,  Gen- 
eral Mills;  and  “Personal 
Contracts”  by  Edwin  Lewis, 
Associate  Professor  of  Eco- 
nomics and  Marketing,  Uni- 
versity of  Minnesota,  which 
concluded  the  conference 
program. 

Those  attending  the  North 
Central  Medical  Conference 
from  South  Dakota,  were: 
Dr.  L.  J.  Pankow,  Sioux 
Falls,  Dr.  H.  Russell  Brown, 
Watertown,  Dr.  J.  L.  Calene, 
Aberdeen,  Dr.  W.  H.  Saxton, 
Huron  and  John  C.  Foster  of 
Sioux  Falls. 


S.  D.  MEDICAL  ASSOCIA- 
TION REPRESENTED  AT 
CHICAGO  CONFERENCE 

November,  3rd  and  4th,  Dr. 
R.  G.  Mayer,  Secretary- 
Treasurer  of  the  South 
Dakota  Medical  Association 
and  John  C.  Foster,  Execu- 
tive Secretary  of  the  South 
Dakota  Medical  Association 
attended  the  Conference  of 
State  Medical  Association, 
Secretaries  and  Editors,  in 
Chicago,  111. 

Thursday,  November  3rd, 
Frank  J.  Holroyd,  Princeton, 
W.  Va.  started  the  program 
with  a speech  on  “Making  a 
Speakers  Bureau  Fullfill  Its 
Purpose”  followed  by  C.  Ru- 
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fus  Rorem,  Philadelphia, 
speaking  on  “How  Can  State 
Medical  Association  Secre- 
taries and  Editors  Improve 
Organization  Relationships 
with  Hospital  Associations?” 
Next  topic “Let’s  Co- 

ordinate the  Programs  of  Our 
National  Meetings”  which 
consisted  of  four  ten  minute 
presentations:  1.  Conference 
of  Presidents  and  Other  Of- 
ficers of  State  Medical  As- 
sociations by  John  E.  Farrell, 
Providence,  R.  I.  2.  Medical 
Society  Executives  Confer- 
ence by  James  E.  Bryan, 
Trenton,  N.  J.  3.  National 
Conference  of  County  Med- 
ical Society  Officers  by  A.  M. 
Mitchell,  Terre  Haute,  Ind. 
4.  Annual  Conference  of 
State  Medical  Association 
Secretaries  and  Editors  by 
Joseph  Garland,  Boston. 

The  six  remaining  presen- 
tations of  the  day  were:  “Of- 
fice and  Personnel  Manage- 
ment in  the  Expanding  Head- 
Quarters  of  State  Medical 
Associations”  by  Charles  S. 
Nelson,  Columbus,  Ohio; 
“The  Medical  Grand  Jury 
Plan  of  Investigating  Pa- 
tient’s Dissatisfactions”  by 
Harvey  T.  Sethman,  Denver; 
“Developing  and  Maintaining 
Reader  Interest  in  State  Med- 
ical Journals”  by  Wilfred 
Haughey,  Battle  Creek, 
Mich.;  “North  Carolina’s 
Health  Council  Demonstra- 
tion Program”  by  Charlotte 
Rickman,  Lenoir,  N.  C.; 
“Availability  and  Utilization 
of  Medical  Care  in  America” 
by  George  W.  Bachman, 
Washington,  D.  C.  and  “Mo- 
tion Picture:  They  Also 
Serve  . . The  Physician’s  Re- 
sponsibility in  the  Event  of  a 
Major  Disaster”  by  Ernest  B. 
Howard. 

Thursday  evening  a dinner 


was  held  at  the  Bismarck 
Hotel  for  the  visiting  Secre- 
taries and  Editors. 

Friday,  November  4th, 
after  the  meeting  was  called 
to  order,  six  discussions  were 
presented.  They  were:  “Jour- 
nal Income  Prospects  for 
1950:  Report  from  Coopera- 
tive Medical  Advertising 
Bureau”  by  Stanley  B.  Weld, 
Hartford,  Conn.,  and  Alfred 
J.  Jackson,  Chicago,  111.; 
“Talking  Ourselves  Into 
Trouble”  by  John  L.  Bach, 
Chicago;  “Management  of 
Radio  Relations  for  State 
Medical  Meetings”  by  Har- 
riet Hester,  Chicago;  “Tech- 
nics of  Managing  a State 
Legislative  Campaign”  by 
Charles  H.  Crownhart,  Mad- 
ison, Wis.;  “Technics  of  Tes- 
tifying Before  Congressional 
Committees”  by  F.  F.  Bor- 
zell,  Philadelphia  and  “The 
British  National  Health  Serv- 
ice: Results  to  Date”  by  John 
W.  McPherrin,  New  York. 

There  was  a ten  or  fifteen 
minute  discussion  period 
after  each  speech  which 
proved  benificial  and  inter- 
esting to  all  attending. 

Friday  afternoon  was  left 
free  so  that  Conference  mem- 
bers would  have  opportunity 
to  acquaint  themselves  with 
the  American  Medical  As- 
sociation headquarters  of- 
fices and  consult  department 
heads. 


Dr.  R.  G.  Mayer,  Secretary- 
Treasurer  of  the  South  Da- 
kota Medical  Association  and 
John  C.  Foster,  Executive 
Secretary  of  South  Dakota 
Medical  Association  attended 
the  Second  Annual  American 
Medical  Association  Public 
Relations  Conference  on  No- 
vember 5th  and  6th. 

The  morning  session,  Sat- 


urday, November  5th,  opened 
with  Dr.  Max  M.  Hattaway, 
Presiding  Chairman,  speak- 
ing on  “Organizing  for  an 
Overall  Public  Relations  Pro- 
gram” followed  by  three 
speeches  referring  to  the 
main  topic:  “Organizing  The 
State  Public  Relations  Pro- 
gram at  District  and  County 
Levels”  by  Dr.  Donald  B. 
Koonce,  North  Carolina  Med- 
ical Society;  “Working  With 
All  Other  Committees  of  the 
State  Society”  by  Dr.  Percy 
E.  Hopkins,  Illinois  State 
Medical  Society  and  “Co- 
operation Desired  By  Public 
Relations  Committees  From 
State  Society  and  A.M.A. 
Headquarters”  by  Dr.  Char- 
les L.  Farrell,  Rhode  Island 
Medical  Society. 

The  afternoon  session  got 
under  way  with  Dr.  A.  E. 
Cardie,  Minnesota  State  Med- 
ical Association,  giving  the 
main  topic,  “State  Society 
Public  Relations  Projects.” 
Dr.  J.  H.  A.  Peck,  Kansas  i 
Medical  Society,  in  turn 
spoke  on  “Tackling  The  Pub- 
lic Relations  Problem  Of  ; 
Getting  Doctors  Into  Rural  1 
Areas;”  followed  by  Dr.  | 
George  H.  Garrison,  Okla- 
homa State  Medical  Associa- 
tion on  “The  Value  Of  A ,/ 
Grievance  Committee”;  Dr.  ^ 
McKinnie  Phelps,  Colorado  j 
State  Medical  Society,  speak-  ,■ 
ing  on  “Press  And  Radio  Re-  |- 
lations  For  County  Societies  i 
And  Individual  Doctors”  and  ; 
“Full  Utilization  Of  The  Wo-  4 
man’s  Auxiliary  As  A Public 
Relations  Force”  by  Dr.  C.  j' 
Allen  Payne,  Michigan  State  |i 
Medical  Society. 

After  dinner,  Saturday  I 
evening,  two  speeches  were 
given  by  Dr.  Ernest  E.  Irons, 
President,  American  Medical  i 
Association,  on  “The  Pro- 
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fession  And  Public  Rela- 
tions” and  Leonard  E.  Read, 
President,  Foundation  for 
Economic  Education,  on 
“Selling  Liberty,  A Public 
Relations  Project  For  Every 
American.” 

Sunday,  November  6,  the 
morning  session  began  with 
the  main  topic  “Get  It  Off 
Your  Chest”  presided  over  by 
Dr.  F.  S.  Winslow,  New  York 
Medical  Society.  Discussions 
were  held  on  “One  Of  Our 
Best  Projects  Is”  and  “What 
We  Should  Like  To  Know.” 

After  luncheon.  Dr.  Elmer 
L.  Henderson,  President- 
Elect,  American  Medical  As- 
sociation, brought  the  1949 
Public  Relations  Conference 
to  a close  with  a speech  on 
“Public  Relations  Is  Our  Bus- 
iness.” 


NEWS  NOTES 

Dr.  Robert  E.  Van  Demark, 
Sioux  Falls.  South  Dakota. 

attended  the  Clinical  Ortho- 
pedic Society  Annual  Meet- 
ing in  St.  Louis,  Missouri,  on 
October  28th  and  29th. 

* * * 

Dr.  Clifford  E.  Binder, 

graduate  of  the  Creighton 
University  School  of  Med- 
icine, Omaha,  interned  at  St. 
Joseph’s  hospital  and  took 
his  residency  at  St.  Cath- 
erine’s hospital,  both  in 
Omaha,  has  become  an  as- 
sociate of  Dr.  R.  H.  Quinn. 
Sioux  Falls  Clinic.  Dr.  Bin- 
der, who  was  formerly  as- 
sociated with  Drs.  Tobin, 
Tobin  & Moran  at  Mitchell, 
recently  completed  a course 
in  the  Cook  county  Post- 
graduate School  of  Medicine, 
Chicago. 


R.  G.  Mayer,  M.D.,  Secre- 
tary of  the  Association  and 
John  C.  Foster,  Executive 
Secretary,  attended  the  Meet- 
ings of  Secretaries  and  Edi- 
tors and  the  American  Med- 
ical Association  Conference 
on  Public  Relations  in 
Chicago,  from  November  3rd 
thru  6th. 

Dr.  R.  S.  Westaby  has 
joined  with  Dr.  F.  U.  Sebring 
in  practice  at  Martin.  South 
Dakota.  Dr.  Westaby  was 
formerly  at  Madison,  South 
Dakota. 

:H 

The  radio  committe  of 
South  Dakota  Medical  As- 
sociation sponsored  two 
broadcasts  over  station 
K.U.S.D.,  Vermillion,  South 
Dakota,  on  December  15  and 
December  22.  Executive  Sec- 
retary John  C.  Foster  ap- 
peared in  the  first  presenta- 
tion and  Dr.  Hugo  Andre  ap- 
peared on  the  second  of 
series. 

Early  this  month.  Dr.  H. 
Russell  Brown,  Watertown, 

South  Dakota,  represented 
the  South  Dakota  Medical 
Association  at  the  meeting  of 
The  House  of  Delegates  of 
the  American  Medical  As- 
sociation in  Washington, 
D.  C. 


ANNUAL  CLINICAL  CON- 
FERENCE. A HIGHLIGHT 
OF  THE  CENTENNIAL  OF 
THE  CHICAGO  MEDICAL 
SOCIETY 

Attendance  at  the  1950 
Clinical  Conference  of  the 
Chicago  Medical  Society 
should  be  a MUST  on  your 
schedule.  Set  aside  four  days 
— February  28,  March  1,  2, 
and  3,  1950  for  valuable 
postgraduate  observations  in 


the  great  medical  center  of 
Chicago. 

There  will  be  Clinical  Ses- 
sions and  Scientific  Lectures 
by  the  nation’s  foremost  med- 
ical authorities  and  educa- 
tors. 

There  will  be  selected 
Scientific  and  Technical  Ex- 
hibits, displays  that  will 
dramatize  medical  develop- 
ments “up-to-date.” 

There  will  be  color  Tele- 
vision of  actual  surgical  pro- 
cedures, and  also  black  and 
white  telecasts.  Observers 
will  see  close-up  surgical 
techniques  and  medical  pro- 
cedures in  full  color  detail. 

There  will  be  entertain- 
ment. The  Conference  dinner 
will  highlight  speakers  and 
entertainers. 

Mark  your  calendar  now 
for  February  28,  March  1,  2, 
and  3,  and  make  your  reser- 
vation direct  to  the  Palmer 
House  which  will  be  the 
headquarters  for  this  great 
1950  meeting. 


MEDICINE  OF  THE  YEAR 
AVAILABLE  NOW 

Medicine  of  the  Year 

which  proved  to  be  so  uni- 
versally popular  in  its  1949 
publication  will  again  be 
available  at  reduced  prices 
for  members  of  the  South 
Dakota  State  Medical  Asso- 
ciation. 

The  regular  price  of  the 
book  at  book  stores  will  be 
$5.00,  but  the  price  if  sub- 
scribed to  through  the  Med- 
ical Association  before  Jan- 
uary 20  will  be  just  $2.50. 

If  you  desire  this  excellent 
publication,  send  your  check 
for  $2.50  made  payable  to  the 
South  Dakota  State  Medical 
Association,  to  the  Associa- 
tion’s office  in  Sioux  Falls. 
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AUXILIARY  ACTIVITIES 


Slate  Medical  Auxiliary  President  Reports 
on  1949  Conference 

by  Dorothy  L.  Sercl,  Stale  Auxiliary  Pres. 

The  Conference  held  November  3rd  and 
4th  at  the  La  Salle  Hotel,  Chicago,  Illinois, 
was  attended  by  100  Doctors’  wives,  Presi- 
dents and  Presidents-elect  of  State  Auxil- 
iaries, and  National  Auxiliary  Officers  and 
Chairmen. 

Doctors’  wives  thruout  the  Country  have 
a responsibility  to  their  communities  to  in- 
sist that  local  medical  facilities  are  adequate, 
that  federal  funds  for  medical  aid  be  spent 
wisely,  and  that  community  life  in  rural  areas 
encourage  young  Doctors  to  establish  prac- 
tices there. 

These  points  were  emphasized  by  speakers 
at  the  National  Conference  of  the  Women’s 
Auxiliary  of  the  American  Medical  Associa- 
tion. 

The  Conference  purpose,  according  to  Mrs. 
David  B.  Allman  of  Atlantic  City,  N.  J.,  Na- 
tional President,  is  to  consider  the  role  of  the 
Women’s  Auxiliary  in  promoting  the  A.M.A.’s 
12  point  program  designed  to  improve  the 
health  of  the  Nation. 

Mrs.  Arthur  A.  Herold,  Louisiana,  Presi- 
dent elect,  with  her  charm  and  sparkling 
personality,  most  ably  conducted  the  meet- 
ings in  a manner  which  drew  considerable 
response  from  the  members. 

Discussions  from  all  States  by  Auxiliary 
Presidents,  Presidents  elect,  what  their  re- 
spective states  are  doing,  their  membership, 
problems,  programs,  exchange  of  ideas,  the 
outlines  and  advice  from  all  National  Chair- 
man, the  fine  speakers  that  were  brought  be- 
fore the  Conference,  were  indeed  enlighten- 
ing to  your  President.  I have  come  back  with 
a great  deal  of  enthusiasm  and  more  than 
ever  realize  the  job  every  member  of  our 
Auxiliary  has  before  us. 

It  is  imperative  that  we  unite  and  fight,  to 
be  well  informed  in  order  to  get  before  the 
lay  people  the  facts  regarding  Socialized  Med- 
icine. Write  your  Congressmen,  have  your 
friends  write,  present  to  the  P.T.A.,  A.U.W., 
and  all  other  clubs  in  your  vincinity,  the 
truth.  A suggestion  to  Districts  — have  study 


clubs  to  study  bills  before  Congress,  become 
familiar  with  these  bills  so  you  can  converse 
with  lay  people.  When  the  various  State 
Chairmen  write  your  districts,  please  co- 
operate with  them  and  any  material  you  are 
in  need  of  contact  them. 

Further  on  this  page  you  will  find,  “Ten 
Reasons  why  every  district  should  have  a 
Medical  Auxiliary”  and  tips  for  writing  your 
Congressmen. 

If  all  Auxiliaries  are  well  organized, 
unification  of  their  continuous  efforts  will  re- 
sult in  vital  achievments  for  which  we  are 
mutually  striving. 

TEN  REASONS  WHY  EVERY  COUNTY 
SHOULD  HAVE  A MEDICAL  AUXILIARY 

1.  To  establish  good  fellowship  among  phys- 
ician’s families. 

2.  To  fight  the  socialization  of  the  profession. 

3.  To  promote  the  voluntary  medical  insur- 
ance plans. 

4.  To  educate  the  public  via  radio,  HYGEIA, 
displays,  talks,  brochures. 

5.  To  assist  with  health  programs  in  the 
community. 

6.  To  further  the  nurse  recruitment  pro- 
gram. 

7.  To  study  and  inform  yourselves. 

8.  To  advance  or  oppose  legislation. 

9.  To  work  with  and  as  a unifies  group. 

10.  To  be  alert  at  all  times  to  further  the  aims 
of  the  profession. 

WHEN  YOU  WRITE  DO  IT  RIGHT 

Here  are  ten  general  tips  for  writing  to 
your  Congressmen  as  prepared  by  the  United 
States  Chamber  of  Commerce. 

1.  Address  him  as  The  Honorable , 

M.C.  (for  Member  of  Congress)  or  U.S.S.  (for 
U.  S.  Senator)  and  be  sure  of  who  is  what. 
Address  Senators,  Senate  Office  Building, 
Washington,  D.  C.  and  Representatives,  House 
Office  Building,  Washington,  D.  C. 

2.  Be  Local:  Tell  him  how  a National  ques- 
tion affects  your  business,  your  industry,  your 
community. 

3.  Be  Businesslike:  brief  but  not  terse. 

4.  Be  Specific:  If  you’re  for  something,  say 
so.  If  not,  don’t  hedge. 

(Continued  on  Page  394) 
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PHARMACEUTICAL  DIVISION 

BLISS  C.  WILSON.  Editor 


NEWS  ITEMS 

Lester  Heilman  opened  his  new  drug  store 
in  Eureka  about  the  middle  of  November. 
Lester  formerly  worked  in  the  Woodward 
Pharmacy  in  Aberdeen. 

Frank  L.  Base  who  was  for  a time  asso- 
ciated with  Richard  H.  Isaac  in  Eureka,  is 
now  employed  in  the  Lehr  Drug  at  Rapid 
City.  Frank  reports  that  he  had  at  least  a 
dozen  offers  from  South  Dakota  pharmacies 
but  that  George  Lehr  found  housing  for  his 
family  and  this  was  a prime  factor  in  decid- 
ing to  go  to  Rapid  City.  Frank  is  still  search- 
ing for  his  own  managership  and  eventual 
ownership  of  a drug  store  in  South  Dakota. 

Fred  Eickhoff  who  is  employed  at  Beckers 
Drug,  Rapid  City,  has  applied  for  reciprocal 
registration  from  Nebraska. 

Dick  Dykstra,  registered  as  a pharmacist 
I in  South  Dakota  last  June,  reports  that  he  is 
[ the  father  of  a second  son,  Paul  Douglas, 
born  October  21,  1945.  Dick  is  now  employed 
in  a pharmacy  at  Orange  City,  Iowa. 

Another  pharmacist  of  the  June,  1949,  class, 
has  purchased  a pharmacy  at  St.  Charles, 
Minnesota.  Raymond  A.  Anderson  is  now 
proprietor  of  the  Anderson  Drug  Company 
there. 

A South  Dakota  pharmacist,  Charles  Flan- 
nery, now  of  Sioux  City,  has  been  in  bed  two 
and  a half  years  and  isn’t  to  get  well,  accord- 
ing to  information  received  from  his  wife  re- 
cently. 

Ted  Hustead  is  turning  the  tables  on  his 
many  tourist  customers  by  taking  a three 
weeks  vacation  with  his  family.  Peter  De 
Boer  of  Gettysburg  is  doing  relief  work  at 
the  Wall  Drug  Store  while  Ted  is  away. 

Floyd  J.  Le  Blanc,  Dean  of  Pharmacy  at 
State  College,  attended  the  funeral  services 
of  his  friend  Colonel  James  P.  Murphy  whose 
death  is  announced  elsewhere  in  this  issue. 
Dean  Le  Blanc  reports  that  he  had  a nice 
visit  with  the  pharmacists  of  Rapid  City 
where  he  stayed  overnight  on  his  Black  Hills 
trip. 

Inspector,  Walter  McCurdy,  spent  Thanks- 


giving with  relatives  in  Sioux  City.  He  plans 
to  spend  his  Christmas  vacation  with  his 
daughter  at  Yakima,  Washington. 

Pharmacist  Charles  N.  Reed  is  now  em- 
ployed at  the  McKay-Kelley  Drug  Store  in 
Pierre.  Mr.  Reed  worked  for  Fred  L.  Vilas  in 
Pierre  during  the  ’20s  and  returned  here  from 
Indianapolis,  Indiana  where  he  was  recently 
employed  as  manager  of  a Pharmacy  in  that 
city. 

Harvey  L.  Widmark  who  was  pharmacist 
manager  of  the  Dunning  Drug  Store  in  Sioux 
Falls  for  a short  time  this  summer,  called  at 
the  Secretary’s  office  recently.  Harvey  is 
now  a medical  service  representative  with 
Parke  Davis  & Company’s  Twin  City  Branch. 

Pharmacist,  A.  G.  Port  who  left  the  drug 
business  when  he  sold  his  store  at  Letcher  to 
B.  C.  Wilson  in  1924,  writes  from  Salt  Lake 
City  that  he  is  fed  up  on  just  laying  around 
doing  nothing  and  thinks  he  will  get  back 
into  the  drug  business  again  if  he  can  locate 
a good  store  for  sale.  Mr.  Port  was  a manager 
with  the  Northern  States  Power  Company  at 
Pipestone,  Minnesota  for  over  twenty  years 
after  he  left  Letcher. 

Mrs.  Idella  Eng  is  interested  in  selling  her 
store  at  Midland  to  a registered  pharmacist. 
Her  pharmacist-husband,  J.  C.  Eng,  died  in 
July  of  this  year. 

Floyd  M.  Cornwell,  Harold  L.  Tisher  and 
Bliss  Wilson  were  guests  of  President  Lien- 
bach  during  the  Hobo  Day  festivities. 


RAPID  CITY  PHARMACEUTICAL 

SOCIETY  HOLDS  DINNER  MEETING 

Kendall  T.  EerNisse,  Chairman,  Publicity 
Committee,  reports  that  the  members  of  the 
Rapid  City  Pharmaceutical  Society  recently 
enjoyed  a dinner-meeting  at  the  Alex  John- 
son Hotel. 

Included  in  the  business  meeting  was  dis- 
cussion of  the  Group  Accident  and  Health 
Insurance  program  available  to  members  of 
the  South  Dakota  State  Pharmaceutical  As- 
sociation through  the  office  of  Harold  Diers 
& Company,  Omaha,  Nebraska.  The  plan  re- 
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ceived  unanimous,  favorable  comment,  and 
it  was  stressed  as  being  an  excellent  program 
for  those  individuals  not  already  under  group 
coverage.  Plans  for  fture  social  activities 
were  also  discussed. 

Following  the  dinner  and  business  meeting, 
entertainment  was  provided  by  Dr.  Charles 
Ray,  guest  speaker.  Dr.  Ray  presented  a 
travelogue  on  Cuban  life,  accompanied  by 
movies  he  had  taken  while  vacationing  in 
Cuba.  The  movies  very  vividly  depicted 
varying  concepts  of  Cuban  life  as  compared 
to  American  life.  Dr.  Ray’s  vacation,  inci- 
dentally, was  concurrent  and  quite  in  con- 
trast with  the  South  Dakota  blizzard  of  Jan- 
uary, 1949. 


RECENT  DEATHS 
VETERAN  PHARMACISTS 

Otto  J.  Knorr,  retired  veteran  pharmacist 
of  Marion,  South  Dakota  passed  away  on 
October  18,  1949.  Mr.  Knorr  was  a resident 
of  Marion  at  the  time  he  was  registered  by 
examination  in  1905.  He  owned  and  operated 
“Knorr’s  Drug  Store”  in  Marion  until  his 
retirement  in  1945  when  he  sold  his  business 
to  Pharmacist  Lloyd  E.  Wagner. 

Colonel  James  P.  Murphy,  U.  S.  Army,  re- 
tired, and  a veteran  pharmacist  died  at  the 
Lutheran  Hospital  in  Hot  Springs  on  Novem- 
ber 13,  1949.  Colonel  Murphy  graduated  from 
South  Dakota  State  college  in  1908  with  a 
degree  in  pharmacy.  He  practiced  his  pro- 
fession in  Huron  until  1914  when  he  moved  to 
Rapid  City  where  he  was  engaged  as  a phar- 
macist until  going  to  the  Mexican  border 
with  the  Fourth  South  Dakota  National 
Guard,  in  1916.  Commissioned  an  officer  in 
the  U.  S.  Regular  Army  in  1917,  he  followed 
a military  career  until  he  was  retired  from 
active  duty  on  March  31,  1948.  Colonel  Mur- 
phy was  professor  of  military  science  and 
tactics  at  South  Dakota  State  college  from 
1937  to  1942,  during  which  time  the  unit  had 
an  outstanding  record.  Since  his  retirement. 
Colonel  Murphy  has  done  some  relief  work 
for  pharmacists  in  the  Black  Hills  area. 
Burial  was  made  in  the  Black  Hills  National 
Cemetary  near  Sturgis  on  November  16,  1949. 

Hubert  H.  Humphrey,  Sr.,  president  of 
H.  H.  Humphrey  & Sons,  Inc.,  drug  store,  at 
Huron,  died  in  the  University  of  Minnesota 
hospital  in  Minneapolis  on  November  25, 
1949.  Death  came  a week  after  Mr.  Humphrey 


had  suffered  a stroke  of  paralysis.  He  suffered 
a similar  stroke  last  March  from  which  he 
recovered  after  treatment  in  the  same  hos- 
pital. Humphrey  was  registered  by  examina- 
tion as  a pharmacist  in  1903.  He  opened  his 
own  drugstore  at  Wallace,  South  Dakota  in 
1911  and  moved  the  store  to  Doland  in  1916. 
After  fifteen  years  in  Doland,  his  drug  store 
and  fixtures  were  moved  to  its  present  loca- 
tion in  Huron.  The  deceased  was  the  father 
of  United  States  Senator  Hubert  H.  Hum- 
phrey, Jr.  (D.-Minn.)  who  is  also  a South 
Dakota  Registered  Pharmacist. 


VETERANS  ADMINISTRATION 
RX  NOTICE 

The  Washington  office  of  the  Veterans  Ad- 
ministration has  announced  that  payment 
can  no  longer  be  made  through  pharmaceu- 
tical association  contracts  for  sterile  gauze, 
gauze  bandages  and  absorbent  cotton  which 
are  prescribed  by  physicians  for  Veterans 
Administration  beneficiaries.  The  Veterans 
Administration  regard  these  items  as  “med- 
ical requisites”  and  not  as  “medicine.”  Only 
the  following  listed  items  have  been  approved 
by  the  Veterans  Administration  to  be  sup- 
plied on  VA  prescriptions  as  “medical  re- 
quisites.” 

MEDICAL  REQUISITES 


1.  Insulin  syringe  and  two  (2)  needles 

2.  Two  (2)  hypodermic  (insulin  type) 


3. 

needles 

Atomizer 

5. 

Hot  water  bottle 

4. 

Nebulizer 

6. 

Fountain  syringe 

7. 

Combination 

hot  water  bottle  and 

8. 

syringe 
Ice  Bag 

11. 

Bed  Pan 

9. 

Ice  Cap 

12. 

Enema  can 

10. 

Urinal 

13. 

Feeding  tube 

14. 

Ear  and  ulcer  syringe 

Whenever  sterile  gauze,  gauze  bandages  or 
absorbent  cotton  are  needed  in  the  treatment 
of  a Veterans  Administration  patient,  the 
physician  should  not  write  his  order  for  these 
items  on  the  uniform  VA  prescription  blank 
because  the  pharmacist  cannot  collect  for 
these  items  through  the  South  Dakota  Phar- 
maceutical Association.  Payment  for  these 
items  should  be  made  in  cash  by  the  veteran 
to  the  pharmacist,  who  should  give  a cash 
receipt  for  the  same  so  that  the  veteran  may 
be  reimbursed  by  the  Veterans  Administra- 
tion. 


— 384  — 


Good  Customers  Don’t  Complain* 

(They  just  don't  come  back!) 
by  L.  S.  Flanedy 


The  opportunity  you  have  given  me  and  the 
compliment  you  have  paid  by  inviting  me  to 
speak  on  this  program  are  deeply  appreciated. 
In  return,  I shall  try  to  give  you  some  sugges- 
tions which  may  be  useful  in  your  business. 
I want  to  talk  for  a short  time  about  some  of 
the  neglected  intangibles  of  the  retail  drug 
business,  about  some  of  the  assets  which  so 
easily  turn  into  liabilities. 

I hope  that  none  of  you  will  get  the  im- 
pression that  I intend  to  stand  up  here  and 
occupy  the  next  half  hour  telling  you  how  to 
run  your  business,  because  I certainly  have 
no  right,  nor  do  I intend  to  attempt  any  such 
thing.  My  thoughts,  and  the  comments  I 
wish  to  make  here,  are  based  solely  on  my 
somewhat  extended  observation  of  retail 
drug  operation  throughout  the  past  twenty- 
five  years,  and  I would  like  to  have  you  accept 
my  remarks  as  coming  from  what  might  be 
called  an  “inside  outsider.”  In  other  words, 
from  the  point  of  view  of  a pharmacist  who 
has  an  intense  interest  in  the  success  of  the 
retail  drug  business,  but  who  is  in  a position 
to  take  an  objective  view  of  the  operation  of 
that  business. 

I know  people  do  not  stop  buying  drugs,  but 
the  question  we  all  want  answered  is  — why 
do  they  stop  buying  them  from  you?  How 
often  have  you  awakened  to  the  startling  dis- 
covery that  many  good  customers  — people 
you  thought  liked  you  and  your  store  — just 
are  not  coming  in  anymore?  How  many  cus- 
tomers — new  ones  — are  attracted  by  your 
store  front,  or  by  recommendations  of  friends, 
to  your  store?  How  many  of  these  come  in 
once  or  twice  and  never  come  in  again?  You 
know  that  such  people  do  not  stop  buying 
drugs  — they  just  stop  buying  them  from  you. 
Why  is  this  so?  How  much  good  will  is  be- 
ing transformed  into  “Will  not”  — and  what 
are  you  doing  about  it? 

I want  to  talk  to  you  about  a part  of  your 
business,  a part  of  your  inventory,  about 
which  many  assumptions  have  been  made  but 
about  which  little  has  been  revealed  in  point 
of  fact.  I refer  to  that  intangible  commodity 


commonly  called  good  will.  I would  like  to 
ask  you  just  what  is  your  concept  of  the  term 
good  will.  Just  what  does  it  mean  to  you  and, 
more  importantly,  to  your  clerks?  We  people, 
who  consider  good  will  as  an  important  item 
in  our  inventory,  too  often  assume  that  we 
have  a treasure  of  well  guarded  good  will, 
when  actually  our  treasure  is  leaking  out 
every  minute  — leaking  through  the  little 
cracks  made  by  bad  handling  of  people.  One 
of  these  leaks,  and  a very  serious  one,  is  our 
assumption  that  if  we  have  no  serious  com- 
plaints from  our  customers,  or  our  employees, 
our  treasure  of  good  will  is  safe.  Such  com- 
placency is  fatal,  because  good  customers 
don’t  complain  — they  just  don’t  come  back! 
Let’s  examine  the  factors  of  the  situation  in  a 
little  detail. 

Given  a favorable  location,  good  mer- 
chandise, sound  management,  and  a realistic 
concept  of  the  purpose  of  the  business,  a re- 
til  drug  store  can  be  expected  to  render  a 
profit  to  its  owner.  But,  it  can  be  expected  to 
do  so  only  if  full  recognition  is  made  of  one 
further  element,  and  this  is  the  human  ele- 
ment. The  human  element  in  selling  is  im- 
portant, too,  and  it  deserves  a place  in  your 
balance  sheet  and  in  your  calculations  of 
profit  or  loss,  as  do  fixtures,  stock,  or  any 
other  physical  asset.  What  is  it  in  your  store? 
Is  is  part  of  your  inventory;  and  if  so,  do  you 
honestly  consider  it  as  a profit  or  as  a loss? 
Too  often,  I believe  this  factor  is  completely 
ignored  in  the  balance  sheet.  But  you  can’t 
ignore  it  in  your  daily  store  traffic.  It  has 
been  estimated  that  every  drug  store  has  a 
yearly  loss  of  about  fifteen  per  cent  of  its 
good  customers.  These  are  the  people  who 
move  away  or  die.  Usually  these  are  replaced 
by  new  residents  and  by  births.  But  what 
about  those  who  still  live  in  your  neighbor- 
hood — who  still  by  drug  store  items  — but 
who  no  longer  buy  them  from  you?  Maybe 
their  good  will  has  been  turned  into  will  not 
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by  your  neglect  of  the  human  element  in  your 
inventory. 

We  all  are  painfully  aware  of  the  short- 
comings of  the  human  element  in  selling  dur- 
ing the  past  several  years;  and,  in  fact,  this 
situation  continues  to  a measurable  extent  to 
this  day.  The  war  influence  on  the  character 
of  selling  and  on  the  attitude  of  salesmen  is 
obvious  and  has  been  highly  detrimental.  It 
resulted  in  a chronic  habit  of  what  might  be 
called  “take  it  or  leave  it”  selling.  It  resulted 
in  offense  of  many  customers  and  has  left  an 
odor  which  will  be  long  in  dissipating.  To- 
day, there  is  renewed  emphasis  on,  and  recog- 
nition of,  the  importance  of  service  and  good 
will.  There  is  renewed  recognition  that  the 
customer  is  important.  Too  often  the  elimina- 
tion of  irritating  factors  in  our  sales  effort  has 
been  attempted  simply  by  replacement  of 
bad-habit  personnel  with  untrained  person- 
nel. This  results  in  a huge  turnover,  a con- 
tinuous job  of  training  green  help,  and  in- 
stability of  staff  which  is  disturbing  both  to 
the  employees  and  to  the  customers  whom 
they  serve.  To  open  a gap  in  this  vicious 
cycle,  I would  like  to  suggest  the  advisability 
of  properly  training  the  employees  we  have 
rather  than  continually  facing  a high  turn- 
over rate.  I would  like  to  suggest  that  proper 
training  of  present  employees  is,  in  the  long 
run,  more  profitable  than  a continued  search 
for  new  untrained  sales  people. 

Let’s  talk  about  this  training  idea  for  a 
moment.  The  first  question  that  logically 
presents  itself  is  — who  needs  training?  The 
first  sales  clerk  who  should  be  trained  is  the 
boss  himself!  First,  because  it  is  illogical  to 
assume  that  he  knows  everything  about  sell- 
ing methods;  and  second,  because  even  if  he 
does,  he  must  acquire  a totally  different  at- 
titude to  impart  this  knowledge  to  others 
than  if  he  were  simply  applying  it  to  cus- 
tomers himself.  The  next  question  is:  Who 
gives  this  training?  The  answer  to  that  one 
is  as  varied  as  the  size  and  type  of  the  store 
you  operate.  In  most  cases,  the  logical  man 
to  give  this  training  is  the  man  to  whom  I 
have  just  referred  — the  boss  himself,  par- 
ticularly if  the  number  of  employees  is  small 
and  if  he,  for  that  reason  serves  as  a sales- 
person alongside  his  clerks. 

One  other  way  in  which  this  training  can 
be  obtained  is  through  utilization  of  the 
courses  of  retail  sales  training  which  are 


available  through  the  distributive  education 
programs  now  operating  in  practically  all 
states.  One  of  the  most  serious  mistakes 
which  we  retail  druggists  have  made,  in  my 
opinion,  is  our  failure  to  take  advantage  of 
the  practically  free  training  available  under 
this  distributive  education  program.  Our 
competitors  — the  department  stores,  variety 
stores,  and  many  others  — have  jumped  at 
the  chance  to  have  their  employees  receive 
this  training;  but  we  in  the  drug  business 
have,  with  few  exceptions,  noticeably  failed 
to  accept  this  helping  hand.  It  is  time  that 
we  did  something  about  it,  and  I heartily 
recommend  that  you  investigate  the  possi- 
bilities of  obtaining  this  type  of  training  for 
your  clerks  in  your  home  town.  Through  the 
federal  funds  available  under  the  George- 
Deen  Act,  many  states  have  set  up  depart- 
ments of  distributive  education  to  train  sales 
people  in  all  types  of  retail  store  operation. 
That  is  what  we  need  most  for  our  clerks  — 
not  amateur  training  in  pharmacy,  but  train- 
ing in  the  science  of  selling  — in  the  skill  of 
handling  people  — on-the-job  training. 

If,  however,  your  employees  do  not  have 
ready  access  to  such  help,  it’s  up  to  you. 
Likely  as  not,  they  just  do  not  realize  what  it 
means  to  your  store,  or  to  them,  to  keep  cus- 
tomers coming  back.  They  look  to  you  for 
leadership.  You’re  the  boss  — but,  are  you 
the  manager?  Do  you  give  your  people  the 
leadership,  the  counsel,  the  training,  the 
guidance,  that  they  need  to  become  topnotch 
salespeople? 

The  retail  drug  stores,  you  and  I have  both 
seen  the  type  of  training  which  clerks  too 
often  receive.  It  might  very  well  be  called 
training  by  reprimand.  It  is  the  sort  of  train- 
ing which  a hawk-eyed  boss  gives  by  means 
of  a bawling-out  to  the  clerk  whom  he  has 
watched  do  something  wrong.  In  some  cases, 

I have  even  seen  it  administered  in  front  of 
the  customer.  Such  training,  if  you  can  call 
it  training,  results  only  in  embarrassment  and 
resentment.  Most  employers,  more  en- 
lightened, follow  the  practice  of  calling  the 
clerk  aside  after  the  perpetration  of  a mistake 
and  paternally  explain  the  correction  they  de- 
sire. This,  of  course,  is  better,  but  still  not 
good  enough,  since  it  is  only  done  after  a 
mistake  has  been  made.  We  have  all  heard 
and  read  recommendations  that  stores  hold  j 
sales  meetings;  and,  of  course,  the  larger  | 
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stores  do  this  routinely.  In  smaller  stores, 
however,  it  is  not  done  very  often  because  of 
the  objection  of  the  employer  that  he  has  only 
one  or  two,  or  three  clerks.  He  forgets  that 
a sales  meeting  can  be  held  if  there  are  only 
two  people  present  — the  employer  and  one 
clerk.  Store  sales  meetings  must  be  properly 
handled.  They  must  not  be  run  like  a lecture. 
They  must  not  be  simply  a case  of  the  em- 
ployees gathered  uncomfortably  in  a room  to 
receive  a know-it-all  lecture  by  the  boss.  They 
must  rather  be  conferences  in  which  even  the 
soda  boy  has  a equal  right  to  voice  his 
i opinion.  They  can  be  guided  by  the  boss,  but 
I they  should  not  be  dominated  by  him.  Every 
I man  should  be  given  the  opportunity  to  dis- 
; cuss,  and  even  argue,  the  points  which  the 
i employer  has  presented.  In  this  way,  real 
enthusiasm  can  be  developed,  and  the  ex- 
periences of  the  clerks  with  customers  will 
find  an  appreciative  audience  where  each  one 
can  learn  from  the  other. 

The  next  question  is:  What  will  sales  train- 
ing do?  Some  of  the  answers  are  obvious, 
and  the  enthusiasm  and  spirit  of  teamwork 
( such  meeting  generate  is  one  of  these  obvious 
results.  One  of  the  most  important  things 
which  this  training  will  encourage  and  de- 
velop might  be  called  more  “know  how”  — 
more  knowledge  of  the  merchandise  for  sale 
and  a better  appreciation  of  sales  psychology. 
I am  reminded  of  a story  used  as  an  illustra- 
tion of  this  point  by  Mr.  Fiasco  Moore,  of  the 
Distributive  Education  Department  of  the 
State  of  Texas.  He  tells  the  story  of  the  two 
farmers  from  the  same  farm  area  who  drove 
into  the  town  market,  each  with  a wagon  load 
of  potatoes  for  sale.  Both  sat  on  the  seats  of 
their  wagons  waiting  for  customers.  A wo- 
man approached  the  first  wagon  and  inquired 
of  the  tobacco  chewing  farmer  as  to  the  price 
of  his  potatoes.  His  reply  was  short:  “$3.50 
a bag.”  She  said:  “Why  that  price  is  much 
higher  than  I paid  last  month.  They  were 
only  $3.00  then.”  The  farmer  spit  tobacco 
juice  over  the  side  of  the  wagon  and  said 
curtly:  “Taters  are  up!”  So,  the  woman  went 
to  the  second  wagon  with  the  same  inquiry. 
This  farmer  had  know  how  — he  had  en- 
thusiasm. He  said:  “Madam,  my  potatoes  are 
$4.00  a bag,  and  I want  to  tell  you  about  these 
potatoes.  In  these  bags,  I have  potatoes  of 
every  size  which  you  will  want  in  your  cook- 
ing. I have  nice,  big,  plump  ones  for  baking; 


I have  smaller  ones  for  boiling;  and.  Madam, 
these  potatoes  are  clean.  In  fact,  they  are  so 
clean  that  you  could  take  this  bag  home  and 
dump  them  on  your  parlor  rug  without  find- 
ing a speck  of  dirt.  I’m  proud  of  my  potatoes, 
and  I know  they  will  give  you  satisfaction.” 
The  lady  said:  “Fine  — I’ll  take  two  bags.” 
How  many  of  your  clerks  have  so  little  know 
how,  so  little  enthusiasm,  and  so  little  sales 
training  that  they  are  like  that  first  farmer 
and  treat  your  customers  as  if  “taters  are 
up?” 

All  of  us  have  seen  and  experienced,  during 
recent  years,  examples  of  bad  selling  tech- 
nique. All  of  us  have  been  offended  by  the 
“take  it  or  leave  it”  type  of  salesman  and  by 
the  “just  as  good”  type  of  salesman.  And  we 
all  know  that  our  salespeople  — the  people 
who  really  meet  our  customers  face  to  face 
— can  make  or  break  our  profits.  They  are 
doing  it  daily  in  every  drug  store  in  these 
United  States.  A clerk  with  only  vague  ideas 
of  salesmanship,  with  little  or  no  knowledge 
of  the  product  cannot  be  expected  to  do  much 
of  a job  of  selling  anything  but  what  his  cus- 
tomer demands  — he  cannot  sell  what  you 
want  sold.  With  the  lack  of  “know  how,”  the 
lack  of  enthusiasm,  and  no  incentive  to 
demonstrate  his  salesmanship,  you  very  well 
know  what  is  going  to  happen  — the  same 
thing  that  happens  to  a girl  who  wears  cotton 
stockings.  Nothing!  That  is  bad  enough,  but 
it  is  even  worse  when  a customer  comes  into 
your  store  with  at  least  a partially  formed 
idea  of  what  he  wants  only  to  be  met  by  a 
salesman  who  not  only  does  not  know  what 
he  is  talking  about,  but  one  who  almost  de- 
liberately antagonizes  the  customer.  Then 
you  not  only  lose  the  immediate  sale  — you 
lose  that  customer  forever  after.  You  see. 
walking  out  of  your  door,  a customer  who  is 
a typical  example  of  what  I mean  when  I 
say  — good  customers  don’t  complain  ■ — they 
just  don't  come  back! 

As  example  of  this  attitude  on  the  part  of 
sales  personnel  may  be  appropriate.  It  is 
quoted  from  an  article  by  Briant  Sando,  of 
Louisville,  Kentucky.  He  writes: 

“There  was  line-up  when  the  man  asked  the 
bank  teller  about  renting  a safe  deposit  box. 
‘You’ll  have  to  go  to  Window  6 for  informa- 
tion about  that,’  the  teller  said  curtly.  ‘Like 
heck  I have  to;  the  man  answered.  ‘I  can  just 
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keep  my  stuff  in  the  office  the  way  I have 
been  doing.’  ” 

Every  person  who  contacts  the  public  in 
any  way  should  be  trained  to  do  it  right  . . . 
not  only  in  handling  routine  work  but  in 
talking  effectively  to  people  face-to-face. 

All  of  this  leads  up  to  another  answer  to  the 
question  — what  does  proper  sales  training 
do?  It  does  more  than  sell  merchandise,  more 
than  give  your  clerks  enthusiasm,  more  than 
give  them  more  “know  how”  of  the  products 
you  have  to  sell.  It  helps  to  build  the  most 
difficult  part  of  your  business  structure.  It 
build  good  will  and  good  public  relations.  And 
if  you  have  these  well  built,  you  need  never 
worry  about  more  business  and  more  pre- 
dictable profit.  It  makes  all  the  difference 
between  just  hoping  you  will  get  more  bus- 
iness and  knowing  you  will  get  more  bus- 
iness. 

Now  - — why  is  a better  job  of  sales  person- 
nel training  and  a better  job  of  good  will 
generation  especially  needed  in  retail  drug 
stores?  Many  writers  and  speakers  have  dis- 
cussed the  changing  public  concept  of  the  re- 
tail drug  store.  Some  of  them  have  gone  so 
far  as  to  say  that  the  retail  drug  store,  as 
such,  is  “over  the  hill”  and  that  the  public’s 
attitude  is  that  the  average  retail  drug  store 
of  today  is  little  more  than  a variety  store. 
Maybe  that  old  slogan,  “Try  the  drug  store 
first,”  was  responsible  for  some  of  this  at- 
titude. Maybe  the  wide  and  weird  variety  of 
merchandise  which  we  see  in  so  many  drug 
stores  today  can  be  blamed  for  much  more  of 
it.  The  other  day  I happened  to  be  standing  in 
front  of  a professional  drug  store  whose  win- 
dow permitted  a view  of  the  operation  of  the 
prescription  department.  The  impression  was 
one  of  professional  competence  and  dignity. 
On  the  window  were  the  words  “John  Jones, 
Pharmacist.”  A young  couple  was  standing 
next  to  me  also  looking  through  the  window. 
The  fact  that  they  were  not  from  that  locality 
was  revealed  by  the  young  lady  when  she 
said:  “Gee,  I wish  our  druggist  was  a phar- 
macist.” Her  conception  of  the  average  drug- 
gist was  hardly  promising  to  the  future  of  the 
retail  drug  profession.  Now  from  this  ex- 
ample, we  might  readily  assume  that  the 
public  looks  upon  the  average  retail  drug 
store  of  today  as  a variety  store  in  which  pro- 
fessional aspects  are  shoved  to  the  back- 
ground — so  far,  in  fact,  as  to  be  practically 


invisible.  It  is  true  that  some  retail  drug 
stores  seem  to  contribute  to  this  confusion  as 
to  our  proper  retail  function. 

Actually,  however,  in  spite  of  the  garden 
tools,  outboard  motors,  groceries,  gardenias, 
and  lunch  counters  which  are  such  prominent 
parts  of  some  modern  drug  stores,  the  fact 
still  remains  that  the  sale  of  traditional  items 
is  paramount  in  importance  in  total  drug  store 
volume.  Many  of  you  are  no  doubt  familiar 
with  a recent  Dun  and  Bradstreet  report 
which  brought  out  the  fact  that  in  volume  of 
sales  in  American  retail  drug  stores,  package 
drugs  ranked  number  one;  prescriptions 
ranked  number  two;  and  the  soda  fountain, 
number  three.  Note  that  these,  especially  the 
first  two,  are  traditional  and  properly  pro- 
fessional departments  of  the  retail  drug  store. 

Some  men  have  looked  with  alarm  at  the 
fact  that  while  the  precentage  of  over-all  re- 
tail business  done  by  drug  stores  is  up,  as 
compared  to  pre-war  years,  that  percentage 
increase  is  much  less  than  is  the  case  with 
other  retail  stores.  In  the  last  nine  years,  we 
have  increased  our  average  volume  129.2%; 
but  other  retail  competition  jumped  over 
200% . At  first  glance,  this  fact  might  be  cause 
for  concern  and  might  indicate  that  we  are 
losing  business  to  our  competitors.  In  some 
lines,  no  doubt,  we  are;  but  it  is  important  to 
note  that  we  are  still  getting  a better  increase 
of  business  on  drugs  and  proprietaries  than 
are  our  competitors  in  the  department  store 
and  variety  store  field.  This  statement  is  sub- 
stantiated by  an  exhaustive  survey  recently 
made  by  the  Fawcett  Women’s  Group  of 
Magazines.  This  survey  accurately  sub- 
stantiates this  known  national  trend  — drug 
stores  are  getting  an  increasing  share  of  the 
drug  business.  For  example,  in  1943,  variety 
stores  were  getting  almost  20%  of  the  total 
business  on  first  aid  items,  such  as  cotton,  ad- 
hesive plaster,  and  gauze  bandages,  with  drug 
stores  getting  70%.  In  1947,  drug  stores 
jumped  to  82%  while  variety  stores  slipped 
to  3%.  Roughly  this  same  ratio  applies  to  a 
wide  variety  of  drug  store  merchandise, 
ranging  all  the  way  from  antiseptics  to 
vitamins.  Does  this  mean  that  you  have  noth- 
ing to  worry  about?  No  indeed  — it  simply 
means  that  we  should  interpret  these  facts  as 
solid  guideposts  as  to  where  we  should  place 
major  emphasis  in  our  retail  operation.  Let’s  ' 
turn  this  trend  of  drug  buyers  into  a habit. 
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The  major  challenge  of  competing  retail 
business  is  that  they  are  more  alert  — that 
they  are  better  trained  — and  that  they  are 
more  determined  to  achieve  a greater  per- 
centage of  the  total  business  volume.  We  still 
have  a cushion  of  public  confidence  and  — 
maybe  — public  preference  for  the  drug  store; 
but  unless  we  train  a corps  of  drugstore- 
minded  salesmen,  instead  of  just  clerks,  and 
develop  a new  outlook  on  our  own  part,  it 
won’t  be  long  before  our  competitors  will  pull 
so  many  feathers  out  of  our  cushion  there  will 
be  nothing  left  but  the  cover. 

Most  retail  drug  stores  cannot  survive  on 
prescription  business  alone.  They  must  en- 
gage in  the  over-the-counter  sale  of  a wide 
variety  of  products.  I have  no  quarrel  with 
this  over-the-counter  business;  and  in  fact,  I 
want  to  recorhmend  that  we  add  another  over- 
the-counter  item.  I recommend  that  we  add 
to  the  inventory,  and  aggressively  sell,  in 
every  retail  drug  store,  over-the-counter  pub- 
lic relations!  In  too  many  retail  drug  stores, 
efforts  to  influence  the  public’s  attitude  to- 
ward the  drug  business  have  been  stock,  but 
have  been  used  as  if  they  could  only  be  dis- 
pensed on  prescription.  It  is  about  time  that 
we  put  our  public  relations  on  continual 
display.  It  is  about  time  we  started  to  mer- 
chandise the  merits  of  our  profession  and  our 
business,  over-the-counter. 

Very  well  — you  may  say  — how  can  public 
relations  be  made  an  over-the-counter  pro- 
duct? Over-the-counter  public  relations, 
which  is  nothing  more  or  less  than  the  gen- 
eration of  good  will  for  your  store  and  your 
profession,  cannot  be  adequately  displayed  or 
sold  of  you,  the  owner,  are  the  only  one  who 
understands  the  problem.  And  it  cannot  be 
sold  if  the  merchandise  and  services  which 
you  offer  do  not  measure  up  to  the  impression 
you  want  the  public  to  receive.  Some  retail 
druggists  continue  to  insist  that  their  clerks 
try  to  sell  and  that  their  customers  accept 
what  could  very  well  be  called  “counter 
irritant”  products:  Products  which,  first, 
violate  the  cardinal  rule  that  customers  want 
to  buy  what  they  want  — not  what  you  want 
to  sell;  products  which  are  of  such  nature  that 
sales  clerks  cannot  enhance  their  own  self- 
esteem by  such  sales;  products  which  do  not 
have  an  inherent  quality  which  could  be  de- 
fined as  “clerk  acceptance.”  This  is  the  sort 
of  merchandise  which  I like  to  call  “irritating 


inventory.”  The  conscientious  store  owner  is 
irritated  when  he  sees  it  on  his  shelf  — the 
clerk  is  irritated  when  he  reluctantly  has  to 
push  this  merchandise  — the  customer  is 
irritated  when  he  is  urged  to  buy  it.  No  one 
likes  to  have  unknown  merchandise  forced 
upon  him  — no  one  believes  such  merchan- 
dise is  the  best — no  sales  clerk  really  likes  to 
sell  it  — and  no  retail  druggist  can  take  pride 
in  that  type  of  sale.  So  if  you  have  “counter 
irritants”  in  your  store,  do  something  about 
them. 

I recall  an  incident  I overheard  which,  I be- 
lieve, is  apropos.  Two  little  boys  were  sitting 
on  the  curb,  looking  up  into  a tree  in  which 
was  a nest  full  of  baby  robins.  The  mother 
robin  flew  up  to  the  nest  with  a worm  and, 
in  the  usual  way,  rammed  the  worm  down  the 
throat  of  the  baby  robin.  One  of  the  little 
boys,  observing  this,  said  to  the  other:  “Why 
does  the  mother  robin  have  to  push  the  worm 
so  far  down  the  baby  robin’s  throat?”  The 
other  little  boy  thought  a moment  and  an- 
swered: “I  don’t  know,  but  maybe  the  baby 
robins  don’t  like  worms.” 

Has  it  occurred  to  you  that  perhaps  your 
customers,  like  the  baby  birds,  “don’t  like 
worms?”  It  has  been  increasingly  apparent 
for  a number  of  years  that  success  is  achieved 
quickest  and  most  permanently  by  the  retail 
druggist  who  caters  to  his  customer's  prefer- 
ence. If  you  do  so,  it  will  mean  that  every 
time  you  wrap  a package,  you  also  wrap  up 
another  little  bit  of  good  will  for  your  store. 

What  I have  said  so  far  is  intended  to  im- 
press you  with  the  fact  that  one  of  the  over- 
all problems  of  pharmacy,  as  a business  and 
as  a profession,  is  intimately  associated  with 
one  of  your  intangible  assets  — your  store’s 
good  will.  The  only  place  where  you  can 
cash  in  on  this  asset  is  in  that  vital  last  three 
feet  — the  distance  across  your  counter.  And 
here,too,  is  where  clerk  sales  training  pays 
off.  It  pays  off  in  confidence,  both  on  the 
part  of  the  clerk  and  of  the  customer;  it  pays 
off  in  enthusiasm  and  co-operation  of  your 
sales  people.  It  pays  off  in  profit  to  you;  and 
as  a demonstration  to  the  public  of  your 
loyalty,  and  belief  in  your  profession  and 
your  business.  And  that  is  good  public  rela- 
tions. 

While  it  is  true  that  the  public  relations 
problems  of  pharmacy  must  be  solved  at  the 
drug  store  level,  it  is  still  a fact  that  the  in- 
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dividual  retail  druggist  deserves,  and  must 
have,  the  help  and  guidance  of  his  associa- 
tions and  the  rest  of  the  drug  industry  if  a 
workable  program  is  to  be  developed.  Espec- 
ially is  this  so  if  the  program  is  to  one  which 
is  uniform  and  easily  applied  to  any  type  of 
drug  store,  in  any  city  or  town.  The  trade 
associations  have  both  a responsibility  and  a 
vital  interest  in  this  program. 

Right  here  is  where  so  many  well-thought- 
out  plans  fall  flat  on  their  face.  It  is  a tra- 
ditional habit  of  associations  to  recognize 
problems,  to  appoint  a committee,  and  then  to 
sit  back  and  piously  say;  “OK,  we  have  done 
our  part  — now  let  George  do  it.  In  this  pub- 
lic relations  problem  of  pharmacy,  probably 
more  than  in  any  other  single  program,  such 
an  attitude  will  result  only  in  a waste  of  man- 
power and  moneypower.  I want  to  emphasize 
the  importance  of  those  two  things  — man- 
power and  moneypower.  In  the  job  that  has 
to  be  done,  both  are  highly  essential.  To  be 
successful,  we  must  have  both  unselfish  men 
and  unselfish  money.  All  of  our  efforts  must 
be  directed  toward  the  common  goal;  all  of 
our  plans  must  be  made  with  the  good  of  the 
entire  industry  and  profession  in  mind. 

Let  me  again  emphasize  that  last  statement 
— that  we  must  keep  the  good  of  the  entire 
industry  and  profession  in  mind,  particularly 
as  it  applies  to  programs  and  plans  developed 
for  general  application  by  the  trade  associa- 
tions. I believe  the  plans  and  programs  so 
designed  should  be  developed  at  three  levels: 
First,  we  must  consider  what  might  be  called 
“internal”  public  relations.  Trade  associa- 
tions must  consider  both  internal  and  ex- 
ternal public  relations  problems,  and  it  is 
obvious  that  no  program  of  external  public 
relations  can  be  effective  until  the  industry 
sets  its  own  house  in  order  — until  we  look 
at  ourselves  and  like  what  we  see.  We  people 
who  make  up  the  drug  industry  are  an  ex- 
tremely large  group,  each  with  his  own  par- 
ticular interests  and  his  own  particular  prob- 
lems. Until  we  are  agreed  on  the  necessity  of 
usefulness  and  harmonious  group  action,  we 
cannot  hope  to  affect  public  opinion  in  our 
favor. 

And,  second,  before  a trade  association  can 
formulate  a workable  program  of  public  re- 
lations, it  must  have  a unified  drug  industry 
backing  up  the  plan.  We  must  have  the  un- 
qualified support  of  every  segment  of  the 


drug  business  — unselfish  — enthusiastic  — 
and  with  faith  in  the  other  fellow.  We  must 
believe  in  ourselves  — and  we  must  have 
understanding  of  the  other  fellow’s  problems. 

To  put  it  very  bluntly  — there  have  been 
instances  where  a favorable  public  view  of 
the  drug  industry  has  been  clouded  by  in- 
ternal bickering  and  factional  accusations. 
Whether  these  accusations  have  merit  or  not 
has  no  bearing  on  the  fact  that  what  the 
public  sees  is  what  the  public  believes.  In 
this  respect,  we  have  to  remember  that  we 
in  the  drug  business  are  rather  like  a huge 
family  and  that  we  have  many  neighbors. 
These  neighbors  are  our  competitors,  and  it 
is  fatuous  for  us  to  assume  that  they  will  not 
listen  in  our  family  fights  and  take  advantage 
of  our  occupation  with  our  own  difficulties. 
Therefore,  it  is  essential  that  we  have  har- 
monious internal  conditions  as  a prerequisite 
for  good  external  appearances. 

Recently,  I read  an  advertisement  pub- 
lished in  the  trade  journals  by  Eli  Lilly  & 
Company.  It  impressed  me  as  expressing,  far 
better  than  I could,  how  essential  is  our  in- 
ternal harmony.  I quote  it: 

“The  basis  of  human  disagreement  is 
misunderstanding.  Wherever  misunder- 
standing is  present,  there  are  also  present 
suspicion,  distrust,  and  resentment,  which 
often  leads  to  illogical  conclusions.  No 
family,  no  business  organization,  no  in- 
dustry can  afford  to  allow  misunder- 
standing to  develop  among  its  members. 
The  drug  industry  consists  of  the  three 
essential  elements  of  manufacturing,  dis- 
tributing, and  dispensing.  Each  is  neces- 
sary to  the  existence  of  the  other.  None 
can  endure  without  the  functions  of  the 
others.  The  best  interests  of  all  will  be 
served  by  a full  measure  of  mutual  re- 
spect and  recognition.” 

That  ad  should  make  sense  to  all  of  us,  espec- 
ially when  we  are  considering  how  to  make 
people  like  us.  Truly  we  must  stick  together, 
or  our  business  will  fall  apart. 

So  much  for  the  internal  public  relations. 
Now  we  come  to  the  national  objectives  of  the 
proposed  program.  It  would  be  possible  to 
discuss  this  facet  of  the  problem  for  hours, 
but  I believe  it  can  be  very  simply  stated. 
Our  national  objective  is  just  one  thing, 
namely,  to  persuade  the  public  that  the  drug 
store  deserves  to  exist  as  a specialized  com- 
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munity  service  and  that  the  druggist  is  the 
logical  source  for  the  commodities  and  serv- 
ices which  have  become  traditional  in  the  re- 
tail drug  establishment. 

And  now  for  a discussion  for  the  third,  and 
probably  most  important,  level  at  which 
trade  association  plans  must  be  formulated. 
It  is  a primary  tenet  of  public  relations,  that 
once  started,  the  program  must  never  be  al- 
lowed to  lapse.  Once  momentum  is  gained, 
the  brakes  must  never  be  applied.  To  do  so 
leaves  the  public  with  a confused,  perhaps 
even  suspicious,  opinion;  and  rather  than 
solidify  our  foundation,  it  opens  new  and 
wider  cracks.  Lose  motion  and  lost  momen- 
tum have  caused  many  of  pharmacy’s  past 
public  relations  efforts  to  end  in  almost  a 
fiasco.  They  have  lessened  confidence  in  the 
justice  of  our  claims  and  resulted  in  a tremen- 
dous waste  of  time  and  money.  Tangible  re- 
sults in  public  relations  activity  are  often 
rather  like  building  a dam  across  a river. 
For  a long  time  the  river  below  the  dam  is 
dry,  while  the  dam  fills  up.  Then  suddenly, 
water  rushes  over  the  spillway  and,  backed 
by  the  great  volume  of  water  which  has  de- 
veloped, the  turbines  whir,  and  the  river  be- 
comes a source  of  power  it  never  was  before. 
So,  we  must  have  a head  of  power  and  main- 
tain it  by  our  confidence  and  contributions. 

In  conclusion  — if  you  get  nothing  else  out 
of  this  talk,  I hope  that  you  will  take  home 
with  you  this  one  phrase:  “Good  customers 
don’t  complain  — they  just  don’t  come  back!” 
I feel  that  it  expresses  the  whole  problem  of 
public  relations  in  pharmacy.  I would  like  to 
suggest  that  when  you  get  back  to  your  store 
you  put  up  a sign  where  you  and  your  sales- 
people can  see  it  everyday  — a sign  which 
will  continually  remind  them  that  public  re- 
lations and  good  will  are  one  and  the  same 
thing  — a sign  which  will  help  them  realize 
the  perpetual  necessity  of  turning  every  cus- 
tomer into  a friend  of  your  store. 

And  I ask  that  you,  as  retail  druggists, 
demonstrate  the  traditional  versatility  of  our 
profession  by  being  two  places  at  the  same 
time  — behind  your  association’s  public  re- 
lations program  and  in  front  of  it.  Getting 
behind  it  is  a job  for  all  of  us  in  the  industry, 
and  none  of  us  can  relax  for  an  instant.  Get- 
ting in  front  of  it  is  your  job;  because  you, 
your  salespeople,  your  store,  are  the  face  of 
pharmacy  the  public  sees.  And  never  was  the 


old  saying  more  appropriate:  What  the  public 
sees  is  what  the  public  believes! 


RECENT  ADVANCES  IN  ANESTHESIA 
by  Roland  M.  Mayer,  M.D. 

The  entire  speciality  of  Anesthesiology 
could  be  classified  under  recent  advance- 
ments in  medicine,  as  it  was  only  a little  over 
one  hundred  years  ago  that  ether  was  first 
used  to  alleviate  the  pain  of  a surgical  opera- 
tion. Since  that  day  many  newer  and  safer 
developments  have  been  introduced.  The 
earrlier  anesthetics  were  administered  by 
placing  a gauze  moistened  with  the  drug 
over  the  patient’s  face.  This  was  then  fol- 
lowed by  various  attempts  to  improve  on  this 
crude  technique.  The  development  of  the 
closed  system  anesthesia  machine  with  a soda 
lime  canister  for  the  absorption  of  the  carbon 
dioxide  was  a great  step  in  making  anesthesia 
relatively  safe.  This  system  also  made  it 
possible  to  use  many  agents  which  would  be 
either  too  volatile,  or  too  expensive  to  be 
given  by  the  open  drop  technique.  Nitrous 
oxide,  ethylene  and  cyclopropane  are  prac- 
tically always  administered  with  an  anes- 
thesia machine. 

Even  with  the  newer  drugs  and  machines, 
one  frequently  has  difficulty  with  obstruc- 
tion in  the  airway.  McGill  of  England  over- 
came this  hazard  by  developing  a soft  rubber 
tube  which  could  be  placed  through  the  nose 
or  mouth  directly  into  the  trachea.  This  type 
of  anesthesia  is  termed  endoctracheal  anes- 
thesia. By  either  packing  the  pharynx  tight, 
or  by  the  use  of  a small  rubber  balloon  cuff, 
a completely  closed  system  can  be  maintained. 
With  such  anesthesia  it  is  possible  to  enter 
the  chest  for  pulmonary  or  cardiac  surgery. 
No  matter  how  large  the  opening  is  in  the 
chest  wall,  the  anesthestist  can  breath  for  the 
patient  by  manually  inflating  and  deflating 
the  rubber  bag  on  the  anesthesia  machine. 
More  recent  advances  in  anesthesia  for 
thoracic  surgery  include  bronchial  intubation, 
which  consists  of  placing  a tube  directly  into 
the  bronchus  of  the  opposite  lung  to  which 
surgery  is  to  be  performed.  This  prevents 
secretions  from  filling  the  tube  during  the 
manipulation  of  surgery. 

The  last  war  did  much  to  publicize  intra- 
venous anesthesia.  Perhaps  the  most  common 
drug  used  for  this  type  of  anesthesia  is  So- 
dium Pentothal.  This  drug  was  first  intro- 
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duced  in  1935  by  Dr.  Lundy  of  the  Mayo 
Clinic.  It  has  many  of  the  properties  needed 
for  war-time  surgery,  as  it  is  a non-explosive, 
short-acting,  easily  administered  drug.  It 
does  not  require  elaborate  equipment  and 
most  patients  enjoy  the  rapid  easy  induction 
and  limited  after  effects  of  this  form  of 
anesthesia.  However,  the  drug  has  definite 
disadvantages  which  soon  became  apparent. 
For  example,  Pentothal  does  not  cause  suf- 
ficient relaxation  by  itself  for  major  surgery 
without  supplementation  by  some  other  agent 
or  drug. 

One  of  the  agents  most  frequently  used  to- 
day to  cause  muscular  relaxation  is  curare 
and  the  synthetic  curare-like  compounds. 
Perhaps  no  single  drug  has  ever  received  as 
much  publicity  in  anesthesia  journals  as  this 
product.  Curare  has  long  been  known  to  man 
as  the  arrow  tip  poison  of  the  South  Amer- 
ican Indians.  Sir  Walter  Raleigh  brought 
curare  back  to  Queen  Elizabeth  in  1584.  The 
many  weird  and  fantastic  tales  discouraged 
investigation  until  about  1745  when  French 
investigators  began  work  using  the  drug. 
After  that  many  used  the  drug  with  incon- 
sistant  results  due  to  the  many  impurities  in 
the  substance.  In  1844  the  famous  French 
physiologist,  Claude  Bernard,  demonstrated 
that  the  effect  of  curare  was  on  the  my- 
oneural junction.  It  was  not  long  after,  that 
clinical  application  of  the  drug  was  attempted 
by  French  physicians  in  an  effort  to  prevent 
the  convulsions  of  epilepsy,  but  they  lacked  a 
sufficient  quantity  of  the  drug  to  determine 
its  value.  That  same  century  saw  its  use  in 
the  treatment  of  tetanus,  hydrophobia,  and 
other  spastic  diseases  such  as  Parkinson’s 
disease,  parathyroid  tetany,  and  hemiplegia. 

Recent  enthusiasm  for  the  drug  is  due  to 
Richard  Gill  and  Drs.  Bennett  and  McIntyre 
from  Omaha,  Nebraska.  Richard  Gill,  an  ex- 
plorer, was  injured  while  on  an  expedition  in 
the  Ecudorian  jungles.  His  injury  resulted  in 
a spastic  paraplegia.  While  recuperating  from 
his  injuries,  he  considered  the  possibility  of 
utilizing  curare  to  relieve  the  spasticity.  He 
then  organized  another  expedition  into  South 
America  for  the  purpose  of  finding  the  source 
of  curare  and  its  method  of  extraction.  He 
learned  the  plants  from  which  curare  was 
extracted  and  the  methods  the  Indians  used. 
Upon  his  return  to  America,  Gill  was  able  to 
convince  Dr.  McIntyre  of  the  University  of 


Nebraska  of  its  possibilities.  McIntyre  ex- 
perimented in  his  pharmacological  labora- 
tories, and  his  associate  Dr.  A.  E.  Bennett  used 
the  drug  clinically.  Dr.  Bennett  is  a psy- 
chiatrist who  used  the  drug  to  control  the  con- 
vulsions associated  with  Metrazol  and  electric 
shock  therapy.  These  men  turned  the  sub- 
stances over  to  the  Squibb  Company  for 
commercial  preparation,  and  in  1939  a new, 
stable,  and  predictable  curare  preparation 
was  introduced.  Dr.  Bennett  exhibited  his 
work  at  the  1940  American  Medical  Associa- 
tion meeting,  and  the  possibility  of  its  use  in 
anesthesia  was  considered.  Dr.  Griffith  of 
Montreal  was  the  first  to  report  its  use  as  an 
adjunct  to  anesthesia.  At  first  some  investi- 
gators thought  that  curare  had  analgesic  or 
anesthetic  properties,  and  much  less  anes- 
thetic was  used  when  curare  was  adminis- 
tered for  relaxation.  Scott  Smith  of  the  Uni- 
versity of  Utah  performed  one  of  the  most 
courageous  experiments  ever  known  to  prove 
the  lack  of  cerebral  effects  of  curare.  Over 
two  and  one  half  times  the  normal  completely 
paralyzing  dose  of  the  drug  was  administered 
to  Dr.  Smith.  While  his  associates  intubated 
and  breathed  for  him,  he  was  subjected  to 
various  tests  and  painful  stimule.  He  def- 
initely proved  that  there  was  no  analgesic  or 
anesthetic  action  to  curare.  This  drug  which 
has  done  so  much  to  make  surgical  anesthesia 
easier  and  safer  also  has  been  used  success- 
fully in  the  treatment  of  tetanus  and  other 
diseases  requiring  muscle  relaxation. 

Spinal  anesthesia  has  been  used  since  the 
turn  of  the  century,  but  recently  two  new 
developments  have  increased  its  popularity. 
In  1940  Dr.  Lemmon  devised  a mattress  and  a 
malleable  needle  apparatus  so  that  the  anes- 
thetic could  be  administered  over  a prolonged 
time  by  using  fractional  doses  of  the  anes- 
thetic drug  through  the  malleable  needle 
which  is  left  in  place  during  surgery.  Shortly 
thereafter  a small  catheter  technique  was  de- 
veloped. This  method  enabled  a small 
ureteral  catheter  to  remain  in  the  spinal  canal 
during  the  operation  and  additional  anesthetic 
could  be  administered  as  needed.  This  con- 
tinual or  fraction  technique  increased  the 
scope  and  safety  of  spinal  anesthesia. 

Other  attempts  to  prolong  the  action  of 
spinal  anesthesia  include  the  development  of 
longer  acting  agents  such  as  Pontocaine  and  i 
Nupercain.  Even  more  recently  various 
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anesthesiologists  have  added  vasoconstrictors 
to  the  spinal  anesthetics.  Epinephrine,  ephe- 
drine,  and  neosynephrine  have  been  used 
with  an  increase  in  the  duration  of  anesthesia 
up  to  sixty  percent  in  some  instances.  Of 
these  vasoconstrictors,  epinephrine  and  neo- 
synephrine have  proved  to  have  a more  con- 
sistant  action.  This  is  not  a completely  new 
idea,  having  been  tried  in  1911  and  1913  but 
was  discarded  until  the  past  few  years. 

Spinal  anesthesia  in  the  form  of  a saddle 
block  has  become  a very  popular  form  of 
obstetrical  anesthesia.  This  technique  con- 
sists of  administering  the  subarachnoid  anes- 
thetic with  the  patient  in  the  sitting  position. 
When  a hyperbaric,  or  heavier  than  spinal 
fluid,  anesthetic  is  used,  the  drug  gravitates 
to  the  bottom  anesthetizing  only  the  saddle 
area  and  thus  not  affecting  the  progress  of 
labor. 

Shortly  after  the  introduction  of  the  con- 
tinual spinal  technique,  the  same  idea  was 
applied  to  caudal  anesthesia.  This  type  of 
anesthesia  differs  from  spinal  anesthesia  in 
that  the  anesthetic  solution  is  deposited  in  the 
caudal  canal  surrounding  the  dura  or  cover- 
ing of  the  spinal  canal.  In  spinal  or  subarach- 
noid anesthesia,  the  drug  is  placed  inside  the 
dura  in  the  spinal  canal.  These  forms  of 
anesthesia  are  well  suited  to  obstetrical  use 
because  of  the  nervous  inervation  of  the 
uterus.  The  motor  nerves  to  the  uterus  orig- 
inate about  four  segments  higher  in  the  spinal 
cord  than  do  the  sensory  nerves.  Hence,  it  is 
possible  to  block  the  painful  stimulation  of 
labor  while  not  hindering  the  progress  of 
contraction  of  labor  by  placing  the  anesthetic 
solution  above  the  sensory  nerves  to  the 
uterus,  but  not  as  the  motor  nerves.  This 
regional  type  of  anesthesia  is  beneficial  to 
the  baby  as  there  is  no  general  anesthetic 
agent  passing  through  the  placenta  to  depress 
respiration.  Caudal  or  saddle  block  also  re- 
laxes the  perineum,  causing  less  resistance  to 
the  baby’s  head. 

Regional  or  nerve  block  has  been  used  in 
the  therapy  of  various  conditions.  For  ex- 
ample, the  blocking  of  the  lumbar  sym- 
pathetic ganglions  with  a local  anesthetic 
agent  prevents  vasospasm  and  increases  the 
circulation  of  the  lower  extremity.  Likewise 
a block  of  the  stellate  ganglion  in  the  neck  in- 
creases the  circulation  to  the  head  and  upper 
extremity.  These  sympathetic  blocks  are  in- 


dicated in  peripheral  vascular  diseases  as 
Raynauld’s  Disease,  Buerger’s  Disease, 
Thrombophlebitis,  Embolus,  and  Causalgia. 
Some  men  advocate  stellate  ganglion  blocks 
as  treatment  for  cerebral  vascular  accidents 
and  pulmonary  embolus.  Individual  nerve 
block  of  the  involved  intercostal  nerve  with  a 
long  acting  anesthetic  agent  is  excellent 
therapy  for  fractured  ribs  as  it  relieves  the 
pain  and  enables  the  patient  to  breath  deeply 
and  thus  preventing  further  pulmonary  comp- 
lication. Intravenous  procaine  is  of  definite 
value  in  many  painful  conditions  such  as 
arthritis,  trauma,  and  neuralgia. 

Developments  in  anesthesia  have  made 
possible  surgical  procedures  which  never  be- 
fore could  be  attempted.  Many  of  these 
anesthesia  advances  have  resulted  from  re- 
search by  the  pharmacutical  firms  or  by  in- 
dividuals with  the  cooperation  of  the  phar- 
maceutical companies.  For  these  accomplish- 
ments, which  have  made  anesthesia  and  sur- 
gery safer,  the  medical  profession  is  indeed 
grateful. 


"CANCER" 

by  Dr.  John  C.  Rodine 

My  remarks  will  be  of  a general  nature  be- 
cause there  is  so  much  to  be  said  about  cancer. 

This  past  year  one  hundred  and  eighty- 
eight  thousand  people  died  of  cancer,  which 
means  there  was  one  death  every  three 
minutes  due  to  cancer  during  the  past  year. 
Cancer  causes  more  deaths  than  any  other 
disease  except  heart  disease.  It  is  true  that 
the  public  is  becoming  more  conscious  of  the 
cancer  problem,  and  this  is  the  result  of  lay 
education  which  has  taken  place  the  past  few 
years  in  the  form  of  slides,  free  clinics,  drives 
for  funds  for  research,  magazine  articles,  etc. 
People  are  becoming  more  cancer  conscious 
and  realize  the  need  of  early  detection  and 
treatment. 

Although  a great  deal  has  been  done  in  the 
study  of  cancer,  which  has  resulted  in  more 
accurate  diagnosis,  and  also  prolonging  life, 
doctors  have  almost  reached  the  “end  of  the 
rope”  as  far  as  the  cause  and  the  cure  of 
cancer.  We  do  know  that  an  early  diagnosis 
means  a much  better  chance  of  recovery,  or 
at  least  prolonging  life.  Free  clinics  have 
been  set  up  in  our  larger  cities  where  people 
can  go  for  free  examinations,  however,  there 
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are  only  thirty-two  of  these  clinics  in  the 
United  States. 

The  most  effective  present  day  methods  in 
the  treatment  of  cancer  are  surgical  removal, 
x-ray  therapy,  and  radium.  As  you  know  we 
can  only  give  a certain  amount  of  x-ray 
therapy  because  the  skin  will  break  down  and 
it  is  not  often  effective  over  a long  period  of 
time. 

The  use  of  drugs,  such  as  opiates  and  their 
derivatives,  do  give  the  patient  a feeling  of 
well  being,  but  they  do  not  get  to  the  base  of 
the  trouble.  Nitrogen  mustards  and  morphine 
have  also  been  used,  but  we  find  they  often 
cause  side  effects  such  as  severe  pain  and 
nausea  so  their  use  is  rather  limited. 

New  diagnostic  techniques  are  Papan- 
icolauou’s  stain,  cervical  cytology,  and 
lodioacetic  Index. 

The  ultimate  solution  of  cancer  will  prob- 
ably rest  largely  on  a molecular  or  chemical 
basis.  Our  hope  for  the  molecular  approach 
lies  in  the  finding,  through  biochemistry,  of 
the  substance  that  causes  the  change  in  the 
cell  that  produces  the  “chain  reaction.”  The 
field  of  chemotherapy  has  as  yet  little  to  offer, 
but  we  do  see  some  indication  of  aid  in  the 
use  of  isotopes,  nitrogen,  mustard,  etc.  The 
hormonal  treatment  has  been  of  some  aid  in 
relieving  suffering  and  also  prolonging  life. 
I do  not  expect  chemotherapy  or  hormonal 
therapy  to  supplant  our  present  methods, 
namely  surgery  and  roentgen  therapy,  but 
it  will  be  another  adjunct  in  combating  can- 
cer. 


AUXILIARY  ACTIVITIES 

(Continued  from  Page  382) 

5.  Be  Polite:  Congressmen  deserve  dignified 
treatment. 

6.  Be  Reasonable:  seek  only  possible  things. 

7.  Be  Yourself:  use  your  own  letter-head 
and  letter  style. 

8.  Request  Action:  you’ve  told  him  where 
you  stand,  now  ask  him  where  he  stands. 

9.  Be  Appreciative:  thank  him  for  good 
votes,  compliment  his  better  speeches,  and 
praise  his  staff,  too. 

Your  Senators  and  Representatives  are: 

Sen.  Karl  Mundt 

Sen.  Chan  Gurney 

Hon.  Francis  Case 

Hon.  Harold  Lovre 


CARE  OF  HAND  INJURIES 

(Continued  from  Page  378) 
ered  tendons  requires  splinting  in  a 
position  to  insure  the  least  strain  on 
their  suture  lines.  If  nerves  have  been 
severed,  the  position  of  function  is  par- 
ticularly important  to  prevent  deform- 
ity due  to  contracture  of  active  muscles 
when  their  opponents  are  denervated 
and  paralyzed. 

B — Aftercare 

(1)  Antibiotics  and  tetanus  antitoxin  (or 
toxoid)  are  administered  systemically 
as  prophylaxis  against  infection. 

(2)  The  extremity  is  kept  elevated  for  the 
first  three  or  four  days. 

(3)  Dressings  are  not  removed  for  several 
days,  usually  one  week,  unless  infection 
develops. 

(4)  The  healing  of  severed  tendons  and 
nerves  requires  three  weeks  of  uninter- 
rupted immobilization. 

(5)  When  nerves  are  severed,  corrective 
splinting  is  necessary  until  reinnerva- 
tion of  paralyzed  muscles  has  occurred. 

(6)  Restoration  of  function  is  best  secured, 
after  healing,  by  directed  voluntary 
exercise  and  appropriate  occupational 
therapy. 

Sponsored  by:  Committee  on  Trauma, 
South  Dakota  Division  — American  College 
of  Surgeons,  O.  S.  Randall,  M.D.,  State  Chair- 
man. 


SIOUX  FALLS  DRUGGISTS 

REORGANIZE  LOCAL  ASSOCIATION 

At  a meeting  called  late  in  September  for 
the  purpose  of  making  preliminary  arrange- 
ments to  entertain  the  South  Dakota  Phar- 
maceutical Association  at  their  1950  conven- 
tion, the  druggists  of  Sioux  Falls  decided  to 
reorganize  the  Sioux  Falls  Retail  Druggists 
Association  which  had  been  dorment  since 
the  war-years.  Charles  F.  Van  De  Walle  was 
elected  President  and  Murray  D.  Widdis, 
Secretary-Treasurer.  The  group  decided  to 
hold  monthly  meetings  for  the  purpose  of  de- 
veloping a closer  relationship  and  under- 
standing between  the  drug  stores  in  the  city 
and  to  sponsor  programs  for  their  mutual 
benefit. 

The  third  meeting  of  the  Sioux  Falls  Re- 
tail Druggists  Association  was  held  at  the 
Cataract  Hotel  at  10:00  P.  M.  on  Wednesday 
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evening,  November  30th.  The  high-light  of 
the  program  was  a sound  motion  picture  pre- 
sented by  the  Johnson  & Johnson  Company 
entitled  “Selling  as  Customers  Like  It.” 
George  Williams,  local  sales  representative  of 
Johnson  & Johnson,  spoke  briefly  on  how 
material  for  the  film  had  been  obtained  by 
personal  interviews  with  all  phases  of  the 
drug  industry  and  with  the  customers  who 
buy  the  merchandise  sold  in  drug  stores.  The 
several  points  emphasized  to  please  the  cus- 
tomer and  increase  sales  have  been  carefully 
portrayed  in  this  film.  Mr.  Williams  pointed 
out  that  druggists  generally  should  take  every 
advantage  of  advertising  and  sales  helps  of- 
fered by  leading  manufacturers.  Secretary, 
Bliss  C.  Wilson,  spoke  briefly  regarding  the 
work  that  would  be  required  of  local  phar- 
macists for  entertaining  the  next  convention 
of  the  S.  D.  Ph.A.  to  be  held  in  Sioux  Falls, 
June  13,  14,  15,  1950,  and  of  the  progress  made 
thus  far  in  preliminary  arrangements. 

Following  the  program  a delightful  lunch 
was  served  and  the  thirty  or  more  phar- 
macists who  attended  were  on  their  way 
home  shortly  after  midnight. 


PHARMACY  BULLETINS  TO  BE 
RESUMED 

During  the  calendar  year,  1949,  every  regis- 
tered pharmacy  received  this  journal  as  the 
official  publication  of  the  association  and  the 
State  Board  of  Pharmacy.  The  price  of  the 
yearly  subscription  was  remitted  jointly  by 
the  Board  and  Association  for  all  pharmacies 
registered  as  of  January  1,  1949.  Official 
notices  under  “Boaxd  of  Pharmacy  Bulletin” 
reached  every  pharmacy  in  the  state. 

Now  that  the  resolutions  have  been  re- 
cinded  whereby  the  Board  of  Pharmacy  and 
Association  remit  a paid  subscription  for  each 
registered  pharmacy  and  complete  coverage 
of  all  drug  stores  is  no  longer  assured,  the 
Secretary’s  Office  will  resume  the  mimeo- 
graphed bulletins  for  all  official  notices  to 
registered  pharmacies,  after  January  1,  1950. 


LAST  CHANCE  TO  DEFEAT  S.  1008 
Druggists  throughout  the  country  are 
warned  that  the  deadline  to  act  to  defeat  S. 
1008  is  very  near.  This  warning  comes  from 
George  H.  Frates,  Washington  Representative 


of  the  N.  A.  R.  D.,  in  his  report  in  the  Novem- 
ber 21  issue  of  the  N.  A.  R.  D.  Journal.  Ac- 
cording to  Mr.  Frates  it  is  imperative  for 
every  retail  druggist  to  exert  his  influence 
upon  the  senators  from  his  state  and  tell 
them  what  the  Robinson-Patman  Act  has 
done  for  retailers.  Action  on  S.  1008  which 
would  emasculate  the  Robinson-Patman  Act, 
was  deferred  until  January  20  on  the  con- 
ference report  before  Congress  recessed.  Mr. 
Frates  points  out  that  the  law  prohibits  manu- 
facturers from  price  discrimination  and  he 
goes  on  to  say: 

“It  means  that  if  a retailer  buys  one-quarter 
dozen,  a dozen,  gross  or  carload  lot  of  a given 
product  the  same  prices  quoted  must  be 
available  to  all  qualified  buyers. 

“When  the  United  States  Supreme  Court 
ruled  that  the  Federal  Trade  Commission  was 
right  in  its  contention  that  manufacturers 
were  guilty  of  violating  the  anti-trust  laws 
is  using  the  traditional  “freight  absorption” 
and  “basing  point”  systems,  it  didn’t  say  that 
the  usages  of  these  methods  were  illegal  per 
se.  It  said  they  were  illegal  when  used  in 
collusion.  Collusion,  according  to  Webster, 
means  an  act  of  deceit  and  fraud. 

“A  retailer  might  wonder  what  this  has  to 
do  with  the  drug  business.  The  answer  is  — 
plenty!  If  S.  1008  is  permitted  to  become  law 
the  Robinson-Patman  Act  goes  down  the 
drain. 

“Big  business  does  not  like  the  Robinson- 
Patman  law.  It  is  a hindrance  to  these  who 
want  to  deal  from  the  bottom  of  the  pack.  If 
this  is  not  true,  why  didn’t  they  caption  S. 
1008  an  act  to  repeal  the  Robinson-Patman 
Act  instead  of  camouflaging  with  a title  to 
define  the  application  of  the  Federal  Trade 
Commission  Act  and  the  Clayton  Act  to  cer- 
tain pricing  practices?  Why  did  the  pro- 
ponents of  S.  1008  put  up  such  a fight  to 
styme  the  original  amendments  offered  by 
Senator  Estes  Kefauver?  When  the  bill  got 
over  to  the  House,  why  did  the  Judiciary 
Committee  eliminate  the  Kefauver  amend- 
ments? Why  was  there  such  a fight  on  the 
House  floor  when  the  Carroll  amendments 
were  proposed  and  finally  adopted?  The 
Kefauver  and  Carroll  amendments  would  at 
least  soften  the  impact  on  the  Robinson-Pat- 
son  law.” 
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N.A.R.D.  52nd  CONVENTION  GOES  TO 
LONG  BEACH 

WEEK  OF  OCTOBER  15.  1950 

The  N.A.R.D.  Executive  Committee  re- 
cently voted  to  hold  the  52nd  annual  conven- 
tion of  the  N.A.R.D.  in  Long  Beach,  Cali- 
fornia, the  week  of  October  15th.  John  G. 
Wagner  of  Long  Beach  long  had  devoted  ef- 
forts to  bring  a convention  of  the  N.A.R.D.  to 
“The  Play  Spot  of  the  Pacific.”  He  wired  in 
response  to  the  acceptance  of  the  invitation 
extended  to  the  N.A.R.D.  to  meet  in  Long 
Beach  that  a dream  of  more  than  a decade 
had  come  true  and  he  added:  “You  can  count 
on  us  to  do  everything  possible  to  insure  a 
humdinger  of  a convention  in  1950.” 


THE  1950  OBJECTIVES  OF  THE 
NATIONAL  ASSOCIATION  OF 
RETAIL  DRUGGISTS 
Determined  ai  the  meeting  of  the  Executive 
Committee  of  the  N.A.R.D.  held  in  Chicago. 

November  14.  15  and  16 

1.  To  do  everything  possible  to  insure  the 
survival  of  the  system  of  small  business  and 
all  other  fundamental  institutions  of  liberty 
in  the  United  States. 

2.  To  strive  with  determination  against  the 
establishment  of  compulsory  national  health 
insurance  or  any  system  of  medical  care 
which  would  destroy  the  private  enterprise 
status  of  the  health  professions;  and,  further, 
to  assist  in  the  promotion  and  also  the  effec- 
tuation of  any  plan  that  would  make  avail- 
able the  best  of  medical  care  to  people  un- 
able to  provide  for  it  themselves  through 
voluntary  prepaid  health  insurance  or  other- 
wise. 

3.  To  project  through  the  Bureau  of  Educa- 
tion on  Fair  Trade  and  otherwise  extensive 
activities  aimed  to  enlighten  the  retailers  and 
the  consumers  on  the  benefits  they  derive 
from  Fair  Trade. 

4.  To  induce  more  druggists  to  devote  time 
to  public  relations  programs  that  increase  the 
prestige  of  the  drug  store  and  the  profession 
of  pharmacy. 

5.  To  encourage  revisions  of  the  curricula 
of  the  pharmacy  colleges  in  order  to  make  the 
regular  course  of  four  years  provide  adequate 
knowledge  for  the  graduates  on  the  eco- 
nomics of  drug  store  operation. 

6.  To  intensify  the  opposition  to  the  excise 
tax  on  cosmetics  and  baby  care  items  to  the 


end  that  the  repeal  of  the  levy  may  be  made 
certain  in  1950. 

7.  To  bring  to  the  attention  of  the  phys- 
icians of  the  country  the  opposition  of  the 
druggists  to  unethical  practices  associated 
with  the  operation  of  pharmacies  owned  by 
physicians  and  also  unnecessary  dispensing 
of  drugs  by  physicians,  which  restrict  the 
public  in  the  free  choice  of  pharmaceutical 
services. 

8.  To  make  additional  efforts  to  encourage 
the  manufacturers  to  consider  the  increased 
overhead  of  drug  store  operation  in  connec- 
tion with  revisions  to  make  possible  equitable 
markups. 

9.  To  strive  for  enactment  of  H.  R.  4203 
which  was  introduced  in  Congress  to  exempt 
prescriptions,  inclusive  of  refills,  from  the 
application  of  Section  503  of  the  Federal  Food, 
Drug  and  Cosmetic  Act. 

10.  To  oppose  every  bill  introduced  in  Con- 
gress to  place  barbiturates  and  benzedrine 
under  the  Harrison  Narcotic  Act. 

11.  To  recommend  to  the  manufacturers  of 
products  subject  to  the  excise  tax  that  they 
state  on  the  packages  that  the  products  are 
taxable,  and  also  that  they  give  the  exact 
amount  of  the  excise  tax  on  combinations 
that  include  taxable  products  with  items  that 
are  exempt  from  the  excise  tax. 

12.  To  promote  the  adoption  of  uniform  price 
lists  and  catalogs  to  include  (1)  names  of  the 
products  (trade  and  chemical),  (2)  size  of  unit, 
(3)  list  price,  (4)  descriptions  of  the  products 
(with  stipulations  as  to  use  and  dosage),  and 
(5)  statements  on  whether  prescriptions  are 
required  to  dispense  the  products. 

13.  To  continue  efforts  to  bring  about  a sub- 
stantial reduction  of  the  excise  tax  on  med- 
icinal alcohol. 

14.  To  publicize  the  contributions  of  the 
druggists  to  the  betterment  of  public  health. 

15.  To  continue  participation  in  the  nation- 
wide campaign  against  obscene  and  vicious 
comic  books  and  magazines. 

16.  To  intensify  efforts  to  eliminate  block  or 
group  sales  of  magazines  whereby  distribu- 
tors force  undesirable  periodicals  on  the 
druggists. 

17.  To  recommend  to  the  manufacturers  of 
pharmaceutical  preparations  that  they  curtail 
promiscuous  distribution  of  samples  to  phys- 
icians. 

(Concluded  on  Page  366) 
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Radiopaque  diagnostic  medium . . . 
Original  development  of  Searle  research 


now 


lodochlorol*  “"L 


BRAND  OF  CHLORIODIZED  0!L 


Clear  visualization  of  body  cavities — for  the  roentgen  investigation  of 
pathologic  disorders  involving  sinuses  . . . bronchial  tree  . . . uterus  . . . 
fallopian  tubes  . . . fistulas  . . . soft  tissue  sinuses  . . . genitourinary  tract 
. . . empyemic  cavities. 

lodochlorol  is  notably  free  from  irritation,  free-flowing,  highly  stable 
and  has  pronounced  radiopaque  qualities.  It  contains  the  two  halogens, 
iodine,  27  per  cent,  and  chlorine,  7.5  per  cent,  organically  combined 
with  a highly  refined  peanut  oil. 

lodochlorol  is  available  in  bottles  containing  20  cc.  of  the  radiopaque 
medium;  each  one  is  packed  in  an  individual  carton.  G.  D.  Searle  & 
Co.,  Chicago  80,  Illinois. 

Searle 


RESEARCH 


IN  THE  SERVICE  OF  MEDICINE 
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Extracts  of  Molds — (Continued  from  Page  367) 
Preparation  of  the  mold  extracts  by  the 
method  discussed  removed  the  possibility  of 
histamine  from  the  breakdown  products  of 
peptone,  thus  eliminating  false  positive  skin 
reactions.  It  also  avoids  the  useless  procedure 
of  phyosensitization  to  peptone.  All  the  in- 
gredients used  in  the  media  were  selected  be- 
cause of  their  high  degree  of  solubility  and 
thus  would  be  readily  removed  by  a single 
washing  of  the  mold  pellicles. 

The  extracts  prepared  by  peptone-free 
media  eliminated  the  additional  number  of 
washings.  It  is  our  opinion  that  several  wash- 
ings of  the  mold  pellicles  prepared  by  pep- 
tone-broth media  may  eliminate  excess  pep- 
tone in  the  final  extract,  but  in  doing  so  re- 
duces the  antigenic  potency  of  the  extract  by 
absorption  of  some  of  the  mold  protein. 

It  is  apparent  from  the  group  of  controls 
and  the  percentage  of  positive  skin  reactions 
that  these  extracts  are  no  more  irritant  than 
extracts  made  by  other  procedures.  Bierber- 
dorf  and  Hampton*  reported  in  their  studies 
at  this  laboratory  and  clinic  in  1945  that  12.28 
per  cent  showed  significantly  positive  skin 
tests  (pseudopodia).  In  comparing  their  ex- 
tracts with  those  used  in  this  study  it  has 
been  demonstrated  that  some  of  their  patients 
now  show  a more  positive  skin  reactivity 
using  the  same  amount  of  protein  nitrogen 
units  per  milliliter  in  skin  testing.  It  is  pos- 
sible, by  using  the  peptone  extracts,  that  they 
were  rejecting  some  mold  patients  because 
they  did  not  show  sufficiently  positive  skin 
tests.  Therefore,  if  we  were  to  include  these 
patients,  their  figures  would  compare  closely 
to  those  herein  reported. 

SUMMARY 

1.  A method  is  described  for  preparing 
mold  extracts  which  eliminates  the  use  of 
peptone  in  media. 

2.  Mold  extracts  thus  prepared  are  more 
potent  than  the  former  extract  of  the  same 
protein  nitrogen  unit  value. 

3.  These  mold  extracts  prepared  by  the 
synthetic  media  were  apparently  not  irritat- 
ing. 

4.  Synethetic  mold  extracts  eliminate  ad- 
ditional washings  of  the  mold  pellicles. 
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NEWS  NOTE 

Vermillion,  S.  Dak.,  Nov.  22  — A second 
contract  renewal  has  been  granted  the  Uni- 
versity of  South  Dakota  by  the  Office  of 
Naval  Research,  according  to  an  announce- 
ment made  by  Dr.  I.  D.  Weeks,  president  of 
the  University.  The  contract  sponsors  a re- 
search program  in  the  Anatomy  Department 
of  the  University  Medical  School,  providing 
for  the  payment  of  salaries  to  the  technical 
help  and  for  the  securement  of  materials, 
chemicals,  and  supplies  used  in  the  research. 

Under  the  direction  of  Dr.  Walter  L.  Hard, 
head  of  the  Anatomy  Department,  the  re- 
search being  done  is  a study  to  find  out  where, 
in  what  cells  and  tissues  of  the  nervous  sys- 
tem, certain  chemical  reactions  are  taking 
place  which  results  in  nervous  activity.  Par- 
ticular emphasis  is  being  placed  on  a study  of 
where  and  how  these  chemical  reactions  go 
wrong  when  a nerve  is  injured  or  affected  by 
disease. 
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MILLS  DRUG  — (Continued  from  Page  34) 
be  given  by  us,  consisting  of  one  day  for  each 
month  of  employment.  Vacation  will  be  given 
in  order  of  seniority,  at  a time  specified  by  us. 

When  a condition  arises  where  an  em- 
ployee is  leaving  the  organization,  then  the 
entire  decision  rests  with  us  as  to  whether 
vacation  time  shall  be  allowed,  and  if  it  is 
allowed,  it  shall  be  no  more  than  50%  of  the 
regular  vacation  period. 

Always  remember  that  each  customer  is 
the  most  important  person  in  the  world  to 
us.  His  satisfaction  means  a continuation  of 
your  job  and  our  jobs  as  well.  It  is  absolutely 
necessary  that  we  work  together  as  one  big, 
happy  family,  and  remember  that  we  are  al- 
ways anxious  and  willing  to  talk  over  your 
problems  with  you. 


CUFF  NOTES  — (Continued  from  Page  16) 

The  Significance  of  Positive  Cultures 

In  a study  of  107  cases  with  all  sputum  and 
gastric  concentrates  negative,  and  in  which 
only  cultures  were  positive  Dobrowitz  con- 
cludes: 

Positive  cultures  may  occur  under  various 
circumstances:  a.  as  the  only  bacteriological 
evidence  of  tuberculosis;  b.  with  resolution  of 
infiltration  or  increase  in  fibrosis;  c.  prior  to 
and  with  progression;  d.  as  indicative  of  un- 
successful collapse  therapy;  e.  with  variations 
in  degree  of  pneumothorax;  f.  with  gradual 
healing  in  thoracoplasty  and  pneumothorax 
cases.  Only  the  last  mentioned  being  a good 
sign.  I.  D.  Dobrowitz,  Disease  of  the  Chest, 
Nov.  1949. 
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